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hundreds of workers are allowed to contract a disease directly
connected with their work when the cause and remedy are
known. It is time that more stringent measures were intro-
duced to stop the spread of this disease, especially as trans-
mission is likely to increase rather than decline.

Research into Clinical
Endocrinology

Britain is now the seventh most densely populated country in
the world. Only Western Germany, the Lebanon, and Japan,
Formosa, Belgium, and Holland have more inhabitants to the
square kilometre. By the year 2000 the world's population
is expected to be twice what it is now; probably one-quarter
of the 800,000 births in Britain every year are unplanned and
unwanted. Giving these facts at an open-day in Edinburgh
at the M.R.C. Clinical Endocrinology Unit, its director, Dr.
J. A. Lorraine, said that they highlighted the importance of
work on human fertility and contraception. Really effective,
safe, and acceptable methods of contraception were urgently
needed, but these would be found only by painstaking and
thorough basic research in the laboratory.
From its inception in 1946 the Clinical Endocrinology

Unit has always had a major interest in developing reliable
methods of measuring hormone levels in body fluids. Once
developed, these methods have then been applied to studying
hormone metabolism in health and disease. Thus workers at
the Unit have found that not only do girls before puberty
have a cyclical pattern of oestrogen excretion but that their
urinary gonadotrophin levels are similar to those in adult
women. Similarly, they have shown that the menopause does
not develop suddenly but occurs progressively over several
years. Levels of luteinizing hormone ten times the normal
figure have been found in women in their late thirties, even
though they had no menopausal symptoms at all. Reassur-
ingly, studies on women who had stopped taking oral contra-
ceptives have indicated that the pill has no lasting effect on
pituitary or ovarian function.

Besides close liaison with clinicians locally and elsewhere
in Britain the Clinical Endocrinology Unit also has access
to two beds in the Edinburgh Royal Infirmary. This has
enabled it to study the hormonal aspects of conditions such
as idiopathic hirsutism, dwarfism, and acromegaly. Since in
hirsutism the urinary testosterone and epitestosterone levels
are significantly higher than normal, it seems likely that
excessive androgen production is an important feature in this
condition. The next step is to discover whether the excess
comes from the ovaries or the adrenals, so that the disorder
can be treated effectively.

Studies in two conditions previously thought to be psycho-
somatic have indicated that endocrinological factors may also
have an important role in some cases. In impotence testo-
sterone excretion was found to be significantly below normal,
and also not to show the usual rise after testicular function
had been stimulated by an injection of chorionic gonado-
trophin. In dysmenorrhoea the urinary oestrogen levels were
found to be significantly lower than normal.
The final demonstration at Edinburgh was of the collabora-

tive study between the Unit and St. Mary's Hospital in
London on hormones and breast cancer. A few hours before
mastectomy, patients with cancer of the breast are given an

injection of oestrogen labelled with a small amount of tritium.
About two-thirds of the tumours examined so far have been
found to have concentrated the isotope compared with the
blood or other tissues. Further work is planned to see
whether this feature is related to the response of an individual
tumour to hormone therapy and whether it can be used for
deciding the best line of primary treatment.

In 23 years the Clinical Endocrinology Unit has achieved
a high standing in the field of hormone metabolism in health
and disease. This work seems likely to become increasingly
relevant to contemporary problems, and in future the Unit's
role should be of still greater clinical impcrtance.

Suicide Prevention
Until recently the idea that suicidal acts could be viewed in
any other than their clinical context seemed strange to many
doctors, and to some it still is. Yet during the last two de-
cades organizations for preventing suicide have sprung up
from the community in many countries, with and without
medical blessing. By focusing on the suicidal crisis as an
alarm signal, this new band of helpers is coming face to face
with a host of personal and social ills which the clinical ap-
proach alone cannot fully reveal. They are also applying new
methods of helping people in despair,' 2 and a recent
statistical study suggests that they may be making an impact
on the suicide rates.3
The suicide prevention agencies aim at attracting people

who are at a loss to know whom to turn to for help. By
inviting the use of the telephone for contacting ever-ready
helpers they eliminate inhibitions which keep many people
from outpatient clinics and doctors' surgeries.
The International Association for Suicide Prevention was

officially established in 1965. It developed from an inter-
disciplinary working group founded by the Viennese psy-
chiatrist Professor E. Ringel in 1960. Its main purpose is to
serve as a forum for the interchange and the advancement of
knowledge of suicidal behaviour. At present, the majority
of the members are psychiatrists. It has been no small task
to mould members of a variety of old and new professions,
and voluntary workers with no professional affiliation except
interest and experience in helping others, into a coherent and
truly interdisciplinary organization in which no one group
dominates the other. That it had been achieved became
obvious at the recent London Conference, briefly reported
last month,4 when an international gathering of doctors,
clergymen, psychologists, social workers, and lay people
working in suicide prevention centres discussed and presented
research into many aspects of suicide.
The greater part of a day was spent on a survey of existing

suicide prevention agencies all over the world, based on a
questionary among the representatives of the association in
40 countries. The agencies vary widely. In Europe organiza-
tions have been more often started and headed by a psy-
chiatrist ; in the United States clinical psychologists acted as
pioneers. In some countries several rival organizations exist.
Britain seems to be the only large country where one type of
organization, the Samaritans, with 100 branches, is firmly
established. Almost everywhere in Britain doctors have given

Fox, R., Lancet, 1962, 2, 1102.2 Varah, C. (ed.), The Samaritans, 1965. London, Constable.
Bagley, C., Social Science and Medicine, 1968, 2, 1.
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their cc-operation without claiming a special position. The
emphasis on the role of the community in the management
and rehabilitation of the mentally ill, which is such a distinc-
tive feature of British psychiatry, has probably made it easier
for them to do so than for their colleagues elsewhere. Another
factor has been the willingness of clergymen in Britain to
involve themselves in social work without evangelical bias.
Samaritans are, of course, carefully selected and given train-
ing, but there is nothing in this country to compare with the
" training fellowship in suicidology" offered to medical and
behavioural science graduates at the Johns Hopkins University
School of Medicine.

Clearly the growth of interdisciplinary suicide prevention
organizations is a world-wide movement gaining momentum
almost everywhere, irrespective of the attitude of the medical
profession and of political or religious affiliations. It
illustrates a healthy trend of the community in mobilizing its
potential therapeutic resources.

G.M.C.'s Retention Fee
In deciding last week to agree to an annual retention fee
of £2, the Council of the B.M.A. acted in accordance
with the realities of an unwelcome situation. It did so only
after some misunderstandings had been cleared up and
hearing from its chairman of some concessions. Those
who still thought even this degree of acquiescence a
surrender of bargaining power were few when the final vote
was taken. The debate is reported at p. 49 of this week's
Supplement.
Armed now under the Medical Act 1969 with power to

charge an annual retention fee, the G.M.C. had proposed a
figure of £3. The G.M.C. is overspending its income and
has accumulated a sizable overdraft, and this sum was the
lowest, it thought, on which it could become solvent. The
money would be used solely for its existing functions, and
not for anything to do with vocational training or specialist
registration.

In 1967 the Representative Body, appreciating the
G.M.C.'s financial difficulties, accepted (as a reference to
Council) the principle of a retention fee, and this year at
Aberdeen the R.B. resolved:

" That while appreciating the necessity for instituting an
annual retention fee by the G.M.C. it is felt that those doctors
who have paid a life registration fee should not be asked to pay
an annual fee in addition."

But what are the alternatives to a general retention fee ?
That the Government should be allowed to step in and
rescue the G.M.C.? Or that only the newly registered
should pay to make it solvent ? The first would lead to
the Government's taking control of a body that must always
be one of the guardians of professional independence ; the
second would place an unfair load on the newly qualified.
The B.M.A. has challenged the monetary assumptions
underlying the G.M.C.'s proposal, and as a result the amount
of the fee is likely to be reduced to £2.

In two other directions progress has been made in the
Association's negotiations with the G.M.C. and the Govern-
ment. The Representative Meeting at Aberdeen wanted the

majority of the G.M.C.'s membership to be elected by the
profession,' and last week the Council of the B.M.A. heard
that the President of the G.M.C. was himself sympathetic
to a " significant " increase in elected members if the G.M.C.
is to have the role in postgraduate education that the Royal
Commission suggested for it, and that his council would be
discussing this increase when it meets as we go to press.
The second, more tangible advance is that the Govern-

ment has agreed, in response to the B.M.A.'s intervention, to
postpone the introduction of legislation for specialist regis-
tration.' Announcing this at the annual dinner of the Royal
College of General Practitioners on 14 November,:' Mr.
Crossman said he had concluded that discussions could use-
fully go on till May or June-in effect until after next year's
A.R.M. But he made it clear that he thought there should
be " no undue delay " in getting the measure on the Statute
Book.

This is therefore only a breathing space. Time is short.
As we have urged repeatedly,4 the profession must make up
its own mind on the pattern of its future postgraduate train-
ing and the need and mechanism for specialist registration.
If the profession fails to do so, it is plain that the Govern-
ment will intervene. The Council of the Association is now
pledged to give the highest priority to these questions. At
this juncture the views of younger doctors are especially
relevant, as the future will be theirs, and the Council will
be helped by expressions of opinion such as those on the
training and registration of specialists from the Hospital
Junior Staffs Group Council.'
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5British Medical Yournal Supplement, 1969, 4, 27.

Respiration and Heart Rhythm
Physicians are familar with the cyanosis which accompanies
pulmonary oedema. They are likewise familiar with the
evident dyspnoea and accelerated breathing which goes with
it. The clinical impression that the patient is suffering
arterial oxygen desaturation has been borne out by measure-
ment.1 It appears to be due mainly to a defect in blood-gas
mixing. Alveolar hyperventilation and reduction in carbon
dioxide tension also occur, though the cause is less clear.
This condition continues even after giving oxygen, and it may
possibly be due to stimulation of juxtapulmonary capillary
receptors sensitive to interstitial oedema.

Pulmonary congestion of some degree is common after
acute myocardial infarction, probably because the left
ventricle is usually affected. Thus the left heart may not
be able to pump blood out of the lungs as fast as the right
heart pumps blood in. Hypoxaemia and hyperventilation
might therefore be expected in myocardial infarction, and
indeed hypoxaemia was recognized nearly 20 years ago,2 and
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