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trast agents, but this change must also have a profound effect
on the design and manufacture of radiographic equipment,
which could well be revolutionary. Many more image intensi-
fiers will be required; lower voltage transformers, small focal
spot-sized tubes, 105 mm roll film and cameras will be needed
in large quantities; and automatic processing units will be a
fraction of their present size. What if, in the future, there is no
radiograph at all, only a "floppy disc" and a television monitor ?
What kind of organization will then be required to obtain and
view the barium meal examination of a patient immediately
before a gastrectomy ? It may well be that a central console
will be linked with multiple television outlets to wards, theatres,
and the outpatient departments, and electronic imaging will
have replaced the radiograph.

If this sounds too much like science fiction, it is worth
remembering that the refinements of electronic imaging were
developed to meet the needs of space travel.
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Volunteers and the
Aftermath of Stroke
About 100 000 people are alive in Britain today who have been
seriously disabled by stroke, often at the height of their
powers with long years before them. Rehabilitation can help
them greatly, but eventually they have to be discharged.
For some a return to work or to an active role at home is
possible, but many whose powers of communication are seri-
ously impaired return only to frustration and despair. These
patients are by no means neglected everywhere-day centres
and stroke clubs provide a valuable service-but at best these
facilities rarely allow for more than a weekly attendance. Un-
til now there has been no scheme designed to fill the long
gaps in each patient's life and to encourage further progress.
The immediate family have had to try to cope with a situation
which has almost always been beyond them.

In a thought-provoking article at p. 633 Miss V. E. Griffith
describes a scheme in which volunteers (with the approval of
the family doctors, consultants, and speech therapists) made
regular visits to stroke patients suffering from dysphasia and
allied disorders. The volunteers were untrained and made the
visits in the role of caring neighbours. Their purpose was to
dispel apathy and to stimulate the patient's will to make the
most of the faculties which remained. This common-sense
approach was based on simple and ingenious methods devised
by Miss Griffith which had already proved successful in two
dysphasic patients. In each area the work was co-ordinated by
a supervisor who also ran a weekly club for the patients.

In the opinion of the family doctors who had referred the
patients the general attitude and morale of all but one of the
31 patients improved considerably, and in 21 speech had also
improved. Those whose speech had not progressed developed
alternative means of communication as confidence was re-
established. It seems that even when speech is irretrievably
lost a reason for living and the will to make the best of what is
left can be restored. In this small series neither age nor the
interval since the stroke was an insurmountable obstacle to

improvement-the crucial factors were strength of will and a
modicum of stamina.

Miss Griffith is careful to point out that where patients
showed improvement many factors were responsible, some of
which were unconnected with the scheme. However, it is
clear that the project has filled a serious need which is, and
always will be, outside the range of the official services. Can
its range be extended ?

In the two areas of the pilot scheme Miss Griffith had no
difficulty in finding volunteers whose perceptive approach
must have been one of the main factors for success. There is
no reason to believe that the tradition of voluntary service is
not equally strong in the rest of the country, especially where
the need is for direct contact with the individual rather than
through organizations.

As the project becomes better known there is likely to be a
demand for similar help in other areas. What should this
project entail ? Certainly not a large bureaucratic organiza-
tion; the scheme has succeeded at a local level and could never
be imposed from above. Not the utilization or recruitment of
trained personnel, nor the expenditure of vast sums of money.
The scheme demands four essentials: the interest and involve-
ment of sufficient volunteers, the co-operation of doctors and
speech therapists, a little money, and some expert guidance.
Volunteers can evidently be found; as for the second, doctors
and speech therapists in the Chilterns and Oxford gave
increasingly enthusiastic support to the scheme as it developed.
Money is short, but area health authorities might consider a
grant to cover the very small sum involved. Finally, the Chest
and Heart Association, which had the imagination to sponsor
this pilot scheme, might provide the necessary guidance and
advice for other areas.

Epidemiological Aspects of
Choriocarcinoma
One of the curious features of placental choriocarcinoma is
its geographical distribution. Whereas it is rare in European
and North American populations it is much more common
in parts of S. E. Asia, India, and Africa. Reliable and compar-
able data are difficult to obtain. Authors sometimes relate
the incidence to total pregnancies, sometimes to deliveries,
and sometimes to necropsies. The information available for
Western countries is far from adequate and that for other
parts of the world is often fragmentary. Whereas in Europe
and N. America it occurs in about 1 in 20 000 pregnancies1
it may be as much as 20 times more frequent in the Philippines.
In a recent report from University College Hospital, Ibadan,
Nigeria,2 it was found in 2.20 of all the tumours examined,
making it the third commonest cancer in women after that of
the cervix and breast, and 1 in 89 of all necropsies were on
patients with choriocarcinoma.

Since this hospital is a well-known treatment centre for the
disease it is difficult to determine just how frequently chorio-
carcinoma is associated with pregnancy in Nigeria, but it
seems clear that the tumour is more common than in Europe.
Why is choriocarcinoma seen so much more frequently in
some countries than others ? Different histological criteria
sometimes complicate the picture, but the possibility that
the high incidence in S.E. Asia might be a diagnostic artefact
was excluded by a multicentre study3 in the late 1950s. The
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areas with a high incidence of choriocarcinoma are also those
areas where hydatidiform mole is frequent, and since mole
pregnancies give rise to choriocarcinoma about 1000 times
more often than non-mole pregnancies1 4 5 there is a possibility
that the geographical distribution of choriocarcinoma might
be determined largely by that of hydatidiform mole. Though
the multicentre report3 suggested that the frequency of moles
was not the sole factor, data indicating the relative importance
ofterm deliveries, hydatidiform moles, and non-mole abortions
as the antecedent and causal pregnancy are woefully inadequate
for most countries.
A wide variety of factors which might play a part in the

causation of either hydatidiform mole or choriocarcinoma or
both of these conditions have been considered, for there
are few strong leads. A viral cause has been proposed.6
Malnutrition was thought to play a part in the Philippines7
and has been considered in W. Africa,2 but in Hawaii8 it was
found to be uncommon in the poorest population. In Singapore
a valuable study9 showed that choriocarcinoma is more
common in Indians and Eurasians than in Chinese and
Malays, whereas in Hawaii8 it is more common in Chinese
than in Caucasians and Polynesians. Birth order appears to
play no part, but both lesions are most common' 3 4 9 (in
relation to the total number of pregnancies) under 20 years
and over the age of 40. The tendency for childbearing to
continue late in reproductive life in the high-incidence
countries undoubtedly accounts for some but not all of the
excess cases.

Placental choriocarcinoma is a tumour of the fetus which
invades maternal tissue, and consanguinity has been suspected
as a cause,'0 but such evidence as exists is anecdotal. The
possibility that the tumour arises only when there is a high
degree of immunological similarity between the patient and
her fetus has been excluded by extensive studies of the HL-A
factors in affected families in Britain"1 and U.S.A.12 There is
evidence, however, that the ABO blood groups of the patient
and her male partner are important aetiological factors in
the development of choriocarcinoma but not hydatidiform
mole.'3 For instance, a group A woman has a high risk of
getting choriocarcinoma if her husband is group 0 but low
risk if he is group A. Moreover, the blood groups of the
patient and her husband affect prognosis.'4 There is a real
difference in the distribution of ABO blood groups between
the high and low incidence areas of the world'5 and there may
be similar differences for other genetic factors. How much
the ABO groups and other genetic factors influence the
geographical distribution of choriocarcinoma remains to be
explored. Conceivably they might act directly or by altering
susceptibility to carcinogenic agents.

Park, W. W., Choriocarcinoma: Study in its Pathology. London, Heinemann,
1971.

2 Junaid, T. A., et al., Journal of the National Cancer Institute, 1974, 53,
1597.

3Joint Project for Study of Choriocarcinoma and Hydatidiform Mole in
Asia, Annals of the New York Academy of Sciences, 1959, 80, 178.

4Bagshawe, K. D., Choriocarcinoma. London, Arnold, 1969.
5 Bagshawe, K. D., et al., Journal of Obstetrics and Gynaecology of the

British Commonwealth, 1973, 80, 461.
6 Ruyk, R. de, Bulletin de l'Association Francaise pour l'Etuide du Cancer,

1951, 38,52.
7Acosta-Sison, H., in Choriocarcinoma. Transactions of a Conference of

the International Union Against Cancer, eds. J. F. Holland and M. V.
Hreshchyshyn. Berlin, Springer, 1967.

8 McCorriston, C. C., American Journal of Obstetrics and Gynecology,
1968, 101, 377.

9 Teoh, E. S., Dawood, M. Y., and Ratnam, S. S., American Journal of
Obstetrics and Gynecology, 1971, 110, 415.

10 Iliya, F. A., Williamson, S., and Azar, H. A., Cancer, 1967, 20, 144.
1 Lawler, S. D., Klouda, P. T., and Bagshawe, K. D., Lancet, 1971, 2, 834.
12 Lewis, J. L., and Terasaki, P. I., American Journal of Obstetrics and

Gynecology, 1971, 111, 547.

13 Bagshawe, K. D., et al., Lancet, 1971, 1, 553.
14 Bagshawe, K. D., Advances in Cancer Research, 1973, 18, 231.
15 Mourant, A. E., Kopec, A. C., and Domaniewska-Sobczak, K. The

ABO Blood Groups. London, Blackwell, 1958.

Acute Dermal Gangrene
Meleney's spreading gangrene is one of those apparently
familiar clinical syndromes which are rarely seen. It was
described' in 1924 and the gangrene of the skin was attributed
to a synergistic infection by non-haemolytic microaerophilic
streptococci and Staphylococcus aureus, though other syner-
gistic pairs have since been incriminated.

Acute dermal gangrene presents in one of two forms:
either a progressive bacterial gangrene of the skin or a necro-
tizing fasciitis. These are nowadays unusual postoperative
complications, but the mortality remains high. The con-
dition is not always as clearcut as in Meleney's original
description, and a synergistic infection is not always found.
It is probable that the widespread use of antibiotics has
modified the natural history.
A recent review2 from Glasgow of 20 patients suffering

from acute dermal gangrene highlighted the important
clinical features of the condition and stressed the need for
effective treatment. Five of the 20 patients were diabetic,
and an association with other debilitating diseases such as
multiple sclerosis, rheumatoid arthritis, or steroid therapy
was common. The gangrene most commonly followed
surgical treatment of ischiorectal sepsis or other operations
in the groin or genital area. As the skin lesions progressed
toxaemia developed, often accompanied by hypoproteinaemia.

Progressive bacterial gangrene of the skin occurred in eight
patients, in whom the mean age was 54 years; three patients
died. The organisms most often isolated were coliforms.
Clinically the affected area presented as a non-specific cellu-
litis, usually close to the wound. A central necrotic zone soon
appeared (this may advance very rapidly, especially in peno-
scrotal lesions-Fournier's gangrene). The whole thickness
of the skin was affected, but the subcutaneous tissues were
spared. Local treatment consisted in complete excision of
the affected area, while general measures were needed to
correct metabolic deficits and adequate systemic antibiotics
were also given.

Necrotizing fasciitis was observed in 12 patients, whose
mean age was 49 years; 8 died. Initially the lesion presented
as non-specific redness and swelling around the wound, occa-
sionally some distance from it. The lesion progressed with dis-
coloration and blistering of the skin which was followed by
obvious gangrene. When the skin was excised a characteristic
grey, ragged, necrotic fascia was seen beneath. This fascial des-
truction was more widespread than the skin lesion. An average
of 11 days elapsed after the initiating cause and the appear-
ance of skin gangrene. Toxaemia and rapid deterioration of
the patient's general condition occurred more frequently in
this form than in progressive bacterial gangrene. Again coli-
forms and enterococci were the usual organisms isolated.
All patients were treated by general supportive measures and
antibiotics, and as more experience was gained the local
surgical treatment became more radical. The best results
were undoubtedly obtained by radical excision of all the
necrotic fascia together with the overlying skin. The excised
skin was cleaned, defatted, and preserved at 4°C and later
successfully regrafted in some patients. When local surgery

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5984.606-a on 13 S
eptem

ber 1975. D
ow

nloaded from
 

http://www.bmj.com/

