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of the erythema nodosum syndrome and the arthritis of
synovial sarcoid infiltration may precede the signs of illness
elsewhere. Rheumatic fever, rheumatoid arthritis, and even
of gout may be suggested diagnoses in this early phase and
may on occasion be supported by nonspecific T-wave
changes in the electrocardiogram' or by positive tests for
rheumatoid factor due to gammaglobulin changes7 or by
elevation of the serum level of uric acid' due to increased
cell division. Isolated case reports have probably over-
emphasized the importance of these instances of clinical over-
lap. Gumpel and his colleagues did not find that they were
of much importance in practice.

Investigation of the Young
Hypertensive

Despite intensive research into the aetiology of hypertension
during the last two decades it is still unhappily true that only
in some 10% of all hypertensive patients is it possible to
identify a likely cause for their disease. Further, only in
perhaps one-third of this 10% is it possible to cure or improve
the hypertension by an operation on the kidney or adrenal
glands. Nearly ten years ago Lord Platt' observed that the
incidence of secondary hypertension was relatively high in
patients under the age of 40 (in whom he reckoned only about
30% had primary or " essential " hypertension). Since then
most physicians have adopted a conservative attitude to the
investigation of hypertensive patients over the age of 40 but
have continued to investigate their younger patients inten-
sively. Everyone who does this has the occasional gratifying
experience of curing a young hypertensive, but against every
patient cured of his hypertension must be set the morbidity
of renal investigations, especially aortography2 and divided
function studies, in the less fortunate remainder. As hypo-
tensive drugs year by year become more effective and produce
fewer side-effects the burden of lifelong treatment lessens
and the necessity for surgical cure becomes less imperative.
From the Royal Postgraduate Medical School, A.

Breckenridge and his colleagues3 have just reviewed their
experiences in investigating intensively 229 hypertensive
patients aged between 12 and 40. The balance sheet they
have drawn up is instructive. Despite investigation as
intensive as could reasonably be performed in such a group
in only 73 patients (32%) was a possible cause for hyper-
tension found. In addition there were a further 40 patients
not subjected to intravenous pyelography because their renal
failure was too severe when first seen or because they died
before the investigation could be done. Of the 73 patients in
whom a secondary cause of hypertension was suspected
only nine were thought suitable for surgical treatment.
Nephrectomy was carried out on six patients for renal artery
lesions or unilateral pyelonephritis, and in the other three
patients the adrenal gland was explored or a renal capsul-
ectomy done. In only three cases was the treatment
successful in that no further drug treatment was needed.
Three cures in 229 patients-it is not an encouraging

record. A curious feature of the series is that there were so
few patients with disease of the main renal artery (only 12
material lesions were identified), and none of these patients

is recorded as having had reconstructive renal artery surgery.
The low incidence of disease of the renal artery would be
met with amazement bordering on disbelief by American
surgeons at Houston and at the Cleveland Clinic, who see a
highly selected population. However, even those patients
referred to the hypertensive clinic of Hammersmith Hospital
are themselves probably a selected group, and it may well
be that in a completely unselected population of young hyper-
tensives the true incidence of remediable secondary
hypertension is still less than in the Hammersmith series.

Breckenridge and his colleagues point out the moral: that
youth alone is an insufficient recommendation for extensive
investigation, especially aortography, in the hypertensive
patient. Since by far the commonest renal lesion in these
young hypertensive patients was chronic pyelonephritis, which
could usually be diagnosed by the intravenous pyelogram and
by examination of the urine, it seems that aortography or
divided function studies can be therapeutically justified only
under special circumstances. Patients suitable for intensive
investigation are those with a loud renal artery bruit to whom
surgery can be offered and by whom it might be accepted,
and possibly also those who prove unduly resistant to drug
therapy, those who find drug side-effects intolerable, or those
whose occupation or domicile makes adequate supervision of
their therapy impossible.
Young hypertensive patients should certainly not be denied

the benefits of intravenous pyelography, urinalysis, screening
of blood electrolytes to detect primary hyperaldosteronism,
and, if possible, screening of the urine to detect phaeochromo-
cytoma. These tests are simple, safe, and reasonably
inexpensive in time and money. Except under special
circumstances investigation should stop at this point, and the
patient should be treated with hypotensive drugs unless the
reasons for proceeding further are unusually compelling.
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Intensive Care
The value of intensive care units in hospitals has become
generally recognized in Britain only in the last five years.
As the equipment used in the management of patients with
severe cardio-respiratory illness has become more complex so
has special training and experience become necessary for those
looking after the patients. The best use of men and machines
can be made if they are concentrated into one unit and
patients who need specialized treatment or monitoring are
admitted to it.'
Few units in Britain have been working for more than a

year or two, but there is now widespread interest in their
establishment. In 1962 the Ministry of Health gave its bless-
ing2 to hospitals wishing to set up units; now the B.M.A.
Planning Unit has issued a useful report' by a working party
under the chairmanship of E. J. Moran Campbell which gives
advice on the form that units should take, based on the
experience of 17 hospitals in the British Isles. This is the
first publication from the Planning Unit, and Professor Henrv
Miller, its director, stresses that the report is in no sense a
statement of B.M.A. policy but is an informed assessment of
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