
778 APRIL 30, 1949 CORRESPONDENCE BRITISH

Diagnosis of Phthisis in General Practice
SIR,-Attention has been drawn by Dr. Peter Stradling (Nov. 6,

1948, p. 832) and Dr. Bertram Mann (Nov. 20, p. 917) to the
practitioner's duty and delay in the diagnosis of phthisis. As
one who has been specially interested in this condition I make
the following comments with the hope that useful knowledge
may be added for those who write such articles and have no
sustained experience of general practice.
X Rays.-Hopelessly overworked departments have been the

rule in most areas visited, and they are usually under-staffed;
since the State Service came into being chaos has prevailed.
How can one therefore send cases up-other than to a mass
x-ray unit-for a host of suggested symptoms without con-
siderable sifting ? Shortage of films is another factor.
Cough.-Where this is found to be due to disease of the upper

respiratory system, chronic bronchitis or heart failure, smoking
to excess with or without alcohol, or secondary to acute infec-
tions, x-ray examination is not recommended unless the cough
persists with other signs or symptoms. When one considers
the huge numbers of cases of bronchial catarrh in the English
climate, this can hardly be regarded as pathological; no x-ray
examination is suggested for these. Dyspnoea and laryngitis
are so common in non-tuberculous conditions that other causes
should be eliminated first. Some four patients with tubercu-
lous laryngitis have been seen in my practice in twenty-two
years, two before the chest condition was diagnosed. Of the
many pneumonias, a similar number proved to be due to
phthisis.
Lassitude.-For every case found to be tuberculous in origin

many hundreds are due to other conditions, especially functional
causes.
Haemoptysis.-Whilst this indicates x-ray examination, many

other conditions such as neoplasm, mitral disease, bronchi-
ectasis, papilloma of bronchus, and acute bronchitis are
commoner causes by far.

Pain in the chest, pleurisy, loss of weight, anorexia, and
anaemia, while being symptomatic of tuberculous disease, so
commonly occur in other conditions as often to rule it out
without further thought. Ischio-rectal abscess, erythema
nodosum, and phlyctenular conjunctivitis have become so
increasingly rare for a number of years in my practice that
as signs they seem remote compared with the commoner
features. P.U.O. cases have mostly proved blanks to all
investigations. Very few cases of influenzal and recurrent
febrile chills have been found to be tuberculous.

Before condemning the practitioner in the delay of diagnosis
of phthisis we must remember that there are other illnesses
which take up his time. Any cough unaccounted for by multi-
tudinous other causes and which persists for 2 to 4 weeks
is investigated for phthisis by any reasonably modern or ancient
competent family doctor, especially when accompanied by wast-
ing, night sweats, and haemoptysis. Far too many criticisms
are levelled at the family doctor by. those who are quite
ignorant of prevailing conditions of general practice, and what
is more have no prolonged practical experience of this branch
of medicine.-I am, etc.,
Hove, Sussex. J. HARTSILVER.

Living Anatomy
SIR,-In the review of Living Anatomy, a Photographic Atlas

of Muscles in Action and Surface Contouirs (April 2. p. 577),
Professor H. A. Harris, discussing the platysma muscle, states,
"This muscle is not figured." In point of fact, the platysma
is shown with a photograph and title to itself in Fig. 8, p. 12.-
I am, etc.,

Aberdeen. R. D. LOCKHART.

B.C.G.
SIR,-Before we get carried away in our enthusiasm for

spending large sums on B.C.G. vaccine and subjecting large
numbers of helpless people to it, let us take note of one aspect
of the matter that seems to have been ignored. What are the
facts ? We know that a person with a naturally acquired posi-
tive Mantoux reaction is not so likely to develop the disease
when exposed to further doses of tubercle bacilli. But is not
this only what one would expect in any case ? After all, the

individuals with a positive Mantoux are those who-to use a
biblical simile-have been tried in the fire and not found
wanting. In other words, they have demonstrated that they
already have an innate resistance to the disease, or they would
not have survived to tell the tale. Obviously they will continue
to show that resistance, and there should be nothing remark-
able in that.
A naturally acquired Mantoux reaction, therefore, is merely

a certificate, as it were, that they have successfully come
through this ordeal; and in that sense it is, of course, of great
value, say, in the selection of nurses. But does it follow that
by inducing positive Mantoux reactions artificially we can
imitate that same degree of resistance ? The Mantoux test
itself does not confer the immunity but is merely a coexisting
phenomenon. By analogy with other disease we can suspect
that it may indicate resistance, but we can be by no means
certain as yet. We know that the Mantoux reaction can be
positive with the patient going steadily downhill; we also know
that the dividing line between immunity and allergy in tuber-
culosis is a fine one. Until we have some really convincing
proofs of the efficacy of B.C.G. let us remember that we are-
I continue my metaphor in all seriousness-playing with fire.
By all means let us have experiments, but let them be properly
controlled ones with the full realization of the risks involved.-
I am, etc.,

Fort Hare, Cape Province. W. NORMAN TAYLOR.

Repetitive Auricular Flutter
SIR,-In a recent paper in this Journal (Jan. 1, p. 10) two

of the undersigned (G.P.-S. and D.W.) reported a case of
a boy who developed a cardiac dysrhythmia following con-
tusion. The case was unusual in that an embolic hemiplegia
had followed the contusion-the embolus presumably having
arisen from a mural thrombus above the damaged endocardium.
Electrocard.ographic records which illustrated that paper were
described as demonstrating an unusual example of heart block.
We have heard from Dr. Cornelio Papp that the records were
characteristic of repetitive auricular flutter,' and this opinion
has since been confirmed by examination of a longer section
of the record.

Dr. Papp's information is of particular interest, since repeti-
tive auricular flutter is generally held to be a congenital
arrhythmia, although there were good reasons for believing
that in this case it followed a blow on the chest. As we are
unable to find any other record of this aetiological association
we thought it desirable to correct the opinion which was
expressed in the Journal, particularly in view of the fact that
the mechanism responsible for the repetitive auricular flutter
in this case was an unusual one.-We are, etc.,

GERALD PARSONS-SMITH.
DENIS WILLIAMS.

London, S.W.1. ALASTAIR HUNTER.
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Diparcol in Parkinsonism
SIR,-I read with interest Dr. R. S. Duff's report (April 9,

p. 613) dealing with the results of treatment with " diparcol "
in some cases of Parkinson's syndrome, and consider that the
details of the following case, which came under my care
recently, are of sufficient interest to warrant publication.
A female patient, 57 years of age, developed encephalitis

lethargc-a twenty years ago. Before diparcol was given she
was unable to attend to the simplest personal duties, gait was
markedly affected, and there was excessive salivation. Treat-
ment commenced on Jan. 4, 1949. Initially, one tablet of
0.05 g. was given daily for three days, then later one tablet
of the sarne size night and morning. The patient appeared
to be very depressed, and salivation became more troublesome.
On Jan. 25 the dosage was increased to three tablets of 0.05 g.
daily, and dextro-amphetamine sulphate was also given three
times daily one hour before the diparcol. Six days later a
further increase to four tablets of 0.05 g. per day was made,
and slight improvement followed. From this date dosage was
progressively raised, until three tablets of 0.25 g. were being
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