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seconded as a working member of the staff of the pxdiatric
neurology unit.

NEED FOR SPREAD OF KNOWLEDGE OF CHILD

NEUROLOGY

It is difficult to estimate the need for services in a

specialty which is developing as rapidly as child

neurology. (In Edinburgh the number of children
referred to neurological and paediatric clinics rose from
256 in 1962 to over 700 in 1967.) The heavy case-
loads carried at present by specialist university clinics
are probably partly a consequence of the inadequate
training which many doctors and paediatricians have
had in developmental pxdiatrics and paediatric
neurology. As the demands by district paediatricians
for continuing education in developmental paediatrics
and paediatric neurology are met, the present excessive
and increasing load may decrease.
Assuming that in ten years there should be approxi-

mately one specialist child neurology unit per million
population, at least five training-places for peedia-
tricians and/or neurologists in Scotland and fifty
places in England and Wales should be available now.
(In Sweden seven large regional hospitals, each serving
a population of 1 to 11/2 million people, have been
organised and each of them is planned to have a
consultant children’s neurologist with additional
consultants in child habilitation. So far the plan has
already been implemented in Stockholm and Uppsala.)

REGIONAL ACADEMIC PaeDIATRIC NEUROLOGY

UNIT

The first step in improvement of services in paedia-
tric neurology is to set up, in all large regions, an
academic unit in this subject.

(a) The logical place for the regional academic pxdiatric
neurological outpatient and inpatient unit is in the academic
poediatric unit or children’s hospital. This in turn should
be in immediate geographical continuity with a large
academic clinic and hospital devoted to the care of adult
patients and capable of providing specialist services and
sophisticated modern facilities for diagnosis and treatment.

(b) The university pxdiatric neurological unit will see
cases referred largely by paediatricians. It will provide
specialist consultant services to orthopaedic, neurosurgical,
mental-deficiency, paediatric, and other hospitals and to
clinics for children with cerebral palsy, spina bifida,
epilepsy, mental deficiency, educational difficulties, psychia-
tric disorders, and (most important perhaps) infant-
welfare clinics. Periodic visits to outlying paediatric units
in the region have great clinical and teaching value.

(c) It will do research on child development.
(d) It will pursue research into the causes, effects, and

treatment of neurological disease in childhood.
(e) It will provide facilities for the vocational training of

clinicians who wish to work with children suffering from
neurological disorders. The training in development and in
neurological disorders may differ in nature, amount and
sophistication. Those who spend three or four years in the
unit may eventually become consultant paediatric neuro-
logists, whereas junior members of staff who stay for a
shorter period may be considered to have training in

developmental pxdiatrics sufficient for a generalist
paediatrician.

(f) It will also teach child development and neurological
disorders of childhood to undergraduates, to many

specialists as part of their vocational training, and to various
types of doctors already in practice as part of their con-
tinuing medical education.
The service functions of the unit are vital to its

well-being. It is unhealthy if the teaching or the
research becomes overemphasised and the paediatric
neurologist isolated from clinical paediatricians, neuro-
logists, and other colleagues or from the rehabilitation
services.

Requests for reprints should be addressed to R. Mac K.

Points of View

MEDICAL HYSTERIA

J. M. NAISH
Frenchay Hospital, Bristol

Most of us have looked with amusement, yet with an
underlying emotional tension, at the frenzied activity with
which well-wishers come to the assistance of a fellow
human-being who has been knocked down by a bicycle or
a slow-moving car, who has had a vertiginous attack and
collapsed, or who is bleeding profusely from the nose.
Much of the activity is purposeless, but it comforts the
giver and sometimes the receiver, and it certainly eases the
feeling of tension among the bystanders. Doctors can more
accurately judge which situations demand action and which,
masterly inactivity, but they cannot prevent that sense of
restless tension which is aroused in every human-being by
the sight of suffering in others.
The professional approach demands that the emotions

be subjugated, so that all efforts can be concentrated first, on
a critical analysis of the situation, and then on practical
steps to deal with it. This economy of effort saves the

energies of the doctor and the nurse for the next problem.
In a straightforward matter like the debridement and

suturing of a laceration, or the treatment of acute left
ventricular failure, the professional approach saves both
time and emotional energy. But doctors are by no means
immune from restlessness and frenzy when they are con-
fronted with distressing conditions: when there is some-

thing practical and useful to do, they do it, but the more
serious the illness and the fewer the remedies for it, the
greater the emotional strain, and the more doctors seek to
release it by activity which, judged rationally, is useless.
The two elements which seem most to determine the

volume of unnecessary activity are the gravity of the

patient’s condition and the absence of any obvious remedy.
Thus, a 5-inch laceration of the scalp generates the minimum
of unnecessary activity because the condition of the patient
is not serious and the remedy is simple. On the other hand,
if a patient is suffering from unresponsive leukaemia and
gangrene of the foot, the possibilities of doing any real
good are very limited, but medical activity can be very
great. The general law seems to be that inappropriate
medical activity is directly proportional to the gravity of
the patient’s illness, and inversely proportional to the
likelihood of real or lasting therapeutic benefit. This

inappropriate medical activity can in certain circumstances
be referred to as medical hysteria.
A simple story illustrates the pathos behind the facade of

pseudo-science. A child of seven was very severely burnt,
three-fifths of the body surface being lost. Though the
prognosis was grim, everything that could be done was done,
and some three days after admission the child’s condition
was desperate. A call went out for urgent estimation of
serum potassium, sodium, bicarbonate, and urea. These
estimates had been done 12 hours previously and were
within normal limits. The pathologist came in on Sunday
afternoon to review the case and determine whether there
was any likelihood that further estimations would be likely
to yield different results, or if they did, to influence the
character of the intravenous therapy. Having surveyed the
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problem, he pointed out to the agonised house-officer that
it was most improbable that further serum-electrolyte
estimations would be different or lead to any different
treatment. The house-officer then said: " Well, can we
have the blood-urea done then ? " The pathologist asked:
" Would it do the patient any good if you knew it had gone
up since 12 hours ago ? ", and the house-officer answered:
" No, but it would make me feel better."
When we read this story, our sympathies are likely to be

with the agonised house-officer, and not with the coldly
scientific pathologist. But can the hospitals afford the
unchecked spread of unrecognised medical hysteria ? In

my hospital, requests for laboratory services have gone up
by 25% per annum in the past five years. In the past two

years, the requests for serum-electrolyte estimations have
doubled, while the proportion of abnormal results (on very
wide criteria) had fallen from 42% to 23%. Reports from
other hospitals, where 12-channel ’AutoAnalyzers ’ have
been installed, indicate that the work expands to fill the
capacity of the machine, rather than in response to any
change in the pattern of disease or to changes in medical
practice. Taking lots of blood and sending it to the labora-
tory does little harm, except to the national exchequer and
our clarity of vision. But unnecessary radiological examina-
tions of elderly and very sick people can be not only un-
comfortable but really distressing. The question to ask is,
how often is it the patient who has to pay when the doctor
gives in to a bad attack of medical hysteria ?

Public Health

LOCAL-AUTHORITY WELFARE SERVICES

THE upheaval imminent in the local-authority social and
welfare services has not deterred one authority from going
ahead and reviewing its presant services with a critical eye.
Buckinghamshire County Council Department of Health
and Welfare has published the first two in a series of reports
on progress in various of its activities. The findings are in
many ways relevant to the rest of the country.
The first report 1 surveys the present services for the

blind and partially sighted-with particular emphasis on
administration, the role of the voluntary association, and the
function of the social worker. Although the number of
people registered blind and partially sighted has not in-
creased significantly in recent years, the Buckinghamshire
working-party warns that future provision must take account
of the high proportion of those affected who will be over 65
years old, and of the predominance of women among this
number. A second general trend reported by the working-
party is the disappearance of the specialist home teacher and
social welfare officer for the blind, and his replacement by
the general social worker with a mixed case-load, who has
probably undertaken a three-month special training course
in blind-welfare work. In future, we are told, social workers
cannot be expected to undertake the teaching of handicrafts
to the blind. This work should be taken over by the occupa-
tional-therapy service. The local authority should also

appoint specialist officers to carry out mobility training, and
to teach braille and typing. Shortage of any kind of social
worker is indeed a grave problem. It is essential, therefore,
that the roles of local authority and voluntary workers
should be clearly defined, and that communication between
the two should be improved. On the other hand, the
working-party recommends that the secretariat of the
voluntary association should not remain within the local
authority, but should be employed independently. A joint
1. A Working Party on Blind Welfare Services. Working Papers No. 1,

1970. Buckinghamshire Department of Health and Welfare,
Aylesbury.

liaison committee should, however, be set up of members
of the statutory and voluntary bodies, to work out general
policy. Social workers should be able to attend district
meetings of the voluntary association, so that assessments
can be made in individual cases of what sort of help is most
suitable. A survey of existing cases in Buckinghamshire
showed that about 35% were adequately served by volunteer
visiting. Some functions, however, are better carried out
by the local authority. For instance, it is recommended

that, in future, responsibility for the initial registration of
a blind or partially sighted person should rest with the
local authority, which should also handle the collection of
statistical data. Confidential information should not be

passed to the voluntary association-or, indeed, to any
other body-without the individual’s consent. More liaison
is also urged between social workers, health visitors, general
practitioners, and school medical officers. For example,
health visitors are needed to support the parents of blind
children, and the school doctor to advise on educational
needs.
The second report,2 by Mr. J. C. Fletcher, is on mental

health hostels. The idea of hostels for the mentally ill and
handicapped is relatively new. Mr. Fletcher’s approach is
that, since hostels consume a large proportion of the local
authority’s money, which might otherwise be spent on other
services, some attempt should be made to assess their value
relative to alternative kinds of care. He warns that the
hostel must not become an end in itself, divorced from the
total aims of the health and welfare department. He also
notes a feeling among people involved in hostel care that the
idea has not lived up to expectations. There are two major
problems-there is a limit to the extent to which hostels
can tolerate disturbed behaviour, and there is a limit to the
number of residents who can be rapidly discharged, or even
discharged at all. A hospital might regard disappearance of
symptoms as enough to justify discharge, whereas a hostel
would keep a resident until he had a steady job and a
sympathetic and helpful home environment. Some hostels,
indeed, have had to lower their sights-having set out with
therapeutic aims, they have decided that the best they can
do to help is to provide long-term homes. The need for
long-stay hostels should therefore be generally recognised.
Mr. Fletcher remarks that " to create and run a hostel for
the mentally ill which is a real half-way house, a part of the
community, rather than an extension of the hospital system,
is a very difficult operation ". In Buckinghamshire, very
few hostel inmates have jobs, even in the hostels intended
as transitory, and the hostels tend to be regarded as institu-
tions supplying the residents’ every need, instead of as
genuine homes of which they might be independent during
the day. On the other hand, there are also many people in
hostels who need not be there if adequate domiciliary ser-
vices and day centres were available. Hostels differ in their

aims, but patients tend to be assigned to specific hostels
according to their location, rather than the kind of care they
offer. Mr. Fletcher’s conclusion, therefore, is that, since it
seems clear that, in future, hostels, rather than hospitals,
will carry the bulk of the mentally disordered who need
residential care, there must be a policy of providing separ-
ately and appropriately for different kinds of need. For

instance, a differentiation between the mentally ill and the
mentally handicapped should be made at once. The hostels
should be specialised in function, and planned in association
with social-work establishments and day centres, unsuper-
vised groups, lodgings, or foster-homes, to ensure that
transitional hostels are not blocked by unsuitable people.
It is also important to provide proper training and a career
structure for hostel staff, and to enable them to communicate
with the local department and other workers in the service.
2. Mental Health Hostels: Progress and Problems. By J. C. Fletcher.

Working Papers No. 2, 1970. Buckinghamshire Department of
Health and Welfare, Aylesbury.


