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progressive exercise training programme is favoured, nothing
is said of the dangers of isometric as opposed to dynamic
physical activity; whereas clear directives are given about
licences to drive heavy goods and public service vehicles, no
firm recommendations are made on resumption of private
driving, and no comment is offered on normal conjugal sexual
relations-areas of everyday concern to patients.
While no conclusive data are yet available to show that

an active physical training programme either prolongs life or
prevents reinfarction, it has been shown that angina of effort
can be improved or relieved, exercise tolerance augmented,
and that there are major psychological benefits from this type
of programme.5 Furthermore, patients who are otherwise in a
good physical condition may well tolerate a further infarct
better than those who are not. Predictably graded physical
training that requires regular attendance at a hospital
gymnasium is unlikely to succeed in Britain, since the cost to
the N.H.S. and to the patients would now be prohibitive.
Supervised rehabilitation must, therefore, be reserved for
selected patients who for one reason or another are not making
satisfactory progress outside hospital.
The report's insistence that licences for heavy goods

vehicles should never be awarded after acute myocardial
infarction appears inflexible and unfair; fatal road accidents
as a consequence of cardiac crises are rare, and there is no
clear-cut evidence that driving heavy goods vehicles as opposed
to private cars has proved more hazardous either to the driver
or to the public. Granting an H.G.V. licence to drive a par-
ticular vehicle in order to perform a specific job seems a more
acceptable approach-this would enable some patients to
continue remunerative and often skilled employment after
recovering from an acute myocardial infarction rather than
having to pursue a retraining programme at the end of which
they are unlikely to gain either satisfactory or satisfying re-
employment.

Patients and physicians alike are often restrained in their
attitude to discussing sexual behaviour, but the relatively high
incidence of impotence that occurs after acute myocardial
infarction should not be ignored. Usually there is no obvious
cause, but sometimes the impotence appears to develop from
fear and anxiety, or it can be a side effect of drug therapy.
None the less, as a consequence, both marital and family
harmony may become strained. The problem demands an
informed and sympathetic ear from the medical profession:
guidance on resumption of sexual activity should be positive
rather than the "let's see what happens" approach. Physio-
logical studies indicate that the cardiovascular cost of conjugal
sexual intercourse in middle-aged men with ischaemic heart
disease is relatively modest and possibly no greater than
driving a car, discussing major business problems, or climbing
one or two flights of stairs.6 However, comparisons of this type
are perhaps a little suspect since the level ofisometric muscular
activity, with its known profound physiological demands,
varies from patient to patient.

Postinfarction rehabilitation must be started from the onset
of the acute illness (either at home or in hospital) and be con-
tinued until optimal physical performance and, when appro-
priate, satisfactory physiological adjustment has been achieved.
It should be tailored individually to the patient's needs, giving
due consideration to age, sex, marital status, usual level of
physical fitness, and the nature of previous employment.
General practitioners must be prepared to offer encouragement
and easily understood advice, and it has been shown that con-
sultant physicians can assist by reviewing their patients within
four months of their discharge from hospital.7 Fortunately,
there are very few jobs (domestic and industrial) that are

totally inappropriate to this group of patients; but since some
job adjustment is often necessary in the early weeks, a sympa-
thetic approach by employers is also desirable, though not
always forthcoming.
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Osteoid Osteoma

Since its recognition as a distinct entity by Jaffe' in 1935
osteoid osteoma has remained an enigma. There is no disput-
ing the histological definition: a small round nidus (usually
less than 1 cm in diameter) of osteoid and trabeculae of new
bone formed with a substratum of highly vascularized osteo-
genic connective tissue. Osteomas develop in spongiosa at
or near the articular surface or in the cortex of long bones.
Half the reported cases are in the tibia or femur. Most patients
are aged between 10 and 25; the condition is rare after 50
years. It is twice as common in men as in women.
The duration of symptoms at presentation is usually less

than two years. Pain, usually at night, is a predominant
feature, and is dramatically relieved by aspirin. There may
be exquisite local tenderness and occasionally swelling. Radio-
logically there is a radiolucent or radio-opaque nidus sur-
rounded by a dense ring of sclerosis and thickening of the
adjacent cortex.
The differential diagnosis includes intracortical bone

abscess, Garre's sclerosing osteomyelitis, enostosis, avascular
necrosis, tuberculous osteomyelitis, osteochondritis, and
-most difficult of all-stress fracture. The diagnosis may be
made on the basis of history, physical signs, and radio-
logical appearances, but it can be confirmed only by histo-
logical examination of a nidus removed surgically, preferably
en bloc.

Attention has recently been drawn2 to the dilemma of the
surgeon who makes the diagnosis, excises the sclerotic bone,
but fails to find a nidus. Fifty-two cases falling into this
category were studied; 29 patients had relief of symptoms,
but in 23 the symptoms persisted. Second operations brought
relief in 13 and a nidus was found in 7. Three patients under-
went a third operation with relief of symptoms and a dis-
covery of a nidus in two. In the end, therefore, 36 out of 42
patients had relief of symptoms with no nidus being dis-
covered. The average age ofthe patients in the series, 57% over
20 years, was higher than in most series. This poses the
problem, does the lesion undergo spontaneous healing?
The question has not been answered, since those cases re-
ported to have healed have not had histological confirmation
of the diagnosis; but there is no correlation between the
histological appearances of the lesion and the duration of
symptoms, which argues against the likelihood of spontaneous
healing. The general conclusion of most authors is that
excision en bloc, repeated if symptoms persist, is the correct
form of treatment. There is only one published case3 of a
recurrence after en bloc excision with histoTogical confirmation
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on both occasions. There are numerous reports of recurrences
after curettage.
The main controversy concerns aetiology. Jaffe and

Lichtenstein1 4-6 both believe that it is a benign tumour of
osteoblastic connective tissue derivation. The main arguments
against this are the recording of a recurrence after complete
excision, the self-limiting nature of the size of the nidus
irrespective of its duration, and the intense formation of a
perifocal zone of sclerosis.
Lindbom et al.7 described a characteristic angiographic

appearance of a small vessel with an irregular lumen supplying
a highly vascular area of bone, with an intense circumscribed
blush appearing early in the arterial phase and per-
sisting late into the venous phase. The appearance
has recently been confirmed8 and may well be a useful
diagnostic test. This finding, together with the vascularity
of the nidus, the prominent vascularity of the adjacent soft
tissue, and prolonged symptomatology in the absence of
definitive radiological changes, suggest a developmental
relationship between the nidus and the associated vascular
changes. Whether the vascular alterations represent cause
or effect is not yet clear.
A vascular origin might also help to explain the intense

pain. No abnormal neurogenic tissue or glomus cell hyper-
trophy has ever been found. Could the pain be due to a large
blood supply confined to a small area within rigid walls?
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Dangers in Radiology?

Many professional societies have good records of membership
covering long periods, and these are potentially valuable
resources for research into the occupational hazards faced by
their members. One of the best known examples is within
our own profession, where study of the causes of deaths of
radiologists has contributed substantially to knowledge of
the hazards of radiation. The excess risk of leukaemia in U.S.
radiologists had been reported several times before Warren
in 19561 claimed that radiologists also experienced an addi-
tional, non-specific shortening of life, not manifest as any one
disease. At about the same time, however, Court Brown and
Doll2 found no excess risk of leukaemia or of general mortality
in British radiologists, and Seltser and Sartwell3 criticized
Warren's conclusions on statistical grounds.
The possibility of a non-specific shortening of life has now

been raised again. Matanoski, Seltser, Sartwell, and others4
have looked at mortality in U.S. radiologists up to 1969 and
compared their experience with that of their contemporaries
who were physicians, ophthalmologists, and otolaryngologists.5
Among those joining their respective colleges in 1920-9,
and again in those joining in 1930-9, the radiologists had
the highest mortality from both cancer and from all other

causes. But among those joining in 1940-9 the radiologists,
while still having the highest mortality from cancer, had the
lowest mortality from all other causes.
Two phenomena are given particular attention in the report.

Firstly, the high leukaemia mortality in the first two groups
of radiologists was not found in those joining in 1940-9; on
the other hand, while the incidence of lymphoma was not
increased in radiologists who joined in 1920-9, it was in-
creased in those who joined later. Several possible interpreta-
tions, including damage to the immune response, are offered
for this. Secondly, why should the early radiologists have had
the highest death rates from diabetes, cardiovascular-renal
disease, stroke, hypertension, and suicide?

Unfortunately the authors have chosen the wrong denom-
inators for their statistical testing. This is unlikely to have
invalidated their findings on mortality from individual
diseases, but may mean that the "non-specific shortening of
life" is merely variation within limits that may be ascribed to
chance. Furthermore, as they themselves say, at least five and
perhaps 20 further years' follow-up on the 1940-9 cohort
will be needed to confirm some of the trends described. Until
this is done, there seems no reason to change our 1958 belief2
that the case has not been proved.
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Bacteraemia from the Bowel

The study of transient bacteraemia following therapeutic
trauma is founded on two classical examples. That produced
by instrumentation in the lower urinary tract was first fully
described by Barrington and Wright,' in whose paper the
page heading (though not the title) is "Catheter Fever," the
term formerly applied to the clinical manifestation before its
nature was known. Five years later Okell and Elliott2 estab-
lished the existence of bacteraemia after dental extraction and
the factors governing its frequency. Later studies have
extended these observations. Indeed the variety of occurrences
and manipulations in the mouth said to be capable of releasing
bacteria into the blood is surprising. Nevertheless any trauma
which exposes severed or torn vessels in a lumen heavily
laden with bacteria is liable to have this result, and this means
most of the alimentary tract and any infected urinary tract.
By far the most heavily bacteria-laden area ofthe whole body

is the lower bowel. It would be surprising if a few of its
myriad inhabitants did not pass through the mucosa. In fact
there is evidence that they do in the normal bowel, to be
arrested in mesenteric lymph nodes if in the lymphatics or by
Kupffer cells in the liver if they enter the portal system.
Surgical operation in such an area presents an obvious risk,
and septicaemia has been recorded as following biopsy of a
rectal polyp3 and peroral biopsy of the jejunal mucosa.4 These
infections were due to a Klebsiella and Esherichia coli respect-
ively, the latter in a patient whose jejunum was known to be
abnormally colonized by enterobacteria. But several less easily
explicable examples of bacteraemia of intestinal origin have
recently been reported by Le Frock,5 of West Virginia Uni-
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