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activity, reaching a peak just before and during a contraction,
and falling rapidly after the uterus relaxed between contrac-
tions. The second paper described the successful induction
of labour by the intravenous infusion of prostaglandin F2a.5
The time interval from the start of the infusion to delivery of
the baby varied from two to twelve hours in 10 patients of
differing age 'and parity, all at or near term. No untoward
effects on mother or baby were apparent.

These findings for prostaglandin Fa. are in contrast to a
recent report about prostaglandins of the E series by M.
Bygdeman and his colleagues in Stockholm. They gave
prostaglandins E1 and E2 by intravenous infusion to pregnant
women at term, but found that the substances caused an
"unphysiologic elevation of tonus," and so were unsuitable
for inducing labour. Nevertheless, the findings by Karim and
his colleagues will doubtless stimulate further work on the
physiological importance of prostaglandins in human preg-
nancy, particularly in relation to the onset of labour, the
cause of which is still unknown. Certainly the prostaglandins
have potent biological- effects, and are said to modulate intra-
cellular metabolism,7 but if they are to be implicated as a
regulating factor in the initiation of labour several questions
will have to be answered. What is the source of these
prostaglandins ? How are they released in late pregnancy ?
What is their action on the pregnant myometrium at a cellular
level ?

It would be difficult for any drug to supersede intra-
venously administered oxytocin for the induction of labour
unless- it caused neither uterine hypertonus when infused in
excessive amounts nor an antidiuresis. But if it is found to
be free from these side-effects (which limit the usefulness of
oxytocin) intravenous infusion of prostaglandin F2. could
eventually become the method of choice for inducing labour
in human pregnancy.

Rhodesia's First Medical Graduates
The final examination at the medical school of the University
College of Rhodesia last month was the first to be held there.
It is gratifying to note that out of 17 candidates 16 passed and
the 17th failed in one part only. Three candidates gained
honours. The qualification these students achieved is the
M.B., Ch.B. of the University of Birmingham, and they are
therefore eligible for registration not only in Rhodesia but
with the General Medical Council of the United Kingdom
and Ireland. The association between Birmingham and
Salisbury requires some explanation.

In 1955 the University College of Rhodesia and Nyasaland,
which had opened its doors that year, asked the Nuffield
Foundation if it would arrange an inquiry into the possibility
of adding a medical school to the college. The Nuffield
Foundation therefore set up a committee,' which over the
ensuing few years met frequently in London and visited the
Rhodesias and Nyasaland (as they were then called). In two
reports it supported the foundation of a medical school and
outlined the basis on which it thought the school should
develop. The University College at Salisbury accepted the
reports, and financial support from various sources was
secured, including £250,000 from the Nuffield Foundation.
As all concerned in Salisbury were anxious that the quali-

fications gained in the school should have recognition by the
General Medical Council it was necessary to consider some

system of sponsorship. The college itself is sponsored by the
University of London, but it was felt that an association of
the medical school with some other university might be appro-
priate, a view with which the University of London con-
curred. There was naturally in the foundation committee a
certain amount of rivalry about which school in the United
Kingdom could secure this attractive educational opportunity.
The choice of Birmingham depended largely on the discovery
that its charter, granted in 1900, empowered the university
to affiliate and recognize for purposes of instruction and
examination colleges outside Birmingham. Legal opinion
confirmed that there was no impediment to the University of
Birmingham proceeding without further ado to the sponsor-
ship of the new medical school in Rhodesia.
At this point it is important to emphasize that the Royal

Charter of the University College is explicit that it is open
to students irrespective of race, creed, or colour. In fact it
has been from its foundation and is now an absolutely multi-
racial college in which the three racial groups of European,
African, and Asian have complete equality in both their resi-
dential and their academic life.

Staff were recruited, and the medical school opened its
doors in 1962 to the first intake of about 25 students, mainly
of European stock but with several Africans and Asians.
Until now the course has covered a full six years, entrance to
which is on the basis of two " A " levels in the G.C.E. It is
proposed in the near future to amend it to a five-year course
with direct entry into the first preclinical year, as there are
now enough applicants with adequate " A " levels in physics,
chemistry, and biology. The proportion of Africans has
risen steadily in each annual intake as the result of the
increasing output of the sixth forms of African schools.
The preclinical school is well housed in fine buildings on

the college campus. The erection of the multiracial teaching
hospital on the campus has been delayed in the present
troubles, but there is a determination to proceed with this
building as soon as posible, and an early announcement of
intent by the Rhodesian Government is eagerly awaited.
Meanwhile the clinical school is in the Harari African
Hospital. Though in many respects an excellent hospital, it
is unfortunately some seven miles from the main campus and
its patients are exclusively African. This has meant that the
European students lack clinical clerking on patients who
speak their mother tongue.

Thirteen years can be regarded as a comparatively short
period to elapse between the first step to a medical school's
foundation and the emergence of its first graduates. Much
of that period has been clouded by political unrest, but for-
tunately this has not seriously impaired the development of
the school. Matters of education and health have been
specifically excluded from sanctions, and the British
Government and the Government in Rhodesia, despite many
problems, have continued to support the college and the
medical school.
The progress of the school reflects credit on many people.

Among them may be specially noted Dr. Richard Morris, who
was Secretary of Health of the Federation during the early
1950s and one of the chief sponsors of the school. He was
followed as Secretary of Health by Dr. Dyson Blair and then
by Dr. Mark Webster, who have done everything in their
power to nurture the growing school. A renowned member
of its staff is Professor Michael Gelfand, who occupies the

I Members:Mr. L. Farrer-Brown (chairman), Professor Melville Arnott,
Professor T. H. Davey, Professor David Greenfield, Sir Peter
Medawar, F.R.S., the Hon. Honor B. Smith, and Professor R.
Milnes Walker.
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chair of medicine with special reference to Africa. His
remarkable industry and facile pen have resulted in a steady
-stream of clinical and sociological monographs and papers
dealing with Rhodesia and its peoples. Much credit goes to
the deans of the school, including Professor A. P. D.Thomson
and Professor Lindsay Davidson. The school has recently
been named the Godfrey Huggins School of Medicine after
Viscount Malvern, who as surgeon and politician has done so
much to further the multiracial development of Rhodesia.

Adversity
When asked whether he was doing anything special, for
Christmas a harassed father was heard to reply, "Just
signing cheques." And if a slightly wary benevolence seems
appropriate this Christmas owing to the economic uncertainty
and even stringency, it is worth bearing in mind that some
of our colleagues and their dependants will be worrying more
about a shilling for the gas-meter than a cheque for the
butcher. For despite the Welfare State many are in great
need, and their need is for the basic necessities of life rather
than the passing joys of Christmas celebrations.

It comes as a surprise to many people that a considerable
number of doctors' widows are living in penury through no
fault of their own or their husbands. Doctors too, both men
and women, can be and are reduced to poverty by chronic
illness, with the added burden to bear of the sickness itself.
Children in the middle of their education can suddenly lose
the support which makes its continuation possible. All these
circumstances are familiar to the trustees of the various
medical charities. Nor is the need diminishing-in fact the
reverse, as taxation makes saving for a rainy day ever more
difficult. The numbers seeking help are increasing year by
year.
The doyen of medical charities, the Royal Medical Benevo-

lent Fund,' gives prompt financial help to members of the
medical profession, their wives, widows, and children in times
of misfortune. Covering both Northern and Southern
Ireland, the Royal Medical Benevolent Fund Society of
Ireland2 serves that island in a similar way. To help with
the education of doctors' children the Royal Medical Foun-
dation of Epsom College3 provides the full cost of education,
board, and clothing in necessitous cases, and maintains a
number of pensioners as well. In the British Medical
Association4-though beneficiaries are not confined to its
members-the Sir Charles Hastings Fund together with the
Christine Murreil Fund offer prompt temporary help to
medical practitioners or their dependants in times of emer-
gency, and the Dain Fund helps with the educational expenses
of the children of doctors who have died or fallen on adversity.
Aware that the misfortunes of doctors and their widows

and orphans are not being adequately relieved, the B.M.A.
launched a Medical Charities Appeal earlier this year. Its
objective of £1,000,000 would be reached if every doctor in
the United Kingdom covenanted £1 for seven years. The
advantages of making donations in this way are of course
great. To those who hesitate it may be a comforting reflec-
tion that charity begins at home-but should it end there ?
1 The Royal Medical Benevolent Fund, 24 King's Road, London S.W.19.'The Royal Medical Benevolent Fund Society of Ireland, Royal College

of Surgeons, Dublin.
The Royal Medical Foundation of Epsom College, Epsom College,

Epsom, Surrey.
'B.M.A. House, Tavistock Square. London W.C.1.

Solitary Diverticulum of the
Caecum

Inflammation of a solitary diverticulum of the caecum is a
rare lesion, not often diagnosed correctly before operation, 'and
indeed difficult to identify with certainty at operation. Pre-
operatively it is usually mistaken for acute appendicitis. The
abdomen is explored as an emergency, and the diagnosis at
laparotomy is apt to be malignant tumour. The patient may
therefore be subjected to inappropriately radical resection,
with needless risk in the treatment of what is in fact a
perfectly benign condition.
The first'reported example of diverticulum of the caecum

appears to be in the 1863 catalogue of the pathological
specimens in the Hunterian collection of the Royal College
of Surgeons.' The patient died from intestinal obstruction
due to a band arising from the tip of a Meckel's diverticulum;
2 in. (5 cm.) below this was another two-inch diverticulum
arising near the mesenteric border, and there was also a
small diverticulum in the caecum 2 in. from the ileocaecal
valve. M. J. Bennett-Jones2 described three cases of caecal
diverticulitis and added 17 more from previous publications.
He noted that the caecal diverticulum was solitary but might
occur also in association with diverticulosis elsewhere in the
colon. By 1947 the number of reported examples had grown
to only 60.3

In many published reports there has been confusion
between examples of solitary ulcer and solitary diverticulum
of the caecum. Some authors have claimed that a simple
ulcer is first formed which damages and weakens the caecal
wall, so that a false diverticulum develops.3 Others argue
that the ulcer represents inflammation in a diverticulum.'
This latter chain of events probably accounts for the majority
of cases.5
Most caecal diverticula are probably congenital in origin.

Indeed, D. R. K. Reid' cites a case in a 3-year-old child.
J. Lauridsen and F. P. Ross7 considered that 70% of
diverticula in the ascending colon contained all layers of the
intestinal wall, a point in favour of congenital origin. In
addition, the lesion in most of these cases is solitary and
tends to occur in younger patients than diverticulosis of the
left colon.8 Other examples may indeed be merely part of a
widespread diverticular disease of the large intestine, though
K. L. Williams,9 reviewing a large series of barium enemas,
found that in only 5% of cases did generalized diverticulosis
coli extend to the caecum. i

A. R. Anscombe and his colleagues5 have recently reviewed
a series of ten cases with inflammatory lesions of the caecum
from the Royal Infirmary, Manchester. They point out that
the majority of these lesions represent an acute bacterial
inflammation of the wall of the caecum -arising in a pre-
existing diverticulum. Most are situated posteriorly and close
to the ileocaecal valve. Were the inflammatory process may

Descriptive Catalogue of the Pathological Specimens Contained in the
Museum of the Royal College of Surgeons of England. Supplement
No. I, London, 1863. Specimen 1361 A.

2 Bennett-Jones, M. J., Brit. 7. Surg., 1937, 25, 66.
3 Fairbank, T. J., and Rob, C. G., Brit. 7. Surg., 1947, 35, 105.
Dorling, G. C., Brit. med. Y., 1945, 1, 513.

' Anscombe, A. R., Keddie, N. C., and Schofield, P. F., Brit. 7. Surg.,
1967, 54, 553.

6 Reid, D. R. K., Brit 7. Surg., 1951, 39, 76.
Lauridsen, J., and Ross, F. P., Arch. Surg., 1952, 64, 320.
Bahabozorgui, S., DeMuth, W. E., and Blakemore, W. S., Amer. 7.

Surg., 1968, 115, 295.
Williams, K. L., Brit. 7. Surg., 1960, 47, 351.
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