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of steam or nebulized saline reduces its viscosity and is
always worth a trial when a patient is having difficulty in
clearing his bronchi of tenacious sputum.

Exacerbations of bronchitis may be associated with re-
versible airways obstruction, and if this is suspected a
bronchodilator aerosol or a short course of an oral corti-
costeroid should be prescribed. If a patient with an
exacerbation of chronic bronchitis develops central cyanosis
and becomes drowsy, it should be assumed that these are
manifestations of ventilatory failure, and he should be ad-
mitted to hospital without delay. Treatment of this com-
plication is not practicable in the home, since it demands
continuous low-concentration oxygen therapy and in some
cases artificial pulmonary ventilation.
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Medicine in the Common
Market
However many problems remain unsolved in other Common
Market fields, 1973 seems likely to be remembered as the year
in which E.E.C. doctors got together to thrash out their main
differences. Last month's open hearing in Brussels' was
notably successful in showing that doctors from the Nine
really want to remove the barriers to their free movement
within the Community. The admirable recent conference at
the Royal Society of Medicine (see B.M.J., 17 November,
p. 396, and p. 478 of this week's issue) was concerned more
with clinical standards and medical education, but again must
have reassured the gloomy who have maintained that standards
were too unequal in the E.E.C. for there to be any common
ground-despite much evidence already to the contrary from
flourishing societies and journals.

Certainly the conference papers showed that each country
can provide at least one isolated statistic which its fellows
cannot emulate (and might not necessarily want to): the total
lack of hospital waiting lists in France; the high proportion of
domiciliary confinements with a low perinatal mortality rate
in the Netherlands; the direct access of patients to a specialist
in West Germany, among others; the long period of specialist
training in Britain; and the annual increase of 300 specialist
anaesthetists, 200 cardiologists, and 600 paediatricians in
Italy. Yet, set against the bulk of standards that most doctors
in the E.E.C. accept, these differences assume minor im-
portance: as Professor J. L. Portos said in his initial address,

"I do not think the health of the various populations differs
notably from one to the other. We should be surprised by the
similarity of methods employed and the results obtained [in
treating] ... five or six medical or surgical emergencies and
five or six chronic diseases in the Community."

Given that with certain provisos harmonization should not
mean a fall in standards, how can the enormous potential of
the E.E.C. be harnessed to improve them ? Disappointingly,
the conference failed to include this question on its agenda,
and it was left to Professor Ralf Dahrendorf, the E.E.C. Com-
missioner, to talk in his opening speech of setting up joint
research projects. It makes no sense at all for each country in
the E.E.C. to try to cover all fields of medical research, and
indeed it may be argued that only a joint effort based on the
large community population could attract funds and staff on
the scale needed for some types of medical research. Experi-
ence has shown that at present the public will not contribute
directly to European (as opposed to national) research pro-
grammes, and so clearly funds will have to come from official
sources. The problem could best be tackled by setting up an
E.E.C. medical council (modelled perhaps on our Medical
Research Council) which could allocate money from a central
pool to set up individual research projects and develop existing
ones.
There may be an even better case for a similar grant-giving

body to allocate funds to existing first-class clinical centres so
that they can cope with any extra demands resulting from free
access of patients from other countries. Professor J. A.
Dudgeon, for instance, estimated that without increased
resources free access to the Cardiac Unit at the Hospital for
Sick Children in London would double the present average
waiting time for British children to two years. Given such
funds, several centres in the Nine could be expanded and
allowed to make their own particular contribution to the
Community. Certainly we should take steps to prevent fear of
this type of hazard from slowing the movement towards
European medicine, which has finally gathered momentum.
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Mental or Criminal
The annual report on the work of the Prison Department is a
reminder, if such is needed, of our continuing inefficiency in
coping with people who offend against the criminal law.
Indeed it might be argued that the doubling of the prison
population in the past 30 years or so suggests that our com-
petence in these matters is decreasing.

Clearly the health of the closed, overcrowded community
in prison, now standing at over 38,000 according to the report
for 1972,1 poses serious problems for the prison medical
service, and it is a matter for congratulation that the general
health of the inmates remains good and that there have been
no major outbreaks of infectious diseases.
The disturbances involving "sit-downs" and the like in our

prisons in the summer of last year, symptomatic of unrest
among the inmates, are referred to. What has been less publi-
cized is the reaction of the "immature and inadequate"
prisoners themselves, who became tense and depressed and
required sedation.
A noteworthy feature is the number of cases remanded for

psychiatric report-namely, 11,973 as compared with 12,969
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in 1971, a drop of almost 1,000. No attempt is made to explain
this substantial decrease. Possibly some of the persons who
might have been dealt with previously in this way have
been summarily disposed of without prosecution under
Sections 25, 29, and particularly Section 136 of the
Mental Health Act, 1959. This supposition is substantiated
by the leap in the numbers dealt with under Section 136 in
recent years. For example, in the twelve mental hospitals
administered by the South-west Metropolitan Regional
Hospital Board the number has risen from 308 (1 9% of all
admissions) in 1965 to 709 (4 0% of all admissions) in 1972.
Then, as the report points out, "bail clinics," begun as an
experiment at Brixton Prison and Holloway Prison, have been
started in the provinces, and this could also account, but to a
far less extent, for the drop in remand prisoners. Under this
procedure people are remanded on bail for, say, three weeks
or a month with a condition that they attend for examination
by psychiatrists attached to the prisons. In similar fashion
another experiment is going on-namely, granting bail for the
purpose of obtaining psychiatric reports from clinics under the
National Health Service. These are both encouraging steps
forward, for they are designed to avoid unnecessary incarcera-
tion of people who may be suffering from mental disorder or
who indeed may subsequently be proved innocent ofthe offence
for which they stand charged.
A disconcerting statement in the report reads: "It remained

difficult to obtain suitable places [for prisoners] in psychiatric
hospitals." On the face of it this is a contravention of the
spirit at any rate of the Mental Health Act, 1959, in which,
broadly speaking, it was laid down that those offenders
suffering from discernible mental illness should be cared for
in mental hospitals and not incarcerated in prisons. However,
it is almost 13 years since the Act came into operation and
experience has mellowed the therapeutic optimism that
inspired Part V. Those medical officers who have been con-
cerned with the working of the Act have come to realize that
there is a substantial hard core of offender-patients who are
incorrigible in terms of the legal system and incurable in
terms of the mental hospital system. The experienced doctors
who have examined such cases in remand prisons may be
forgiven for declining to accept the prisoner on a Hospital
Order (Section 60) for perhaps the sixth, seventh, or eighth
time, knowing full well nothing can be achieved by yet another
profitless admission. The prisoner, though undeniably suffer-
ing from mental disorder, has to be disposed of in some other
way either by a short term of imprisonment or by some non-
custodial procedure. Perhaps in the circumstances necessity
again became the mother of invention and gave birth to the
experiment wherein the senior medical officer of one penal
establishment recommended to courts: "in cases which had
several times been the subject of orders under Section 60 of
the Act (that) a short period of imprisonment might be just as
beneficial as a few months in a mental hospital." The least
that can be said for this procedure, not so Draconian as it may
seem at first glance, is that the offender-patients, for the
period they are in custody, are there to be treated and not here
today and gone tomorrow, as happens all too frequently in
those transferred to conventional mental hospitals who choose
to abscond virtually at will.
The lack of security in these hospitals introduces the

infinitely graver problem of prisoners who are accused of, or
who have in their record, offences of violence or sexual
assault. Responsible medical officers are understandably
reluctant to accept such prisoners on a Section 60 Order or,
more pertinently, Section 60 plus a Restriction Order (Section

65). At the heart of this disquieting state of affairs is the gross
overcrowding at Broadmoor. Once again the situation which
we have referred to repeatedly in these columns arises
namely, the danger of assuming security where none exists.2-7
The conventional mental hospital cannot offer security. It is
pointless, indeed dangerous, to commit offenders guilty of
serious violent crimes to anything but a Broadmoor-type
institution.
The importance of this particular report lies in the thinking

behind such developments as the "bail clinics" and the
assumption by the prison medical service of a positive thera-
peutic rather than custodial role in the handling ofthe mentally
abnormal offender. These are straws in the wind, but they
point in a logical, rational direction towards a joint psychiatric
service to be shared between the prison service and the
National Health Service. After all they share to no small
extent the same clientele.
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Boxing and the Brain
Boxing is a stirring sport for participants and spectators alike.
But boxers suffer varying degrees of physical damage and over
the years increasing fears for their safety have been expressed.
Many people have drawn the conclusion that the sport is so
dangerous that it should be abolished. A study of the lives and
brains of 15 retired boxers recently published by J. A. N.
Corsellis and colleagues' provides some facts that all should
read who are interested in this problem.
From the earliest days of the sport the folklore ofboxing has

spoken of the mental deterioration of fighters who take too
much punishment. H. S. Martland2 in 1929 introduced the
term "punch-drunk" because these boxers became ataxic,
with a broad-based gait and slurred speech, and were mentally
slow, resembling people intoxicated with alcohol. Over the
years an increasing number ofsuch punch-drunk cases coming
to necropsy have been reported to show a variety of neuro-
pathological damage. These studies culminated in the report on
the medical aspects of boxing of the Royal College of Physi-
cians of London,3 which concluded that "there is a danger
of chronic brain damage occurring in boxers as a result of
their careers." Moreover, it has clearly been shown that this
damage occurs to a considerable proportion of boxers, for
A. H. Roberts found the condition in 37 of 224 randomly
selected ex-boxers.4

Despite these reports, and such books as that of Dr. Edith
(now Baroness) Summerskill,5 arguments such as the following
have continued to be propounded. Boxing is a sport which
plays a great part in forming the character of an individual.
Even in these relatively civilized times proficiency at it enables
a young man to defend himself if physically attacked. Patho-
logical and clinical studies are concerned with professional
boxers, and may therefore be irrelevant when considering
boxing at school. If it is sociably acceptable to destroy a few
neurons with an alcoholic evening, why should it not be just
as acceptable for someone who wishes to box to destroy a few
neurons by one or two blows on the head? A. D. Wright6
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