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the Departmental subsidy ended in the third year. This
shows that before transport to the surgery could be widely
introduced the health departments would have to consider
reducing capital and running costs to the practices by par-
tial reimbursement, as they already do for the salaries of the
ancillary staff.
Minor disadvantages included longer consulting hours,

which some doctors disliked, extra pressure on the switch-
board, and patients having to wait about at home and in the
surgery for transport, though it was the doctors rather than
the patients who noted the last mentioned. The service did
not cause ethical complications by attracting patients from
nearby practices without transport. There was some evidence,
however, that decreased home visiting might have made
doctors less aware of their patients' social needs.

In 1967 the B.M.A. asked the Government to review
urgently the "whole problem of transporting ambulant
patients to doctors' surgeries"3 and was told that research
into the problem was being planned. Now that the results of
this study are available, the Government and profession
should decide whether a really large scale experiment is
justified. This report suggests that it is.

Floyd, C. B., British Medical 7ournal, 1965, 3, 614.
2 Lance, Hilary, "Report on Transport Services in General Practice,"

Yournal of the Royal College of General Practitioners, 1971,
Supplement No. 3, Vol. 21 (No. 111). Price 75p.

3 British Medical Journal Supplement, 1967, 3, 57.

Cardiofacial Syndrome
An association between congenital heart disease and uni-
lateral partial lower facial weakness was first observed in
five infants by G. G. Cayler in 1966.1 Nine more cases
were described by Cayler2 in 1969, and in the three in which
chromosome studies were made "breaks" or "deletions"
were noted in half of the cells photographed. Since that time
30 cases of this unusual association have been described,
and the findings are reviewed by Cayler, C. M. Blumenfeld,
and R. L. Anderson.3
The main components of what is now known as the

cardiofacial syndrome are congenital heart disease of widely
varying type-the most common being ventricular septal
defect (about 30%), patent ductus arteriosus (about 20%),
and Fallot's tetralogy (about 16%)-and a partial lower
facial weakness which is unilateral and mainly affects the
quadratus labii inferioris and mentalis muscles. The facial
weakness may be transient but is usually persistent and may
be so mild as to be noticeable only when the child is crying.
The facies is not particularly characteristic except for the
facial weakness. Among other widespread anomalies des-
cribed (but none consistently) are single umbilical artery,
aplasia of the radius, umbilical hernia, anal atresia, club feet,
microcephaly, and renal aplasia. Six of the 30 patients had
mental retardation and three had convulsions. There was
no connexion with parental age, and neither pregnancy nor
family histories seemed relevant. Only six of the patients
had been delivered by forceps. Transient facial paresis is
well known in the neonatal period and is not uncommon.4
Nevertheless, Cayler and his colleagues think that a lower
facial paresis should always be carefully looked for in the
newborn because of the severity of congenital heart disease
in the cardiofacial syndrome. In their experience 5-10%
of babies with congenital heart disease may have partial
lower facial weakness.

The aetiology of the syndrome is still obscure. Viral
studies are generally unhelpful, though one patient was
shown to have the postrubella syndrome. It used to be
thought that a subclinical infection around the fifth week
of gestation could be the cause, but it now seems probable
that there are diverse causes. Chromosome breaks or de-
letions were once thought to be characteristic of the syn-
drome, but Cayler and his colleagues compared the chromo-
somes of patients with cardiofacial syndrome with those of
patients with ordinary congenital heart disease, and there
was no appreciable difference in the number of breaks or
deletions. Nevertheless, no comparison was made with a
group of normal infants. There are no definite signs of the
cardiofacial syndrome other than congenital heart disease
and unilateral partial lower facial weakness, and the reason
for the association remains obscure.
1 Cayler, G. G., Pediatrics, 1967, 40, 666.
2 Cayler, G. G., Archives of Disease in Childhood, 1969, 44, 69.
3 Cayler, G. G., Blumenfeld, C. M., and Anderson, R. L., Chest, 1971, 60,

161.
4Hepner, W. R., Pediatrics, 1951, 8, 494.

Forms of Colitis
Early in this century non-specific ulcerative colitis was dis-
tinguished from dysentery. In 1952 it was first emphasized
that the colon alone could be the site of the inflammatory
process first described as regional ileitis by Crohn and his
colleagues.' In the past decade ischaemic colitis has gained
recognition as a third type of non-infective colitis.2 The
differential diagnosis between these three forms of non-
specific colitis can be difficult and the relationship between
ulcerative colitis and colonic Crohn's disease has been the
subject of much controversy.3'5 It is not known whether these
are two separate diseases which sometimes simulate one
another very closely or whether these types of colitis repre-
sent different reactions of the body to one aetiological agent.
This problem will only be resolved when their aetiology is
known. In the meantime the definition of these disorders
rests on an overall assessment of their clinical, radiological,
and pathological features.
That some patients with non-specific colitis cannot easily

be fitted into one of these three categories has recently been
emphasized by W. T. Miller and his co-workers.6 They
describe five patients (two male and three female, none on
oral contraceptives) who were aged from 19 to 42 years
and who presented with a brief history of abdominal
cramps and diarrhoea. Three of the patients passed blood
with the motions, and in one of them rectal bleeding was the
first symptom. The rectal mucosa appeared normal on proc-
toscopy except in one patient, in whom a few haemorrhages
were noted. Barium enema showed disease of the right colon
in two patients, the transverse colon in one, and skip areas in
another two with spasm, "thumbprinting" appearances, or
ulceration in the diseased parts. In all but one case the small
bowel was visualized and appeared normal. Examination of
the stool in three patients showed no intestinal pathogens.
Only one rectal biopsy was performed, and the specimen was
normal. Treatment was symptomatic except for one patient
who was given sulphasalazine, and in all five the symptoms
resolved within two weeks of their onset. Repeat barium
studies between three weeks and six months later were nor-
mal, and there was no relapse in a follow-up period lasting
from one to four years. The authors suggest that the clinico-
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