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Hope for broken hips
Breaking a hip can be a catastrophe in old age. The
chances of elderly victims of proximal femoral frac-
tures being fully restored to independence remain poor
despite major advances in anaesthesia and operative
techniques. Such fractures are placing an increasing
burden on short stay orthopaedic units, and as a result
many orthopaedic services have joined forces with
geriatric medicine units to provide postoperative care
and rehabilitation. But is a problem shared a problem
halved?
A prospective randomised study in a district general

hospital (p 1083) found that elderly patientswith broken
hips go home sooner and retain greater independence
when physical rehabilitation after operation took place
away from the admission ward under the supervision of
a geriatrician: the numbers in hospital or nursing
homes at the end ofthe study were more than halved. If
unnecessary handicap and loss of autonomy are to be
avoided such frail elderly patients must be cared for by
specialist rehabilitation services.

Angiotensin converting enzyme
inhibitors and diabetic
nephropathy
About40% ofall insulin dependent diabetics eventually
develop nephropathy-defined as persistent pro-
teinuria, a decline in glomerular filtration, and in-
creased blood pressure. Research studies on rats have
shown that glomerular hypertension may be present
even when the systemic blood pressure is normal.
Treatment with converting enzyme inhibitors reduces
the glomerular pressure by dilating the efferent
arterioles, and such treatment may be expected to slow
the rate of progression of renal damage in diabetics.
Two studies in this issue confirm the clinical value of

this approach. Parving et al (p 1086) treated hyperten-
sive diabetics with captopril and showed a reduction in

proteinuria and a slowing of the rate of progression
of the nephropathy when compared with historical
controls. Marre et al (p 1092) intervened at an earlier

stage in normotensive patients with microalbuminuria
andshowed that fiveofthe 10 treated recoveredanormal
rate of excretion of protein.

Short term increase in breast
cancer risk after pregnancy
The traditional teaching over the past 30 years has been
that one full term pregnancy or high parity, or both,
has a protective effect against the development of
breast cancer. Even so, women with a first full term,
pregnancy after the age of 32-35 are at a higher risk of
breast cancer than nulliparous women, and during the
reproductive years breast cancer is commoner among
parous than nulliparous women. Bruzzi et al (p 1096)
have now analysed data from two- large case-control
studies on breast cancer. They suggest that pregnancy
mnay cause a short term increase in the risk of breast
cancer, which overcomes the long term protective
effect for about three years. Their findings, which
confirm predictions from animal studies, may prove
important in understanding breast carcinogenesis,
particularly the role of endogenous hormones in both
suppressing and promoting the process.

"No room" may be fatal
Among the currently fashionable performance
indicators is bed occupancy, and a high rate is
commonly equated with high efficiency. Evidence is
accumulating, however, that a high rate of bed
occupancy may mean that emergency admissions are
sometimes turned away. In a clinical setting fluctua-
tions in demand are both inevitable and unpredictable.
A practical example of these conflicts appears on

p 1098, where 7o6wman et al present data from
the perinatal unit at the Royal Women's Hospital,
Melbourne. Over 18 months almost one quarter of the
infants born before 30 weeks had to be moved to
other hospitals because the perinatal centre was full.
Mortality in the infants transferred was double that in
those treated in the hospital in which they were born.
The authors conclude that because the requirement for
neonatal intensive care is episodicandunpredictable the
system needs to be more adaptable.
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The Enniskillen bomb explosion on 8 November
1987 was the first major incident in Northern
Ireland to take place close to a district general
hospital in a small town (p 1113). Because it was
Sunday only seven doctors and 20 nurses were
immediately available onsite, though thesefigures
increased to 20 and 40 respectively by the time
triage had been completed. The disaster plan
worked well, the most notable difficulties being
the lack of ex-directoiy telephone lines to allow
rapid communications outside the hospital and
access to the hospital because of traffic congestion
and road closures. Only one patient required
immediate surgery, though she died from un-
salvagable injuries; another 13 were admitted as
casualties and treated. Helicopters had a major
role intransferringseven seriously injuredpatients,
whose condition was stabilised, to specialised
units elsewhere
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The BMJ3 has agreed to accept manuscripts prepared in accordance with the
Vancouver style (BMJ, 6 February 1988, p 401) and will consider any paper
that conforms to the style. More detailed and specific instructions are given
below.

The following include the minimum requirements for manuscripts
submitted for publication.

All material submitted for publication is assumed to be submitted
exclusively to the BMJ' unless the contrary is stated.

Manuscripts will be acknowledged; letters will not be unless a stamped
addressed envelope is enclosed.

Papers will normally be refereed and may be statistically assessed before
acceptance.

Authors should give their names and initials, their posts at the time they
did the work, and one degree or diploma. All authors must sign their
consent to publication.

Three copies should be submitted. If the manuscript is rejected these
will be shredded.

Typing should be on one side of the paper, with double spacing between
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Drugs should be given their approved names, not their proprietary
names, and the source of any new or experimental preparations should be
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