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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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radiographic picture in these patients is separate from that
of ulcerative colitis, colonic Crohn's disease, or ischaemic
colitis and may indicate a new disease which they term
evanescent colitis.
Many clinicians would regard the combination of right-

sided or segmental colitis with a normal rectum in young
patients as strongly suggezstive of Crohn's disease. Admit-
tedly rectal bleeding is more likely to be a presenting symp-
tom of ulcerative colitis. It is known that rapid reversibility
of radiographic signs can accompany clinical remission in
Crohn's disease even when treatment is symptomatic.7 But
it is worth emphasizing that active disease may still be
demonstrable pathologically when the radiographic appear-
ances have improved.7 More pathological information about
the patients described by Miller and his colleagues would be
desirable before a new form of colitis is generally accepted,
for the pathologist can often make the diagnosis when the
clinical distinction between the types of colitis is uncertain.
Though the authors suggest that ischaemia might be respon-
sible for the colonic changes they observed, they concede
that the radiographic appearances and the age of their
patients are atypical for ischaemic colitis.
A new approach to the classification of colitis has been

taken by J. Hywel Jones and his colleagues.8 They used
numerical taxonomy, a technique which involves assessing
the similarity between each patient and every other one in
numerical terms and then grouping together those patients
whose similarity reaches a predetermined level. No prior
assumptions are made about whether or not the population
studied is divisible into groups.

This technique was applied to clinical, radiological, and
pathological data derived from 112 patients with non-
specific colitis admitted to St. Mark's Hospital. The analy-
sis produced one large cluster which contained mainly
patients with a clinical diagnosis of ulcerative colitis and
several smaller clusters which contained mostly patients
who had been diagnosed clinically as Crohn's disease.
These results suggest that the disorder termed ulcerative
colitis comprises a relatively uniform group of patients
which is distinct from the more heterogeneous disorder
at present known as Crohn's disease. Perhaps one of the
Crohn's subgroups defined in this manner might be re-
presentative of the patients described by Miller and col-
leagues. The objectivity of these mathematical methods is
an advantage when classifying patients with a non-specific
disorder.

I Wells, C., Annals of the Royal College of Surgeons of England, 1952, 11, 105.
' Marston, A., Pheils, M. T., Thomas, M. L., and Morson, B. C., Gut,

1966, 7, 1.
3 Lewin, K., and Swales, J. D., Gastroenterology, 1966, 50, 211.
' Goldstein, M. J., Schachter, H., Rappaport, H., Fennessy, J. J., and

Kirsner, J. B., Gastroenterology, 1968, 54, 1241.
sGlotzer, D. J., et al., New England3Journal of Medicine, 1970, 282, 582.
6 Miller, W. T., De Poto, D. W., Scholl, H. W., and Raffensperger, E. C.,

Radiology, 1971, 100, 71.
' Jones, J. H., Lennard-Jones, J. E., and Young, A. C., Gut, 1969, 10, 738.
8 Jones, J. H., et al., Classification Society Bulletin, 1970, 2, 33.

Electrical Safety
Electrocution is commonly regarded as a rare and spec-
tacular disaster. In more subtle forms it may be a hazard
for the patient in the intensive care unit, operating theatre,
or x-ray room. The danger (like most electrical dangers)
arises from the use of the earth as a conducting path.

This practice brings useful economies in the generation and
distribution of electric power and contributes greatly to
domestic and industrial safety. Unfortunately the standards
of manufacture, installation, and operation which control
electrical hazards in homes and factories are no longer
adequate in hospitals. This situation has developed largely
in the wake of clinical procedures allowing direct electrical
connexion to the heart-for example, when cardiac
catheters are used for pressure monitoring, injection of
radiographic contrast media, or passage of pacemaker
electrodes.
The current of about 100 milliamps usually associated

with fatal shock flows mainly through non-vulnerable parts
of the trunk of the body. A current of as little as 180
microamps passing directly through the heart can cause
ventricular fibrillation.' It might be thought that with
properly designed apparatus stray currents even of this
small magnitude could be completely avoided, but the prob-
lem is complicated by the prevalence of leakage currents.

In battery-operated equipment the electrodes or other
metal parts touching the patient are easily isolated from
the power supply by insulating materials. But when equip-
ment derives its power from the alternating current main
supply the situation is different. If two conductors have
a steady potential difference between them, the current
flowing is determined by the electrical insulation, and it
can readily be reduced to an insignificant level. With an
alternating potential difference, current can flow also be-
cause of the capacitance between the two conductors,
however good the electrical insulation for direct current.
For this reason leakage current flows between the power
supply and the metal case of any instrument operated by
alternating current.

Normally the leakage current passes harmlessly to earth
via the third wire in the mains cable. If the earth con-
nexion in this wire or elsewhere in the supply network
is broken or deficient, a path of lower resistance may arise
when the equipment is connected to a patient. The tingling
sensation sometimes felt on touching an electrical appliance
is a manifestation of leakage current which, if applied to
the heart, could be fatal.

Most hospitals have electrical installations which were
not designed to cope with the hazards of leakage currents.
Apart from faulty earth connexions a danger can arise from
normal wear and tear in plugs and cables, from non-
professional repair or alteration to supply leads, and from
the use of two-way adaptors. When more than one piece
of electrical apparatus is connected to the patient at the
same time, a risk of electrocution may develop though
each separate piece of equipment is apparently safe. Even
the use of electrical machinery in an adjoining room may
produce a hazard.
How serious is the risk of iatrogenic electrocution?

According to Carl Walter,2 a Boston surgeon, 1,200
patients are killed each year in the United States by electric
shock. Other estimates3 range from 25 deaths a year, pro-
posed by the American Medical Association, to 5,000 a
year. None of these estimates is supported by reliable
evidence, but they cannot easily be refuted. As J. M. R.
Bruner4 puts it, "Microampere electrocution and 'natural
death' are indistinguishable at the autopsy table. In any
sudden death, therefore, suspicion of electrocution must be
entertained even though the patient was desperately ill."
What should be done to reduce the hazard of micro-

electrocution? In a useful review of electrical safety in
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