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Hospital (Fulham), and to provide a nation-wide service the
load will now be shared by laboratories at the Jessop Hospital
at Sheffield and in the University of Dundee. It is not, of
course, intended that the assay service should replace local
follow-up in any way. Clinical examination remains impor-
tant, particularly in the first few months of follow-up and
monthly chest x-ray examinations are advisable as long as
the gonadotrophin values are abnormal.

As well as providing information to enable the clinician to
manage these cases better, the registration scheme should
also yield valuable information about various aspects of
hydatidiform mole. More information is needed about the
risk of choriocarcinoma after subsequent pregnancies and
there is a case for further radioimmunoassays at this time.3
Dr. Crawford refers to the question of whether there is any
risk from the use of oral contraceptives in these patients, and
her? also registration should provide much needed evidence.

Obviously, the success of a centralized follow-up service
will depend on the patients' co-operation. This is more likely
to be achieved where the need for follow-up has been care-
fully explained, and the contribution of the obstetrician to
the success of the scheme will be critical. The main results
of the scheme should be to ensure that deaths from chorio-
carcinoma which develops as a complication of hydatidiform
mole are eliminated. Another important feature is that the
scheme is probalbly the first large-scale biochemical screening
for any form of cancer. Whether screening for cancer in a
general sense will ever be possible or desirable is a question
for the future, but almost certainly similar screening pro-
grammes for other risk groups will follow.
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Anorexia Nervosa in Males
Though the syndrome of anorexia nervosa characteristically
occurs in young females,' occasional examples of a similar
condition affecting males are met with in clinical practice.
How the male syndrome should be classified is controversial.
Whereas some authors maintain that anorexia nervosa is never
found in the male,2-4 largely on the grounds that amenorrhoea
is an essential criterion for the diagnosis, others claim that
anorexia in the male is invariably secondary to other psy-
chiatric disorders.5

In a recent paper P. J. V. Beumont, C. J. Beardwood, and
G. F. M. Russell6 do much to elucidate this problem. They
begin by setting out diagnostic criteria for anorexia nervosa.
In summary these are behaviour aimed at inducing weight loss,
morbid fear of gaining weight, and an endocrine disturbance
manifested in females as cessation of menstruation. These
authors point out that the rigid application of amenorrhoea
as a diagnostic criterion would exclude not only males but
also pre-pubertal girls from consideration. They prefer to
seek evidence of an analogous endocrine dysfunction in males
who display the first two criteria.

Applying these criteria to 250 supposed male cases in the

literature Beumont and colleagues are able to accept only 25
as probable cases of anorexia nervosa. To these they add six
cases of their own. The clinical picture which emerges is of
an onset in late childhood or adolescence, often in someone
who is overweight. Refusal of food is often rationalized on
the grounds of constipation or abdominal discomfort, and some
patients show odd behaviour such as purgation, vomiting,
unusually strenuous exercise, and clandestine disposal of food.
Obsessional rituals and sexual immaturity or loss of libido are
also described. Precipitating factors include fears or conflicts
about sexuality, overenthusiastic dieting, and chance remarks
about being overweight. The close resemblance to the syn-
drome in females is obvious.'

These authors extended their study into the endocrine
field by examining urinary excretion of testosterone in six
patients and urinary total gonadotrophic activity in three
patients. Both indices gave subnormal results when the
patients were emaciated, as in earlier reports,7 8 with a return
towards normal levels after proper feeding. These findiings
parallel those in female patients with anorexia nervosa, in
whom urinary total gonadotrophic activity and oestrogen
levels are consistently low in the emaciated stage.9 However,
the endocrine disturbance in females, which affects the
rhythmical release of gonadotrophins, appears to be largely
independent of the nutritional state.' The observations of
Beumont and colleagues, though not conclusive, suggest that
in males the endocrine abnormality is more directly related
to the level of nutrition. Further endocrine studies are needed,
but these authors have clearly shown that the clinical picture
of anorexia nervosa in the male closely resembles that in the
female.
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Osteoarthrosis and Fractures
of the Upper End of the
Femur
For an elderly person a fractured neck of femur is quite often
a death sentence. The patient, usually a woman, moves
around her house or flat with gradually diminishing activity as
the years pass, managing her affairs with increasing difficulty
but coping with them reasonably well. Spending a week
away from home with her devoted family, she trips across
a rug, cat, or dog, and the accident occurs. Within a few
weeks she may have died of cardiac failure, hypostatic pneu-
monia, thromboembolic disease, or simply as a result of
hospitalization, for the elderly do not transplant well or adapt
readily to new surroundings.

Osteoporosis increases steadily in the spines of the elderly
as they advance in age. It affects women more than men, and
it has commonly been noted in patients who suffer fracture
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of the upper end of the femur. The suggestion has been made
that it may even be the major cause of such fractures.1-3
Conditions known to diminish bone density locally-for in-
stance, metastatic neoplastic deposits or rheumatoid arthritis
-may also predispose to fractures. Are there any conditions
which, by causing an increase in bone density, reduce the
chances of this occurring?
M. V. L. Foss and B. D. Byers4 have recently published a

study of osteoarthritis of the hip, bone density, and fractures
of the upper end of the femur. Sixty-two femoral heads re-
moved in the treatment of fracture of the femoral neck and a
hundred heads removed in the course of total hip replacement
for osteoarthrosis were studied. Cases with definite or doubt-
ful rheumatoid arthritis were excluded from this study.
These two groups of patients cannot be considered strictly
comparable, for though women predominated in both groups
(68 out of 100 osteoarthritics and 121 out of 140 with
fractures) the average age of the first group was 63 years, of
the second 81. The interesting feature to emerge from this
study was that radiological evidence of osteoarthrosis was seen
in only one of the 140 fractured hips-in a patient who had
also advanced Paget's disease-and only three were regarded
on other grounds as having osteoarthrosis of the fractured
hip, two of the three having Paget's disease in addition. In
the third case there was doubt whether osteoarthrosis was
present at the time of fracture, and the authors very reason-
ably state that, on the evidence, osteoarthrosis of the hip
with a recently fractured upper end of the femur is unlikely
to be found.
The bony changes of osteoarthrosis have been described5

as a hardening and sclerosis of bone exposed without its nor-
mal covering of articular cartilage. The calcified cartilage
thickens, and in the subchondral bone fibroblasts, osteoblastic
cells, and vascular channels proliferate. The granulation
tissue composed of these elements erupts through the calci-
fied surface to form new bone, which later becomes dense,
so that the articular cartilage, which has degenerated, is
strengthened with a strong subchondral bony layer. This is
the process of eburnation, the resultant bone being hard and
tough.

This is the opposite of what occurs in osteoporosis. H. F.
Newton-John and D. B. Morgan2 found that the incidence of
fracture of the upper end of the femur roughly paralleled that
of osteoporosis. In old people there seems to be a range of
cases. At one end are light, small-boned, osteoporotic women
without osteoarthrosis of the hips who take little exercise and
who suffer fractures of the u-pper end of the femur. At the
other are active well-built individuals with strong bones who
suffer from osteoarthrosis of the hip. Foss and Byers's work
indicates that osteoporosis and osteoarthrosis rarely co-exist.
Their observation that osteoarthrotic patients rarely fracture
the upper ends of their femurs is an interesting one and in
line with most orthopaedic surgeons' experience, which is
that intertrochanteric fractures rarely occur in association
with osteoarthrosis of the hips, transcervical fractures never.

For the sufferer with osteoarthrosis of the hip, stiff,
crippled, and pain-wracked, there is at least this small con-
solation-that death as a result of a fractured upper end of
femur is unlikely.
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Coping with Rabies
The social and mnilitary havoc which can be caused by a
single rabid dog is well illustrated by a recent incident in a
U.S. Air Force base in Vietnam.' It is an enzootic area for
rabies. A puppy was imported to Vietnam and kept in
officers' quarters. The owner planned to have it vaccinated
and registered as a mascot at the age of 3 months. However,
shortly before this it was involved in a fight and scratched
on the face. Ten days later it behaved oddly-making
peculiar mouth motions, rubbing its paw along its mouth,
and pulling its head sharply to one side. The first sign of
the disease is usually odd behaviour. The diagnosis remained
obscure at first, but finally rabies was suspected and the dog
was put in quarantine. It died the same day. Several of the
veterinary staff later had to be treated because of the way
the dog was handled. There had also been a party in the
officers' quarters, and all told 31 people had been possibly
exposed to infection. The degree of exposure of each indi-
vidual was very carefully evaluated by a board, and in ac-
cordance with the recommendations of the U.S. Public Health
Service for rabies prophylaxis2 it was decided to start treat-
ment of 23 people immediately.

In such incidents the difficulty has always been to decide
whether or not to treat individuals with definite but minor
exposure, especially those who have been licked on ap-
parently intact skin. In 1948 T. F. Sellers3 pointed out that
"it is not hydrophobia but rabiphobia which constitutes the
major and most troublesome problem to the practising
physician and health officer." Where brain-tissue vaccine is
to be used, the criteria for treatment with it must be as
strict as possible because it carries a risk of paralytic acci-
dent.4-6 With duck-embryo vaccine, used in the reported in-
cident, the risks of vaccine treatment are negligible, and
treatment (though unpleasant) can reasonably be admini-
stered to all persons about whose risk there is any doubt
as well as to those with a definable risk. In this episode men
who had been previously immunized with duck-embryo
vaccine received only a repeat course of the vaccine. All
others were given hyperimmune serum in addition to a course
of vaccine, with the booster doses necessary when serum has
been used.

Despite negative skin tests all except one of the people
given serum had reactions varying from pruritus to serum
sickness requiring admission to hospital and steroid therapy.
Thus serum treatment is not without some risk. Though the
only untoward consequences were the serum reactions, the
military consequences were considerable, as 18 pilots had to
be disbarred from flying during the whole course of vaccine
in case some mishap of service disrupted the treatment. The
author draws attention to the precautions and regulations
necessary when a military force is operating in a rabies en-
zootic area and reminds us of the propensity of servicemen
for acquiring pets. When an outbreak of rabies occurred in
Britain in 1918, the disease was almost certainly introduced
by a serviceman smuggling in a dog. The result was con-
firmed rabies in 312 dogs, 8 cattle, 2 sheep, 3 pigs, and 3
horses.7 That there was no spread to wild life was probably
no more than a remarkable piece of good luck.
The incident now reported carries some important lessons

for Britain today. Rabies continues to spread across France
as a fox epizootic and is still active in several other countries
of Western Europe. The main risk of introduction to Britain
is by the smuggling of dogs and cats. The regulations are
clear, though the penalties for their breach are often less
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