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specific indicator of epithelial cell damage but may enhance
the diarrhoea, which may be particularly important in children,
who tolerate lactase deficiency badly. Thirdly, the effects of a
virus on intestinal function can be measured. Absorption of
xylose, fat, and lactose may be decreased during the acute
phase of the disease and may be prolonged well into the con-
valescent stage. Occasionally standard absorption tests are
depressed in the absence of clinical illness.4 Xylose absorption
tests could theoretically be abnormal as a result of gastric
stasis, which may be profound, but absorption has been
shown to be impaired even after intraduodenal administration
of the sugar.' 9 Finally, faecal leucocyte excretion is not
increased in viral enteritis, which is a simple way of distin-
guishing it from diarrhoea due to bacterial infection or
ulcerative colitis.4 22

Possibly jejunal biopsy and simple absorption tests are
better markers of the presence of disease than are clinical
symptoms. However, a comparison of these methods with
screening for faecal virus particles will be interesting. For the
moment, the general practitioner can be reassured that a
disease which he regularly diagnoses actually exists.
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Non-union of the Scaphoid
The outcome of fractures of the waist of the scaphoid is
remarkably dependent upon treatment, union failing if the
injury is neglected. The management of the ununited fracture
is not simple, for often there will be few symptoms until
attention is directed to the wrist by a further injury or by pain
after heavy use. Indeed in the sedentary worker non-union of
the fracture may never cause serious trouble, and painful
episodes, if they occur, can be managed symptomatically by
the use of a plaster for one or two weeks.' Since persistent
non-union may cause osteoarthritis of the wrist, more positive
attempts to obtain healing are normally indicated. Prolonged
immobilization2 or internal fixation with a screw3 4 may
secure union if the fracture is only a few months old, but these
methods are by no means always successful.
Bone grafting by the blind insertion of an autogenous peg

through the tuberosity has proved unsatisfactory,5 and tech-
niques requiring a dorsal approach are open to criticism as the
main blood supply ofthe scaphoid is from this aspect. Grafting
through an anterior approach may produce union in most

suitable cases, and this is now the method of choice in uncom-
plicated non-union.6-9 Grafting procedures are not likely to
help when osteoarthritis is severe or when the proximal frag-
ment is small and dead. If the disability justifies surgery the
choice then lies between an arthroplasty and an arthrodesis.
One or both fragments ofthe scaphoid'0 or the whole proximal
row ofthe carpus" may be removed. Alternatively that portion
of the radial styloid process which articulates with the
scaphoid may be excised.12 Each of these procedures may give
useful reliefofpain while retaining some wrist mobility, but
the results are not reliable particularly when arthritis is ad-
vanced. Arthrodesis is not open to this objection and gives a
strong and painless wrist at the price of loss of all motion,
though forearm rotation will be preserved. Occasionally a
limited fusion may be appropriate, fusing either the radio-
carpal joint5 or the inter-carpal joints13 alone. Combinations
of these methods are possible, as illustrated in a recent review
of 83 patients with late or ununited fractures.14 In 18 the
fracture united with prolonged immobilization in plaster,
while in 38 (over half the remainder) operation was declined
or considered not justifiable. When operating the authors
recommended radial styloidectomy in combination with bone
grafting or excision of the proximal fragment, treating both
the fracture and the actual or potential arthritis.
The problems of non-union are best avoided by proper

management of the original injury. A fall on the outstretched
hand causing limitation of wrist motion and tenderness over
the scaphoid must be investigated radiologically, the films to
include oblique views. Even if no fracture is shown on the
x-ray the wrist must be immobilized in a plaster which
includes the thumb for two weeks. Only if further radiographs
then prove normal may the plaster and the diagnosis be
cautiously discarded.
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Live Influenza Virus
Vaccines
Though vaccines against influenza have been known for 30
years, epidemics have not been eliminated. Killed virus
vaccines have been developed in the West, particularly in
the U.S.A. and Britain, while live virus vaccines have been
developed and widely used in the U.S.S.R. In Britain in
recent years the Medical Research Council has pursued
research on live vaccines.

Russian attenuated viruses were shown to be harmless
and immunogenic in use in Britain. But it was found to be
difficult to attenuate field strains rapidly and reproducibly and to
have satisfactory in-vitro markers of attenuation. Eventu-
ally two methods were devised for influenza A strains.
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