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Delay in Labour

SIR,-Reflecting on your leading article (21
October, p. 126) and Professor R. H.
Philpott's article (p. 163) on the graphic
presentation of the progress of labour, I
wondered if any of your readers would be
interested in the simple tabular guide to
when to start worrying about the duration
of labour that I use in teaching the pupil
midwives here. It is based on the times to
send for medical aid in the second stage
that every pupil midwife knows and works
in multiples of two and four.

Delay in Labour: Times (in hr) to Send for Medical Aid

First Stage
Second

Latent Active Stage
Phase Phase

Primigravidae 16 8 2
Multigravidae 8 4 1

In my limited experience of teaching
midwives this simple table is invariably
better received than the graphic guides upon
which it is based, separates multigravidae
from primigravidae, and covers the whole of
labour from its onset to the birth of the
baby.-I am, etc.,

D. D. MATHEWS
All Saints' Hospital,
Chatham

Nitrazepam and the Elderly

SIR,-Despite statements to the contrary
made in advertising literature, nitrazepam
(Mogadon) seems a particularly unsuitable
hypnotic for old people. Members of this
department have come to recognize a charac-
teristic syndrome of disability caused by
nitrazepam, of which the following case is
typical.
A 75-year-old lady had been resident in an

old people's home for six years. Before admis-
sion there she had made a good recovery from
a slight left hemiparesis and had mild heart
failure, well controlled by digoxin, but she was
generally ambulant, continent, and orientated.
She was referred to us with a diagnosis of hav-
ing suffered a further stroke after two wecks
of general mental deterioration, inability to walk,
and incontinence of urine and faeces. She had
become dysarthric, confused, and disorientated
and, if left undisturbed, would sit staring blankly
into space. She tended to fall to the left and
to stumble when attempting to walk. Specific
questioning elicited the information that she
looked better and seemed mentally more alcrt
when in bed than when sitting out and that
she had been taking one tablet (5 mg) of nitra-
zepam nightly for at least a year. We advised
stopping the nitrazepam and on review three
days later she was said to be "completely her
old self" and had gone out on a charabanc trip.
After four months she remains well.

This case report illustrates several of the
characteristic features of the syndrome.

(1) The symptoms may appear -in a patient
who has been taking nitrazepam without ill
effects for some time.

(2) One tablet (5 mg) a night is enough
to produce the condition. We have not en-
countered it in patients tak;ng half a tablet
(2-5 mg) nightly but this dosage, although
recommended by the manufacturers for
elderly patients, does not seem to be com-
monly used.

(3) An "unmasking" of old cerebral
damage together with the mental confusion

may lead to an erroneous diagnosis of pro-
gressive brain disease.

(4) Symptoms suggestive of postural hypo-
tension may be present; indeed, one of our
first patients was under treatment for idio-
pathic postural hypotension before the sig-
nificance of her night sedation was recog-
nized. The observed fall in blood pressure
on standing is, however, less than appro-
priate to the severity of the symptoms.

(5) Recovery is rapid once the drug is
stopped and there are apparently no per-
manent ill effects.

(6) Night sedation is so much a part of
modern life, both in and out of hospital,
that patients and their doctors may not
mention sleeping tablets when asked about
medication.

(7) Nitrazepam is popular because of its
rapid effect and is widely use in residential
homes and elsewhere where it is convenient
or necessary for old people to be "switched
off" with the lights.

Prolonged behavioural changes, without
subjective awareness of impairment, have
been demonstrated in young adults, after
single doses of nitrazepam by Malpas et al.1
It seems possible that in addition some
elderly patients may have, or develop, a slow
clearance of the drug, leading to cumulative
effects. We have not found consistent
evidence of generalized metabolic disorder
in our affected patients.

Obviously a department of geriatric
medicine sees only the most severe cases of
any disease, so we wonder how many old
people in the community are suffering from
milder degrees of chronic impairment due
to their sleeping tablets. We are currently
seeing cases of this type due to nitrazepam
at the rate of six or seven a month from a
catchment area population of 450,000. What-
ever its merits in younger patients, we would
suggest that nitrazepam should join barbi-
turates in not being prescribed for the
elderly except in carefully selected instances.
There may conceivably be a place in general
practice for a "geriatric" 2-5-mg tablet, but
we find dichloralphenazone to be a safe and
satisfactory hypnotic of first choice, its chief
side effect being only excessive intestinal
flatus. Probably other chloral derivatives
would serve at least as well.-We are, etc.,

J. GRIMLEY EVANS
E. H. JARvis

Department of Geriatric Medicine,
Newcastle General Hospital,
Newcastle upon Tyne

I Malpas, A., Rowan, A. J., Joyce, C. R. B., and
Scott, D. F., British Medical Yournal, 1970,
2, 762.

Rheumatology and Rehabilitation

SIR,-Your leading article (28 October, p.
188) discusses the dissolution of the British
Association of Physical Medicine and Rheu-
matology and the emergence of the British
Association for Rheumatology and Rehabili-
tation. The overdue demise of "physical
medicine" is welcome, but the continued
association of rheumatology with other fields
of medical activity is only perpetuating the
confusion existing at present in the minds of
those who received their education outside
London. In other parts of England and in
Scotland both rheumatology and medical re-
habilitation, although sharing common
ground, have been recognized as medical

specialties in their own right. The British
Association of Physical Medicine and
Rheumatology has been largely a feat-
ure of the London scene. In 1971 there were
131 consultants in physical medicine and
rheumatology in England and 89 of these
were employed in the London area; only
six could be identified in Scotland.
The Mair report on medical rehabilita-

tion' considers the pattern for the future in
Scotland, where a more logical structure
already exists. This report (not mentioned
in your article) clearly defines the complex
problems inherent in the development of
a comprehensive service for the community
as a whole. The management of rheuxma-
tology departments in hospitals would form
a relatively minor part of the duties of
consultants in medical rehabilitation.
The medical profession too often sub-

scribes to the view that rehabilitation de-
pends solely on the number of physiothera-
pists, occupational therapists, and social
workers available to them. They prefer to
remain ignorant of the grave difficulties
which frequently obstruct the return of their
patients to social and economic independ-
ence. Both the Tunbridge2 and the Mair
reports emphasize the urgent need for co-
ordination and mobilization of all resources
to solve these problems, and firmly estab-
lish the case for the appointment of con-
sultants who, following further training,
would devote their whole time to work in
this field.

If the formation of the British Associ-
ation for Rheumatology and Rehabilitation
implies that only men trained initially as
rheumatologists can become consultants in
medical rehabilitation, or that medical re-
habilitation is solely concerned with diseases
of the locomotor system, this entirely erron-
eous conception must be firmly corrected.-
I am, etc.,

J. J. R. DUTHIE
Rheumatic Diseases Unit,
Northern General Hospital,
Edinburgh

I Scottish Home and Health Department. Medical
Rehabilitation: the Pattern for the Future.
Edinburgh, H.M.S 0., 1972.

2 Department of Health and Social Security.
Central Health Services Council, Rehabilitation.
London, H.M.S.O., 1972.

Orthopaedic Medicine and Rheumatology

SIR,-Dr. James Cyriax (4 November, p.
292) need not be so disconsolate. Through
the years many rheumatologists have been
exposed to his views at first hand and be-
cause of their previous training in general
(internal) medicine have been able to assess
his opinions with objectivity. In my view
Dr. Cyriax's greatest contribution to the
field will remain his meaningful methods of
examination of the musculoskeletal system,
with particular reference to common, and
often neglected, soft tissue lesions.
Manipulative methods of treatment are used
where applicable in many reputable medical
centres in this country, but it must be
recognized that there are various means of
achieving the same end in a field which is
still largely empirical. In recent years there
have been attempts critically to evaluate
some of the methods of management ad-
vocated by Dr. Cyriax and I might in this
context mention the scientific work of his
successors on the staff of St. Thomas's.
The name "orthopaedic medicine" might
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have been the ideal solution to the problems
of semantics which some of us have tried
to resolve recently. Unfortunately, the mean-
ing implied by this term as used by Dr.
Cyriax is far too narrow to be generally
acceptable, and it has seemed best to widen
the concept of "rheumatology" to encompass
the whole spectrum of that branch of
medicine concerned with connective tissue
diseases and with medical disorders of the
locomotor system, including every aspect of
their aetiology, diagnosis, management, and
rehabilitation. At the saime time the out-
dated and misunderstood name "physical
medicine" is being honourably buried, as
indicated in your recent leading article (28
October, p. 188).-I am, etc.,

D. R. L. NEWTON
Rheumatology Unit,
Middlesbrough General Hospital,
Teesside

Dangers of Diazoxide

SIR,-May we comment on the plea made by
Dr. M. S. Knapp and others (28 October,
p. 229) for the controlled studies of the
use of diazoxide in the treatment of hyper-
tension.
We stated clearly in our relevant publica-

tions' 2 that our patients were selected for
resistance to conventional hypotensive
therapy. The question of a controlled trial
does not arise under these conditions. We
think it unjustifiable to add to the present
knowledge of the natural history of un-
controlled malignant hypertension associated
with progressive renal failure by running
control groups under these circumstances.
-We are, etc.,

J. E. F. POHL
H. THURSTON

Royal Infirmary,
Manchester

1 Pohl, J. E. F., and Thurston, H., British Medical
Yournal, 1971, 4, 142.

2 Pohl, J. E. F., Thurston, H., Davis, D., and
Morgan, M. Y., British Medical Yournal, 1972,
2, 568.

Immunological Responses in Pregnancy

SIR,-Dr. Ronald Finn and others (15 July,
p. 150) suggest that the reduced T-cell activ-
ity demonstrable in pregnancy may be due
to a reduction in the number of T lympho-
cytes. B lymphocytes can be detected by the
abundant surface im;munoglobulin that they
carry. We therefore tried to find out whether
B lymphocytes make up a greater proportion
of the total lymphocyte count in pregnant
women-as they should do if there is a
deficiency of T lymphocytes-and also
whether the total lymphocyte count is re-
duced. Thirty-four pregnant women, all at
least in the sixth month, were studied. On
each occasion that blood was collected from
pregnant women it was taken at the same
time of day from an equal number of healthy
non-pregnant women of similar age. Of the
34 control women more than three-quarters
were known not to be taking oral contra-
ceptives.

Total leucocyte and differential counts
were carefully done by conventional methods,
all by the same worker with exactly the
same technique. Lymphocytes were prepared
by the method of Boyum.' The proportion of
lymphocytes bearing surface immunoglobulin
(B cells) was determined by the method of

Difference
Pregnant Control of Means Remarks

. S.E.

Leucocytes/mm' ...4,360-17,880 3,520-14,000
Mean 10,600 Mean 6,169 6-9 Highly significant
S.D. 3,122 S.D. 2,055

Polymorphs/mm' .. .. 2,485-15,630 1,370-12,040
Mean 8,220 Mean 3,821 7-4 Highly significant
S.D. 2,926 S.D. 1,861

Lymphocytes/mm' .. .. 752-4,920 1,140-3,920
Mean 2,439 Mean 2,351 0-5 Not significant
S.D. 892 S.D. 606

Percentage fluorescent 2-19% 1-5-23%
(B) lymphocytes .. . Mean 8-5% Mean 8-0%

S.D. 4-5 S.D. 5 0

Fluorescent (B) . . . 39-550 28-900
lymphocytes/mm' .. .. Mean 214 Mean 206 0-2 Not significant

S.D. 143 S.D. 158

Papamichail et al.2 using the labelled Well-
come antiglobulin serum MF 01. At least
200 lymphocytes from each subject were in-
dividually examined, each one being posi-
tively identified by weak dark-ground tung-
sten illumination before switching to ultra-
violet to look for fluorescence. Illumination
was by transmitted light. The same worker
did all the flourescence tests. The Table
shows the results, which suggest that there is
no appreciable reduction in the number of
T cells or in the total lymphocyte count in
pregnancy. There is, as is already known,3
an increase in the polymorph count, and
consequently in total leucocytes, in pregnant
women.
The relatively insensitive method of

fluorescence with transmitted ultraviolet
light may not, of course, detect all the B
cells in a preparation. MvSethods using radio-
isotopes4 give higher proportions of B cells.
If there were in fact relatively more B cells
in pregnancy but the mean amount of im-
munoglobulin on them was less results like
ours might still be obtained, but since the
total lymphocyte count is very similar in
both groups this seems unlikely.
One of us (P.B.) was supported by a

grant from the South African Medical Re-
search Council-We are, etc.,

P. BRAIN
R. H. MARSTON
JUNE GORDON

The Natal Institute of Immunology,
Durban, South Africa
1 Boyum, A., Scandinavian Yournal of Clinical and

Laboratory Investigation, 1968, 21, Supplement
97, p. 77.

2 Papamichail, M., Brown, J. C., and Holborow,
E. J., Lancet, 1971, 2, 850.

3 Wintrobe, M. M., Clinical Hematology, 3rd edn.,
p. 202. Philadelphia, Lea & Febiger, 1951.

4 Wilson, J. D., and Nossal, G. J. V., Lancet, 1971.
2, 788.

Community Care in Perspective

SIR,-Evidence of an increasing population
of homeless single people, particularly in
London, is increasing.1-3 The number of
homeless single people has risen in the last
seven years from 30,000 to 50,000. This
includes those in common lodging houses,
hostels, reception centres, and those sleeping
rough. Of the latter, 10,000 is a conservative
estimate for London alone. This population
is a floating one circulating back and fourth
among our hospitals, hostels, and prisons.
The number of patients in psychiatric hos-
pitals has dropped from 131,000 to 109,000
between 1964 and 1971-a drop of 22,000
which closely approximates the rise in the
number of homeless single people in the
community over the same period.

Some 185,000 people are discharged from
psychiatric hospitals and units each year,
and the number with inadequate personali-
ties is rising steadily as the longstay mental
hospitals are being phased out. Sixty per
cent become homeless after their first hos-
pital admission. Owing to the lack of facili-
ties for resettlement and rehabilitation these
handicapped people make up some 50-75%
of the residents of common lodging houses,
Salvation Army hostels, and the like as well
as 30-50% of the prison population in Eng-
land and Wales. It is to be regretted that
no one central government department is re-
sponsible for this state of affairs. Local auth-
orities are empowered to provide residential
accommodation for the homeless and to give
financial aid to lodging houses, but these pow-
ers have not been implemented in the absence
of a legal obligation. Research in this field is
virtually left to voluntary agencies with their
limited resources. Prison medical, including
psychiatric, treatment is financed by the
Home Office and is thus divorced from the
National Health Service.
The problem takes on gigantic propor-

tions in London, where plans to redevelop
certain areas involve demolition of no less-
than 40% of the registered common lodging
houses. In the whole of London the number
of beds has fallen from 6,000 to 4,000 since
1961. All this reduces community care to
mere disposal overwhelmed by the rapid
discharge rate, the loosening of family ties,.
and the increasing pressures the outside
world imposes on inadequate people handi-
capped by personality disorders.

Further surveys are needed to define the
size of the problem, but some recommenda-
tions can be made in the light of available
data. Responsibility and legal obligation must
be clearly delegated to the local authorities,
and services (medical, social, resettlement,
and rehabilitation) must be extended within
the community with their full complement
of staffing. Grants must be extended to
voluntary bodies for research as well as to
psychiatric aftercare hostels to upgrade the
services they provide. Hostels that are clos-
ing down need to be replaced by adequate
accommodation to meet the increasing de-
mand. All community facilities must be
closely integrated in order to provide proper
care for the destitute. Until such time as
these recommendations can be implemented
hospital psychiatrists ought to review their
policy of early discharge of certain types of
patients who need more support in the
community.-We are, etc.,

M. F. SALAMA
B. L. HUDSON

Guy's Hospital,
London S.E.1
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