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mineral oil was reviewed in these columns during the
following year,3 and more recently the possibility that some
internal cancers are attributable to exposure to mineral oil
mist has been discussed elsewhere.4 Now a report by W. R.
Lee, M. R. Alderson, and J. E. Downs5 serves again to re-
mind us that the problem of cancer of the scrotum as a
hazard of occupation did not die with Dickens.

During the seven years 1962 to 1968 103 cases of scrotal
cancer were reported to the Manchester Regional Cancer
Registry. Fifty-one of the 89 men for whom occupational
histories could be obtained had been employed as mule-
spinners in the textile industry, and 11 of these 51 had also
worked in other jobs known to carry a risk of scrotal cancer.
Thirty-three men who had not been mule-spinners had
worked in occupations carrying a recognized or possible
risk of the disease. For only five men was there no basis for
suspecting that the disease was associated with occupation.
The suspect occupations were mainly mule-spinning, auto-
matic lathe operation, road work, dye work, and chain
making.
Lee and his colleagues state that, except among mule-

spinners and automatic lathe operatives, cancer of the
scrotum tends to be a disease of the elderly. In 41% of
their cases it developed after the age of 70 with 58% of the
deaths after that age. They consider that regular medical
examinations at the work place would be of no value in such
cases. But they do have educative value. Provided the regular
medical examination is not cursory but an occasion for a
talk between the works doctor and the employee, the latter
can learn the nature of the hazard, what to look for, the need
to take precautions, and the advisability of consulting a doctor
at the first sign of trouble, irrespective of whether this arises
before or after he moves to another job or retires. But there
is a need for a system of medical surveillance which extends
into the retirement period. Discussion of this need in the
context of the general need for more surveillance after re-
tirement of men who have been exposed to cancer hazards
at work deserves high priority.
Most of the occupations that today carry a risk of scrotal

cancer entail prolonged contact with either mineral oil or
coal tar products, including soot. Exposure to cutting oils
appears to be particularly hazardous, perhaps because heavy
exposure is common and the oils are of low visco-
sity and penetrate clothing easily. The risk among the
large population of motor-car repairers and garage mechanics
seems to be low, though three men of this occupation are
included in the 89 studied by Lee and his colleagues. The
risk among ship's engineers, ship's firemen, donkeymen, and
seamen deserves special attention because the Factories Act
does not extend to ships at sea, and the disease among men
of these occupations is not notifiable. The risk of scrotal
cancer among such workers does not appear to be high, but
appearances may be deceptive because the hazard is not
widely recognized.

S. A. Henry, in his classical treatise on cancer of the scro-
tum, published in 1946,6 recorded 43 cases of the disease in
makers of coal gas and coke. The absence of any gas workers
in the survey by Lee and his colleagues may reflect im-
proved conditions of hygiene since the establishment in 1952
of an occupational medical service in the gas industry. The
casual nature of road work probably makes for under-
reporting of scrotal cancer in men responsible for tarring
roads. Lee and his colleagues consider that there may be a
case for local authorities, which are largely responsible for
road maintenance, to ascertain the risk of scrotal cancer
among road menders in a prospective study.

Scrotal cancer is not merely a disease of historical interest.
It is stll occurring as a result of exposure to hazards that
were recognized over 50 years ago-mineral oil, coal tar,
and soot. In some industries, such as the gas industry,
hygiene standards have improved. In others, such as the en-
gineering industry, acceptable standards have not yet been
universally achieved. In 1808 Percivall Pott7 reported the
case of a gardener who developed cancer of the wrist attribut-
able, it would seem, to his practice of scattering soot to kill
slugs, though it is worth bearing in mind that the wrists and
arms of gardeners, as of some other workers, are commonly
exposed to the actinic rays of the sun. In 1972 Lee and his
colleagues recorded a case of scrotal cancer in a gardener
who used soot for a similar purpose. Society has hardly
begun to protect men in occupations such as gardening and
road mending or men who are exposed to oil or tar at sea.
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Buried Alive
Against a background of slow but steady improvement in
the numbers of industrial accidents in Britain the Chief
Inspector of Factories nevertheless has some sharp comments
to make.' "Perhaps the greatest obstacle," he says, "in the
way of further improvement is the sheer indifference of
some companies to the safety of their workers." That such
outspoken criticism can be evoked in 1972 is a disgrace, the
more so as it follows similar criticisms made in previous
years.2 As an example of how some companies fail to pro-
tect their workers adequately he cites figures for the con-
struction industry. Going against the general trend, the
fatality rate per 100,000 employed people rose in 1971 to
19 2 from 18.5 in 1970. Moreover, though the methods are
known of how to overcome the special dangers of excava-
tion, 159 men have been killed in this work during the last
10 years owing to collapses of the terrain. This means, says
the Chief Inspector, that work is being conducted on the
wholly unacceptable basis that 15 men will meet their deaths
each year by being buried alive in circumstances which
should never occur.

In the great majority of industrial undertakings scrupu-
lous care is taken to prevent conditions that could put at
risk the health and safety of the workers in them. But the
difficulty of independently checking them is well known.
Surprise visits are scarcely a practical possibility, if only
because, as the report says, it is doubtful whether in very
large works an inspector can "surprise" anyone but the
commissionaire at the gates. And small works are so
numerous that frequent inspection of all of them is out of
the question.

Over the years the inspectorate has favoured education
and persuasion rather than coercion. The results have fully
justified this policy on the whole, but there does now seem
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to be some evidence that a more forceful approach will
sometimes be needed despite the risk of impairing the re-
lationship that has been built up between the inspectorate and
the industrial concerns-a relationship that still needs to be
fostered for the thoroughly beneficial effect of an essentially
educative contact. But sterner powers exist and will have
to be brought into use if firms fail to provide safe working
conditions. This report at least must not be buried. It de-
serves careful study throughout industry.
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Diabetic Neuropathy
Most studies of the nervous system in diabetes have con-
centrated on the peripheral nerves and the autonomic nervous
system. Few reports have been concerned with the special
senses. A recent paper of R. H. Chochinov and colleagues'
is therefore of great interest.

These authors studied 59 healthy persons aged 19 to 40
years and 53 diabetics matched for age and sex. The
diabetics had the juvenile-onset variety of the disease, with
durations from four weeks to 27 years. The authors measured
five sensory thresholds: light touch and two-point dis-
crimination on the right index finger; the same on the
great toe; visual fficker fusion; auditory fusion; and electric
taste.

All five sensory thresholds were impaired in the diabetic
group, even among those diabetics whose disease had lasted
less than two years. However, only the impairment of two-
point discrimination and the threshold of flicker fusion was
significantly related to duration of the disease. Thus it ap-
pears that sensory impairment is a widespread and early
accompaniment of diabetes.

Whether this kind of impairment should be called diabetic
neuropathy is debatable, and R. A. Gilliatt2 has suggested
that the term might be restricted to those instances when
patients seek medical advice because of symptoms. Thus J.
Pirart,3 reporting on 1,175 outpatients attending a diabetic
clinic found that whereas 21% had clinical signs of neuro-
pathy only 6% of them had symptoms. This lack of defini-
tion of the term diabetic neuropathy renders it impossible
to make comparisons of prevalence between different series.
Even so there are no evident differences in sex incidence
while there is general agreement that clinical neuropathy is
rare in the young diabetic4 5 and comparatively common in
the elderly. But N. Mayne6 has pointed out that a mild
degree of peripheral neuropathy frequently accompanies
ageing and that loss of ankle jerks and of distal vibration
sense may be mistakenly labelled diabetic neuropathy in
people over 60.

Just as there is no exact definition of diabetic neuropathy
so there is no universally acceptable classification. This is
because mixed syndromes are frequent.3 The commonest
clinical type is a symmetrical sensory polyneuropathy, with
absent ankle jerks and loss of vibration sense distally in the
legs. Though symptoms are often absent, the patient may
complain of numbness and tingling in the feet (rarely in
the fingers), less often of dull, aching pains in the feet or
legs, usually most troublesome during the night. Sometimes

lancinating pains akin to those of tabes dorsalis and burning
sensations in the soles of the feet may occur. This variety of
neuropathy may be the presenting feature of maturity-onset
diabetes or may occur insidiously in the course of long-
standing diabetes. Sometimes a symptomatic neuropathy of
acute onset may follow infection or other forms of stress
in the established diabetic.7 The importance of the asymp-
tomatic variety lies in the associated loss of pain sensation,
which contributes to the development of "trophic" dis-
turbances, which include perforating ulcers and neuropathic
joints in the feet. When combined with ischaemia, these are
particularly dangerous. Feet afflicted with sensory neuro-
pathy, with or without ischaemia, require tender care.8 For
this reason many clinics regularly screen their patients
over 60.
Motor neuropathy, though relatively rare, is a striking

abnormality when it occurs. Weakness and wasting of
muscles may be associated with pain or other sensory dis-
turbances, though sometimes there is no detectable sensory
impairment. Muscle wasting usually affects the legs and is
asymmetrical in distribution. This type of neuropathy is
usually seen in middle-aged or elderly patients and can be
the presenting feature of the diabetes. There is a tendency
to slow and spontaneous recovery, though this is often only
partial. The muscles most often affected include the
iliopsoas group, the quadriceps group, and the anterolateral
muscles of the lower leg.
The third broad group of disorders are those associated

with the autonomic nervous system. M. M. Martin9 demon-
strated vasomotor changes and abnormalities of sweating in
patients with sensory neuropathy, so it is likely that these
subclinical disorders of autonomic nerve function are com-
mon. The commonest clinical disorder-often nevertheless
only elicited on questioning-is impotence due to failure of
erection. In the female, secondary failure to achieve orgasm
has recently been reported to be more common among
diabetics,'0 though it is uncertain whether this can be attri-
buted to neuropathy. Several disturbances of gastrointestinal
function have been reported. These include diarrhoea,
atonic dilatation of the stomach, and various disturbances of
oesophageal function. The latter two disorders are often
asymptomatic and demonstrable only by radiography or
cineradiography. However, dysphagia may result from
oesophageal dysfunction, and such symptoms as epigastric
pain or distension, nausea, vomiting, or hiccup may be asso-
ciated with gastric dilatation. Bladder dysfunction is not un-
common and gives rise to such symptoms as difficulty in
micturition, with straining, hesitancy, and dribbling in-
continence. Overflow incontinence may occur, and urinary
infection is a likely complication of the incomplete empty-
ing of the bladder. In elderly males this state of affairs is
often attributed, wrongly, to prostatic enlargement.

Diabetic neuropathy can thus present in many forms and
not always in the known diabetic. A high level of suspicion
must be maintained, for there is reasonably good evidence
that treatment directed at the blood sugar helps at least
some of the manifestations of -the neuropathy." 12
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