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incisions, an extra reason for resisting further laparotomy as
long as possible in such cases.

Patients treated expectantly must be watched carefully in
the first few days to ensure that complications do not occur.
Surgical treatment is indicated for obstruction or perforation4
of the intestinal tract; for toxaemia from absorption of chemi-
cal constituents of the object; or if the length, size, or shape of
the object suggests that it will not pass. Radiographs may not
show the object, and it must be borne in mind that lead is now
used infrequently in the manufacture of toys and glass, and so
these may no longer be radio-opaque. One recent development
is the use of fibre-endoscopy to remove objects from the
stomach as well as the oesophagus.5
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Immunisation in the
two-thirds world

Ofall ofthe population in developing countries, children under
5 are in greatest need; for they suffer from conditions that can
now be overcome through comprehensive child care. Effec-
tive immunisation campaigns are of major importance for these
children, and the recent WHO seminar on expanding its use in
developing countries held in Kumasi, Ghana examined the
problems of getting such campaigns under way in Africa. As in
so many other topics in the developing world a lack ofinforma-
tion makes planning difficult. For example, the number of
children admitted to one hospital with poliomyelitis during six
months exceeded the notified cases in that country over five
years and examination of Ghanian school children showed
typical paralysis in 7 per 1000-higher than in the USA in the
prevaccination era. Despite this inadequate surveillance, there
is ample evidence from other sources of the major part played
in morbidity and mortality in the under 5s by those diseases
which the conference considered should be covered by nation-
wide expanded national programmes-measles, poliomyelitis,
diphtheria, whooping cough, tetanus, tuberculosis and smallpox.
One interesting proposal coming from the conference was

that there should be a control laboratory, at first for Africa as
a whole and later in the individual countries, which would buy
vaccine in bulk at a greatly diminished cost and carry at least a
year's supply. It would be responsible for filling ampoules and
carrying out the necessary tests for sterility and freedom from
abnormal toxicity. For the time being antigen tests and tests
for potency would also have to be organised centrally rather than
in individual countries. Much time was given to consideration
of the problems of storage and transport of vaccine, which were
acknowledged to be most acute in peripheral units. One diffi-
culty is caused by the variations in the temperature at which
vaccines should be shipped. Some living vaccines, such as
measles, polio, and yellow fever, should be transported at
below -20°C. Others such as diphtheria/pertussis tetanus;
cholera; and typhoid may be inactivated by freezing-as may
easily occur in the cargo section of a jet aircraft as the water

crystallises and the concentration ofpreservative rises. Fortun-
ately, colour indicators have been developed in the frozen food
trade which may in future be used to indicate ifchanges oftem-
erature have occurred. The conference thought that the jet gun
was suitable only for mass vaccination programmes, owing to
the difficulty ofmaintenance ofequipment and the large multi-
dose vials used. Nevertheless, no reference was made to the
possibility of using a smaller jetgun that delivers only 041 ml
and is small enough to be kept in a cold box except when in
use. Only in India have the more concentrated vaccines become
available which would make such small instruments suitable
for routine use in health centres and rural areas.
Among other constraints and problems are the unrealistic

vaccination schedules of most developing countries. So often
these have been designed for the developed countries and are
suited only to the wealthy in poorer parts of the world. Simpler
schedules, which make allowance for the earlier age of infec-
tious disease, are needed, to be suitable for the community
rather than the individual.
The conference hardly touched on the vital importance of

convincing the medical profession of the value of immunisa-
tion. Unfortunately at many medical schools the staff who are
training the future doctors, and are therefore closely concerned
with decision-making in health, are not committed to such a
policy. Paediatric teachers give lip service to the greater rela-
tive importance of preventive than curative care, particularly
where resources are severely restricted, as in developing
countries. If future generations of practitioners are to accept
the importance of immunisation their teachers and professors
must change their attitudes. The professor who finds a child in
his clinic who is inadequately immunised and himself super-
vises the child's immunisation before he leaves the clinic may
hope to engender a better attitude among his students.

Radiology in diabetes

There are no specific radiological changes in diabetes, but
several bone, joint, and soft tissue changes, rarely seen
in other conditions, may occasionally lead to its diagnosis.
Diabetes is now the commonest cause of the neuropathic or
Charcot joint, which usually develops after trauma, though
this may seem at times trivial when compared with the
extensive destruction which follows. Ligamentous strain,
amputations of toes or metatarsals, or fractures are the best
known qntecedents.' Major fractures sometimes occur almost
unnoticed in patients with neuropathy, and are followed by the
rapid development of Charcot changes. The combination of
bone destruction with excessive ossification and joint disloca-
tion leads to gross disfigurement, and it is this which causes
the patient to seek advice. An onset with aching pain and
some erythema may give the appearance of infection, but the
true nature of the lesion becomes apparent during the follow-
ing weeks.

Charcot changes in diabetes usually affect the foot, whereas
lesions of the knee are characteristic of syphilis and the arm of
syringomyelia. The tarsal joints are most commonly affected,
but the forefoot is often damaged and the ankle may also be
abnormal. The disease is often restricted to a limited part of
the foot while the other joints remain normal even during
prolonged follow-up.1 Charcot changes in diabetes have also
been described in the knees, wrists, elbow,2 and spine,3 but
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these are exceptional. The lesions often progress very fast,
both clinically and radiologically, over weeks or months,4 but
the joints then stabilise and the destructive process does not
progress indefinitely.' A period of immobilisation is probably
beneficial and allows the joints to stabilise before too much
damage has been done.

Radiological changes in the forefoot need careful interpreta-
tion. Bony resorption of the phalanges and metatarsals occur
in neuropathy, leading to the characteristic "pencilling" or
"sucked candy" appearance of the metatarsal shafts4 5; but
the commonest cause of destructive changes in the forefoot is
ulceration ofthe foot with subsequent infection.
Changes in the arm have received much less attention than

those of the foot. While major destructive changes are rare,
a recent systematic study6 of 100 diabetics showed that small
subchondral and periarticular cystic changes (especially in
hands and shoulders) occurred twice as often as in non-
diabetic controls. Some periarticular cortical erosions in the
phalanges were also observed. These lesions bore no relation
to the presence of neuropathy. While these changes are of
interest, their functional and pathological significance remains
obscure.

Ectopic calcification in different tissues is often seen on
diabetics' radiographs. Pancreatic calcification is common in
some areas of the world, notably parts of Africa,7 but is rare
in Britain. Vascular calcification8 9 and calcification of the vas
deferens'0 1 are commoner among diabetics than controls,
and soft tissue calcification-especially around the shoulder
joints, "calcific tendinitis"-has recently been added to the
list.6 Calcification of necrotic renal papillae in cases of papillitis
necroticans has also been described. Chondrocalcinosis is a
feature of haemochromatosis,12 which is frequently associated
with diabetes.

Arterial calcification is of two kinds-patchy intimal cal-
cification, which is thought to be related to occlusive vascular
disease,'3 and linear medial calcification (M6nckeberg's
sclerosis'), which is probably not. It is the latter which appears
to be much commoner and more extensive in diabetics9 14

especially in the metatarsal arteries.'5 Radiological changes are,
then, pronounced in the feet but are also frequently seen in
pelvic, ovarian, and uterine vessels and sometimes in the
hands and arms as well.6 The duration of the diabetes, at least
when young-onset diabetics are considered, seems the most
important factor in its evolution, and vascular calcification
has been shown to be present in about 90% of people surviving
over 35 years.8 Naturally, it is commoner in older patients
regardless of duration of the disease. There is some correlation
with the presence of retinopathy but not renal disease'4; no
relation has been established with diabetic control. Whether
medial calcification greatly reduces vascular furnction is
uncertain, but it is now known that there is some diminution
of peak blood flow in those with calcified arteries.16 It certainly
presents a practical problem to surgeons attempting to insert
fistulae into longstanding diabetics with renal failure.

Other radiological features occurring in diabetics include
some dramatic pictures of gas formation resulting from infec-
tion, mainly in the kidneys and bladder" and in the feet.
Abnormal bladder17 and gastricl8 function are also responsible
for characteristic radiological changes. Thus the infinite
variety of diabetes reflects itself in the field of radiology as in
so many other branches of medicine.
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Smoke-polluted food

As well as destroying their own health smokers set a dangerous
example to young people and make the air disagreeable for
non-smokers. Theatres in London's West End have long
since won the battle for clean air, for hardly any now permit
smoking in the auditorium. It is time for restaurants and
dining halls to follow suit. At meals in private houses a man
is free to choose his friends, so that if he leaves after the meal
with his clothes and even his hair stinking of tobacco smoke he
may choose differently next time. But in public dining places
he deserves some protection from the noisome minority
polluting the air.

Every non-smoker, and many smokers too, will thus be
grateful to the Prince of Wales for his refusal last week to allow
the Loyal Toast to be proposed immediately after the main
course at a banquet,' an offensive custom that has grown up
so that guests may thereupon smoke between and even during
the courses that follow. In fact, according to the president of
the Guild of Professional Toastmasters, Mr Ivor Spencer,
the "modern trend at 85% of dinners and banquets is for the
loyal toast to be given after the main course." This trend
should be reversed. Why should agitated and impatient smokers
impair the senses of smell and taste and irritate the eyes and
lungs of their fellow guests ? Planes, trains, buses, and ships
all set aside accommodation for smokers, though they too
often designate it for non-smokers as though these were the
group that needed special provision. Restaurants and banquet-
ing halls would serve their public well if they did the same,
and serve it better still if they prohibited smoking altogether.
Perhaps the Good Food Guide, which has immeasurably
improved standards of eating in Britain, could make a start
by classifying restaurants which ban smoking altogether or
provide separate rooms for non-smokers.

The Times, 5 November 1975.
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