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enables bypass grafting to be planned if indicated, preserva-
tion of remaining myocardium being vital to the patient's
survival.
The common anterolateral or apical aneurysm is usually

clearly seen in the right anterior oblique view. Though a
neck as such is rare, the point of demarcation between
actively contracting wall and immobile aneurysm can be
appreciated and the proportion of ventricular wall involved
can be calculated.

Direct left ventricular angiography carries a surprisingly
small risk even in very sick patients, though there is a slight
possibility of dislodging a mural thrombus. Recently the use
of a scintiphotographic method for detecting left ventricular
aneurysm has been reported by B. L. Zaret and his col-
leagues from Johns Hopkins Hospital, Baltimore,'1 12 the
source of so many practical applications of nuclear medicine
to diagnosis. After intravenous injection of human serum
albumin labelled with technetium-99m a scintillation camera
records the passage of radioactivity through the heart viewed
in the right anterior oblique projection. The size of the left
ventricle is then assessed and any regional immobility or
systolic bulging can be recognized. A good correlation was
obtained with the results of conventional left ventricular
cine angiography. Probably over 20% of the surface of the
left ventricle needs to be affected before functional derange-
ment is noticeable,13 and the Baltimore technique seemed to
enable regional defects of this size to be defined. Though
selective coronary angiography still needs to be carried out
when surgical resection is contemplated, scintiphotography
would enable the large number of people who have had a
myocarial infarct to be scanned for the detection of an
aneurysm, for the serial estimation of its size, and for
postoperative evaluation-all this virtually free from risk,
automated, and accurate.
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Early Deaths
It might at first sight seem illogical, even antisocial, to pay
close attention to a few deaths more or less among the
youngest human inhabitants of a planet threatened with
ecological disaster largely as a consequence of an unpre-
cedented population explosion. But even apart from the
ethical and humanitarian considerations there are sound
reasons for continuing to regard a community's mortality
rates during early childhood as useful indicators of the quality
of life in general and the sociomedical services in particular.
The fact that the data can be recorded so readily, so soon,
and so objectively explains the use of changes in the infant

mortality rate to assess the effects of introducing a com6re-
hensive health service into a relatively underprivileged com-
munity.' Even where, as in the United Kingdom, the focus
of interest has for some time been moving from the sheer
numbers of the early deaths to the quality of life offered to
the survivors,2 it is recognized that the two are related. And
the mortality rates combine the attractive advantages of
ready availability and objectivity-at least of the fact of
death itself.

But the interpretation of favourable changes in mortality
as pointing to comparable changes in the quality of the
survivors' lives is far from straightforward. An obvious and
topical example is provided by children born with certain
types of congenital malformation such as myelomenin-
gocele.3-5 Indiscriminate lowering of the early mortality may
impose terrible burdens on the survivors. But for the over-
whelming majority of infants, the normal and healthy, there
is hope and increasing evidence that the measures which
lower mortality tend to produce a corresponding improve-
ment in the quality of life offered them, at least in our
present stage of sociomedical development. For instance, the
recent findings of G. Rawlings and colleagues6 in surviving
infants of very low birth weight are much more encouraging
than those reported earlier by C. M. Drillien.7 The deaths
do in fact appear to represent one end of the "continuum of
reproductive casualty" postulated by A. M. Lilienfeld and
B. Pasamanick,8 at the other end of which are "cerebral
palsy and perhaps other related conditions." In approDriate
circumstances therefore it is legitimate to interpret a reduc-
tion of perinatal and infant mortality rates as showing a
sociomedical improvement generally and probably also an
improvement in the quality of the survivors' lives. But such
an interpretation must largely depend on an effective analysis
of the causes of the early deaths and a knowledge of the
particular community's sociobiological background.

J. H. Elwood and J. Pemberton,9 working in Belfast, have
been concerned to explain the relatively high infant mortality
rate of 29.4 per thousand among the 25,734 live births in
their own community during 1963-5. They comDared their
statistics with those for the 22,386 live births registered in
Birmingham during 1964, with an infant mortality rate
21V4 per thousand. Their conclusion is that the expected
excess of births to mothers of high parity in Belfast explains
only about 12% of the difference, and that a higher inci-
dence and lower survival rate of infants at the two extremes
of the range of birth weight in Belfast accounted for 40%,
leaving nearly 50% unexplained. This in itself is not sur-
prising, but unfortunately they did not cover stillbirths or
give any breakdown of the ages at death within the first
year. Consequently it is difficult to estimate the relative
importance of biological and social factors'0 or to compare
their findings with those of other recent British surveys
which had the same objective of learning by comparing
communities.
N. R. Butler and D. G. Bonham" on a national scale,

and J. K. Russell and colleagues'2 and D. V. I. Fairweather
and colleagues'3 in comparing Newcastle upon Tyne with
Aberdeen, were concerned with stillbirths and early neonatal
deaths. These two surveys, based on data specfically col-
lected for the purpose with the active participation of inter-
ested pathologists, showed the potential value (as well as
the limitations) of attempting to explain as many of the
deaths as possible by reference to an agreed nomenclature
of necropsy findings as well as to the usual sociomedical
factors in the background. The fact that there is a gross
(15-fold) difference between Belfast and Birmingham in
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their certified death rates from "postnatal asphyxia and
atelectasis" (which accounted for nearly a quarter of the
deaths in Belfast) would be a matter of immediate practical,
therapeutic concern if it did not seem only too likely to be
the result of differences in diagnostic criteria. In the present
lack of general agreement on nomenclature and definitions
in the field of perinatal mortality such remarkable but in-
conclusive findings are apt to result from routinely collected
data. But we can look forward with interest to the reports
on the further analysis of their findings which Elwood and
Pemberton9 are carrying out, and hope to learn more about
the apparent effects of such factors as age at death within
the first year, multiple birth, social class of father,
illegitimacy, and place of birth. Other important factors
such as maternal height, complications of pregnancy, and
mode of delivery may not be available in data derived from
routine public health records at the present time.
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The Patient's Confidence
The tradition in the medical profession that the patient's
secrets are inviolate stretches back over the centuries at
least as far as the Hippocratic Oath, attributed to the 5th
century B.C. It received a modem expression when the
World Medical Association adopted the Declaration of
Geneva in 1948 and included in it these words: "I will
respect the secrets which are confided in me."
The tradition is (or ought to be) brought to life afresh

in every medical student as soon as he comes into contact
with patients, but sooner or later most doctors come upon
situations where the rule is not so simple to work in prac-
tice as it seems in theory. Classic types of case are the nurse-
maid whom a doctor knows to have untreated syphilis or
the epileptic whom his doctor knows drives a train. The
dilemma the doctor faces in such circumstances has often
been debated at medical gatherings, among them the Repre-
sentative Body of the B.M.A. Now social workers are being
seriously perplexed about the rules that should guide them
in dealing with the confidences of their clients. What they
think and decide on the matter is of moment to the medical
profession, for at many points doctors and social workers
come together in handling their patients' problems.

Social workers of many different kinds are growing in
numbers to fill local authority posts created in response to
the Seebohm report,' and the legislation of the welfare state
requires others in addition to put the State's benefits into
effect. Yet despite the multiplication of their kind the defi-
nition of a social worker remains indistinct. This used to be

true of medical practitioners until the 1857 Act established
the General Medical Council and the Register. And as well
as lacking the definition of official registration social workers
have no disciplinary body like the G.M.C. to act as guardian
of their ethical conduct.
Nor are these the only disabilities that hamper social

workers in their attempts to work out a code of ethics, as is
evident from a discussion paper published by the British
Association of Social Workers.2 According to this paper
society has placed the social worker in an ambiguous posi-
tion, for part of his allegiance is to the client, part to the
community. "The social worker derives his authority from
society itself: the community is the source of his authority
and his right to offer services to clients springs from statute
and from agency function and policy." If this is true, then
the medical profession must concede that social workers
certainly have a more complex role, as the paper claims,
than do members of such professions as medicine and the
law, and the paper itself asks whether it is merely facile
jargon to speak of "confidence" or "confidentiality" in the
context of the social worker's relationsihip with his client.
When the Representative Body debated professional

secrecy in 19693 several speakers raised the question of the
relationship between doctors and social workers, and in fact
of paramedical workers in general, among them nurses. With
nurses no problem arises, for they are part of the medical
team and work in a direct professional relationship with the
doctor in accordance with a long tradition. But social wor-
kers not in a direct professional relationship with a doctor
-and most of them are not-are in a different category.
The meeting therefore carried the following motion: "That
medical information should be absolutely confidential be-
tween doctor and patient and should only be divulged to
paramedical workers working in direct professional relation-
ship with the doctor." The paper now published by the
British Association of Social Workers is a timely exposition
of their problems, for these will become increasingly trouble-
some as the departments of social service grow apace. Mean-
while doctors would be best advised to follow the guidance
offered by the R.B. in 1969.
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Rosette Inhibition Test
Immunosuppressive drugs are being used both in organ
transplantation and in the treatment of various medical con-
ditions such as rheumatoid arthritis,' Crohn's disease,2 renal
disease,3 and the collagen diseases. It would therefore be
helpful to be able to measure how far a particular drug
regimen has suppressed the patient's immunological respon-
siveness. This might allow use of minimum doses, thereby
avoiding short-term toxic and infective complications and
possibly longer-term neoplastic ones.

In theory one might monitor the response to a standard
antigenic stimulus, measuring both serum antibody and
cellular sensitization. In practice the range of normal re-
sponse is too great, and the techniques are too cumbersome
for routine use. When an organ is transplanted from a donor,
signs of rejection of the graft provide indirect evidence of
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