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destruction or palliation of accessible benign and malignant
tumours,4 the relief of pain in uncontrolled cancer,5 6 partial
destruction of the labyrinth in Meniere's disease,7 8 a large
number of ophthalmological procedures including the fixation
of detached retinae,9 and the removal or destruction of the
pituitary gland'0 and other intracranial masses. Other uses
to which it is put include the production of lesions in the brain
for the control of Parkinson's disease," prostatectomy,'2 and
the control of bleeding from vascular sites." Much attention
has been focused on the effects of cryosurgical destruction of
malignant tumours, a concept which has a long history.'4
Some tumours, uncontrolled by surgical excision, cytotoxic
drugs, or radiotherapy, yet still accessible, have been subjected
to palliative destruction in carefully chosen cases. Pain has
been relieved and the progress of the growth arrested for a
time.'5 The technique may be used as an ancillary to
excisional surgery in that, for example, a haemangioma may
be frozen solid before removal with a drill. In the cranium,
in the upper air passages, and in the urinary tract cryosurgery
evokes minimal oedema, comparing favourably with that from
diathermy, and this has proved a boon. It may even render
tissues antigenic, with the result that an antibody response
extends destruction beyond the areas initially frozen. It
appears that cells are not uniformly susceptible to damage by
freezing, and this may be true of cells in different areas of a
tumour. The powerful cryosurgical probes ensure that the
whole " ice ball " of tissue is below - 200 C., though smaller
units'6 than the liquid nitrogen probes are effective in some
cases.
Some applications of cryosurgery, such as gastric cooling

for the control of peptic ulceration,' already appear to be
failing the test of time, and enthusiasm for the use of " cryo-
probes" as useful "office tools" (for example, for the destruc-
tion of tonsils'8) is confined to the U.S.A. and Continental
Europe. The risk of secondary haemorrhage from this
sloughing technique may prove unacceptable. In Great Britain
it is mainly ophthalmologists who have so far found uses for
cryosurgery, though the larger and more powerful destructive
equipment is being used in a few surgical units, where
enthusiasm has been tempered with caution-particularly so
since the instruments are complicated and expensive. This
method of tissue destruction probably offers some unique
benefits, but to realize them there will have to be further
investigation of the biological effects of extreme cold as well
as technical improvements.

Prognosis of the Nephrotic
Syndrome

Since the development of a satisfactory method of
percutaneous renal -biopsy' it has become clear that the
nephrotic syndrome is not a single disease but a clinical
manifestation of multiple glomerular disorders.' It might
therefore be expected that the prognosis would relate more
closely to the nature of the underlying lesion than to the
apparent severity of the presenting illness. To the
paediatrician or physician faced with anxious relatives
prediction of the ultimate outcome is beset with many
difficulties.

In a paper at page 352 of the B.M.7. this week Dr. J. S.
Cameron discusses the renal biopsy findings, the results of
tests for differential protein clearance, and the short-term
steroid response in 400 child and adult patients with
nephrosis. They were mostly studied in three centres in Eng-
land where nephrology is a major specialty. From this large
series some useful facts emerge. The majority of the children
had minimal glomerular abnormalities, whereas a high pro-
portion of the adults had proliferative or membranous lesions,
and some suffered from involvement of the kidneys in
systemic lupus erythematosus, amyloidosis, or diabetes
mellitus. These differences account in the main for the
greater likelihood of obtaining a satisfactory response to
corticosteroid therapy in a child than an adult.
The main conclusion which Cameron reaches is that a good

correlation exists between the short-term steroid response and
the type of glomerular abnormality seen on renal biopsy.
There were 90% of children and 77% of adults with
"minimal change" lesions who had protein-free urine after
eight weeks' treatment with prednisone or prednisolone.
These data also confirm previous studies3" suggesting that
nephrotic patients with highly selective proteinuria generally
respond to corticosteroids, but indicate that this relationship
rests on the fact that the majority with highly selective
excretion of proteins have minimal glomerular changes.
A good case can thus be made for not performing renal

biopsy on patients with highly selective proteinuria until their
response to a short course of corticosteroids has been
assessed. In skilled hands percutaneous renal biopsy is at
least as successful in young children5 6 as it is in adults7 and
appears to carry less risk of serious complications. But it is
of course desirable to avoid surgical procedures on patients at
any age unless they are absolutely necessary.
From Cameron's data it is apparent that the finding of

poorly selective proteinuria predicts the absence of steroid-
responsiveness as efficiently as highly selective proteinuria
predicts a good response, but that correlation with the
glomerular pathology is less precise. Both membranous and
proliferative lesions impair the selectivity of proteinuria.
Though membranous nephropathy and severe forms of pro-
liferative glomerulonephritis are generally resistant to treat-
ment with corticosteroids8 and in most cases progressive, some
patients with the nephrotic syndrome show proliferative
lesions indistinguishable from those seen in the late phase of
post-streptococcal glomerulonephritis' 9 1 and may ultimately
recover, even though they may not have improved after eight
weeks' steroid therapy.1' Renal biopsy is therefore required
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for full evaluation of patients with impaired selectivity of
protein excretion.
Most patients with severe glomerular abnormalities show

additional features, particularly haematuria, hypertension,
and impairment of renal function.'1 12 Those with " mem-
branoproliferative" glomerulonephritis may have reduced
serum Blc-globulin levels."3 14 Distinct patterns of immuno-
globulin deposition can be detected by immunofluorescent
techniques in glomeruli showing membranous and prolifera-
tive lesions.15 In short, all the diagnostic tests in use at
present enable patients with steroid-resistant and progressive
disease to be picked out with ease.

However, the diagnosis of " minimal change " does not
necessarily imply complete recovery. From the mortality
rates recorded in two recent follow-up studies of nephrotic
children'6 1' it seems unlikely that all or even most who died
had initially severe glomerular lesions, in view of the
frequency of minimal lesions in the children included in
Cameron's report. The greatest problem, still unsolved, is
how to distinguish children with minimal lesions who recover
after one or two courses of corticosteroid therapy from those
who respond but relapse repeatedly and require prolonged
treatment. Many of the latter sooner or later develop signs
of steroid toxicity, and since they may benefit from treatment
with cyclophosphamidell 18 19 it would be an advantage if
they could be detected early. Unfortunately none of the
available tests supply the answer, which at present can be
discovered only by therapeutic trial.
Not all the patients included in the " minimal change

group have completely normal glomeruli and tubules." '4
Indeed, there is yet no entirely satisfactory definition of the
term, and more detailed discussion of the morphological
appearances and their significance is needed. Is it possible
that minor differences in ultramicroscopic appearance, and
seemingly trivial findings such as the presence of even tran-
sient hypertension or microscopical haematuria at onset, might
bear a relation to the ultimate outcome ? Doubtless many of
the patients being followed up by Cameron and his colleagues
are being studied with these questions in mind, and a more
detailed account in the future, giving clinicopathological
correlations with the long-term response to treatment, will
form a valuable addition to the present report.

Psychogenic Vomiting
Vomiting is often accompanied by few physical signs, and its
multitude of causes may make diagnosis difficult. Not
only is it extremely common, but it can also lead, whatever
its cause, to dangerous dehydration and electrolyte deficiency.
Added to this it may be a symptom of serious disease, such as
a gastric carcinoma, renal or adrenal failure, or raised intra-
cranial pressure.

Clinicians are rightly cautious in the handling of patients
who complain of vomiting and are loath to make a diagnosis
of a " functional " disorder. Most clinicians, however, recog-
nize that there are some patients whose vomiting is related to
psychological rather than organic causes and that these
patients are perhaps more apt to produce vomiting as part
of their symptom complexes than others. It has been
less widely recognized that vomiting of psychological origin
can be just as serious a symptom as its organic counterpart,

1 Hill, 0. W., Gut, 1967, 8, 98.
2 Hill. 0. W., Gut, 1968, 9, 343.

and 0. W. Hill has previously noted' the risks of loss of
weight and potassium depletion with muscle paralysis that this
type of vomiting carries. Proper detailed history-taking in
patients with intractable vomiting will often show an obvious
psychological cause, among which the most common are
marital difficulties, often connected with sexual activity, and
problems related to the health and habits of close relatives,
such as alcoholism, loss of parental affection, and the prob-
lems of the difficult ageing relative. Hill found2 that in 12
of 20 patients with psychological vomiting there was an
inescapable hostile relationship between the patient and his
or her family group. Ten of the 20 also gave a history of
recurrent vomiting in childhood, again often related to some
major psychological trauma, such as a bereavement or admis-
sion to hospital or an orphanage.
The other interesting finding in this group of patients was

the difference in the type of precipitating factor among
these patients with psychogenic vomiting and others in
whom abdominal pain was the major somatic symptom of
psychiatric disease. In the latter group hostile relationships
were less common, and they were outside rather than inside
the family unit, so that it was possible for the patients to
escape from the source of antipathy.

Hill points out that the one time when contact between
close family members is often inescapable is at meal times.
If hostility exists vomiting is a likely symptom, and it may
appear to be related to food rather than the stressful situation
of sitting and taking food with someone with whom the patient
is in conflict. " It's enough to make you sick," one says, and
indeed it may be. Clinicians would be well advised to
remember this, since, though treatment of the underlying
social situation may be impossible, symptoms improve with
verbal catharsis and phenothiazine drugs.

Where to Publish?
Orthopaedic textbooks tell us that the Hippocratic method of
reducing dislocations of the shoulder was in universal use until
E. T. Kocher described' his more logical method at the end
of the nineteenth century. Kocher's method, however, had
been described 3,000 years earlier.

About 1200 B.C. Rameses II had a tomb built at Thebes in
the Nile Valley. The walls were painted by an artist called
Ipuy, who broke with convention by using as his subject the
building of the tomb. Among the incidents depicted are a
workman gesticulating after an axe-head has fallen on to his
foot, another having a foreign body removed from his eye,
and a third whose dislocated shoulder is being reduced by
K(ocher's method.2 The patient is lying on the ground while
the doctor (or osteopath) holds his arm, flexed at the elbow,
with both hands-one at the elbow and the other at the wrist.
The moral of this episode is clear. Recognition of original

work can be ensured only by publication in a reputable
j ournal.

Kocher, E. T., Berl. klin. Wschr., 1870, 7, 101.
2 Hussein, M K., 7. Bone 7t Surg., 1968, SOB, 669.

The next session of the General Medical Council will open
on Tuesday, 26 November, at 2.15 p.m., when the President,
Lord Cohen of Birkenhead, will take the chair and will deliver
an address.
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