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Pointers
Cerebral Angiomas: Occurrence of fatal
haemorrhage unpredictable and conservative
treatment is justified in majority of cases.
Bleeding from small angiomas is dangerous in
children, but haemorrhage from large ones is
more common in later life after years of pro-
gressive cerebral disability. (p. 571).
Coxsackie B5 Virus: Increased number of
infections reported in summer of 1965, especially
among children (p. 575). Leader at p. 570.
Subelinical Tropical Sprue: Nonspecific
jejunal abnormalities are not evidence of this
condition, according to results of tests on forty
asymptomatic Thai subjects (p. 578).
Intensive Care: Report of B.M.A. Planning
Unit. Leader at p. 569.
Bell's Palsy: Measurement of threshold for
anodal galvanic stimulation gave accurate prog-
nosis in 90%/. of cases. A.C.T.H. gel administra-
tion reduced overall incidence of denervation by
two-thirds in a large group of patients (p. 581).
Antibodies to Meningococci: Gamma-M
globulin is an important humoral defence
mechanism, and its presence in the blood
restricts systemic meningococcal infection to
the C.S.F. (p. 583).
Permanent Arteriovenous Fistula: Surgical
access to circulation for regular dialysis treat-
ment successfully effected in 14 patients
(p. 586).
Thyrocalcitonin Deficiency: Demonstrated by
defective response to intravenous calcium in-
fusion after radical treatment for thyroid dis-
orders by surgery or radioiodine (p. 589).
Eyelid Retraction: Improvement obtained with
local guanethidine whether aetiology was thyro-
toxic or idiopathic, and precautions suggested
to avoid toxic effects in long-term maintenance
therapy (p. 592).
Pulmonary Embolism: Value of phlebography
in determining source (p. 596) ; Successful late
removal of pulmonary embolism (p. 598).
Leader at p. 566.
Case Reports: Psychiatric drugs producing
hypoglycaemic coma (p. 599) ; Cronkhite-
Canada syndrome (p. 601); Haemoperitoneum
associated with ruptured gall bladder (p. 602).
Tropical Medicine: Malnutrition in childhood
(p. 603).
Postgraduate Medical Education: Proposals in
report commissioned by the Nuffield Provincial
Hospitals Trust (p. 613).
Conferences : Symposium on tropical spleno-
megaly (p. 614) ; Aspects of anxiety discussed
at the Royal College of Physicians (p. 614).
Proceedings of Council: Public health dispute;
administrative structure of N.H.S.; B.M.A.
finances; Planning Unit (Supplement, p. 65).

Young Disabled and Sick in Hospital
In 1959 the welfare of children in hospital was the subject of a report'
by a Central Health Services Council committee under the chairmanship
of Sir Harry Platt, and subsequently the Minister invited hospital
authorities to act on its recommendations. On a date in 1964, and on a
further date in 1965, hospital authorities took a census of patients aged
under 17 in National Health Service hospitals in England and Wales to
obtain information about children and adolescents in hospital. The
census2 showed to what extent hospital practice accorded with the recom-
mendations of the Platt Committee, and it disclosed 22,047 children and
adolescents in hospitals in 1964, and 22,350 in 1965-or 1.8 children and
adolescents per 1,000 of the population under 17 years of age. Most of
them were under 12, and the census showed that 5% were being nursed
in adult wards without any separation, while a further 13% were in adult
wards but separated from adult patients. One-third of the adolescents
were nursed in children's hospitals or in children's wards, one-tenth in
adult wards but separated, and well over half in adult wards without
separation.
The Platt Committee had recommended that the ward sister should

be a registered sick children's nurse as well as S.R.N., but the census
showed that only about half of the young children were under the care of
registered sick children's nurses. Again, the committee had recommended
that a children's physician should have a general concern with the care
of all children, but this practice was not by any means evident. Other
examples could be mentioned of failure to implement recommendations
of an expert committee which the Ministry of Health had " invited"
hospital authorities to do.
A pilot survey' carried out by the two geriatric physicians in Fife,

R. Rankine and R. M. L. Weir, with the aid of a grant from the South-
eastern Regional Hospital Board (Scotland), adds to our knowledge about
the plight of the younger disabled and chronic sick. It covered a sample
population of 30,000-35,000 persons (about 10% of the total popula-
tion of the county), and the two physicians had the assistance of 14
general practitioners as well as the local health departments. The survey
included people aged 15 to 60 years suffering from long-term physical
illness or disability to the extent that they were unable to take part in the
normal activities of daily living. It revealed 87 cases, or 2.63 per 1,000
population, the lowest rate being in a rural practice and the highest in a
practice largely confined to one of the older mining communities. The
sexes were equally affected, and the incidence increased with age.
Multiple sclerosis was the most common disability, closely followed by
rheumatoid arthritis, cerebrovascular disease, and chronic bronchitis.
Only 5 of the 87 patients were in institutional care; the care of the
remainder devolved increasingly on the parents, usually the mother.
The authors of this report suggest that unsatisfactory housing condi-

tions were of little importance, though they were distressed at the number
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of persons who might have been rehoused in ground-floor
accommodation. The patients themselves thought that the
interests of the family had to be recognized, and were deter-
mined to be as independent as possible. The authors conclude
that the number of such persons under the age of 35 was small
and that in almost every respect they fared better than their
elders, particularly in terms of medical care and of oppor-
tunities for employment. They confirmed the statement in
the Piercy Report4 that " doctors still need to be better
informed of the scope, nature and potentialities of rehabilita-
tion," and suggested that local authorities needed to know
more about the chronic sick and disabled in their areas. They
considered that a hospital unit of 60 beds should be adequate
to serve the needs of a population of about 300,000.

It is difficult to determine precisely the size of the problem.
The number of substantially and permanently handicapped
people aged between 16 and 65 years in Great Britain at the
end of 1964 on the registers of local authorities was 164,000.
In 1963 the Ministry of Pensions and National Insurance
recorded 225,800 people in Great Britain between the ages
of 18 and 65 years (60 for women) who had been receiving
sickness benefit for two years or more, with perhaps a further
100,000 sick or handicapped people of this age group in
receipt of National Assistance allowances for the same period.
There are thus, possibly, some 500,000 people of working age
in Great Britain so handicapped as to be incapable of paid
employment, though with the exclusion of mental illness and
mental subnormality the estimate might fall to 370,000. The
most unsatisfactory position relates to the thousands of young
chronic sick patients, of whom perhaps only one-tenth are in
special units designated for their care. Many of the remainder
are scattered through geriatric wards. Though some of these
are middle-aged, this is no excuse for a lack of interest and
drive that is an unhappy reflection on our hospital service.

It is often said that many such patients prefer to be in
hospital wards, however unsuitable, near their homes and
former environment. But this is not always borne out by
experience, for many of the excellent homes provided by
voluntary organizations attract patients from all over the
country, who soon adapt themselves to the new community in
which they are placed. This type of patient often comes to
the hospital service as a social emergency. Consequently
there might well be established in each region a hospital unit,
or units, for the young chronic sick which would provide
not only a hospital ward with single and double rooms and
cubicles but occupational rooms of sufficient variety to recog-
nize that the patient is usually going to spend the remainder
of his days in that hospital, and needs an environment appro-
priate to his condition and to his mental faculties and interests.
Such units might be of 25-50 beds, and without doubt
relatives and friends would not resent travel if they were

satisfied by the better conditions for the patients. The unit
for young chronic sick could be in the environs of the general
hospital rather than in an isolated institution, and the patients
should be in the clinical charge of a special physician. More
needs to be done to arrange temporary admissions of patients
for their own benefit and for the relief of relatives, and to

organize holidays in a new setting.
The welfare of Children in Hospital. Report of Committee of the

Central Health Services Council. 1959. H.M.S.O.
9 Report on the Census of Children and Adolescents in Non-Psychiatric

Wards of National Health Service Hospitals. Ministry of Health.
1967. H.M.S.O.

'Rankine, R., and Weir, R. M. L., An Enquiry into the Incidence of
Chronic Illness and Disability in the Young and Middle-Aged.
1967. Victoria Hospital, Kirkcaldy, Fife.

'The Rehabilitation, Training and Resettlement of Disabled Persons.
Cmnd. 9883. 1956. H.M.S.O.

These two reports merit careful study, and point the way
to a more active policy to alleviate the lot of these unfortunate,
but not always recognized, children and young and middle-
aged people suffering from long-term disability and sickness

Pulmonary Embolectomy
When Trendelenburgl first told of his method of removing
pulmonary emboli his vision and daring were received with
enthusiasm. Sadly, the patient's strength was rarely able to
match the surgeon's skill, and only a few cases of emergency
embolectomy were successful. The development of cardiac
surgery and the heart-lung bypass machine brought a new
understanding of the physiology and surgery of the heart, and
the possibility of successful pulmonary embolectomy became
real. Now all cardiac surgeons practise emergency embol-
ectomy, most of them using the heart-lung bypass,`' bui
some good results have been achieved without it.5 It is no
longer a question of whether an embolectomy can be done,
but when is the right time to do it.

Pulmonary embolism presents in four ways: firstly, sudden
death; secondly, collapse, hypotension, and right heart failure
followed by death or slow recovery over a few hours ; thirdly,
sudden severe pain, haemoptysis, and collapse followed by a
steady, sometimes rapid, cardiovascular recovery; and,
fourthly, without clinical disturbance of the cardiovascular
system.

In making the diagnosis the surgeon will in some cases
note the clinical signs of peripheral vascular collapse, high
central venous pressure, third heart sounds, characteristic
changes in the E.C.G., and the absence of vascular markings
on the chest radiograph. These are diagnostic if they are
all present, but unfortunately many cases do not have these
physical signs. Consequently some surgeons advocate doing
a preoperative pulmonary angiogram to avoid operating on a
coronary infarction-the main differential diagnosis. This
takes time, as does lung scanning after the injection of labelled
macroaggregates of albumin, and often there is no time to
spare.
The approach to the management of the four clinical groups

is slowly evolving along the following lines. Sudden death
from pulmonary embolism should be treated by external
cardiac massage, for in some cases the massage will break up
the thrombus, move it on, and so allow some pulmonary blood
flow. If the circulation is restored and the patient responds,
then the massage is continued until the patient is anaesthetized
and either put on a heart-lung bypass or given supportive
perfusion with blood taken from the femoral vein, oxygenated,
and returned to the arterial circulation. There is obviously
no time to confirm the diagnosis before operation, and so it
must be accepted that a certain number of these patients will

Trendelenburg, F., Langenbecks Arch. hin. Chir, 19, 86, 686.
2 Hayward, J., and Howqua, J., Lancet, 1964, 2, 771.
3 Makey, A. R., and Bliss, B. P., ibid., 1966, 2, 1155.
* Paneth, M., 7. thorac. cardiovasc. Surg., 1967, 53, 77.
Vosschulte, K., Stiller, H., and Eisenreich, F., Surgery, 1965, 56
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