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was gratifying, and a tribute to the good sense of our people,
that the response to the appeal for volunteers to undergo
vaccination had been so satisfactory.

It would be wrong to exaggerate the claims for polio-
myelitis vaccine, and many questions still remained un-
answered, especially the degree of immunity which the vac-
cine conferred in the first five years of life and the duration
of the immunity. But this was clear: the vaccine signi-
ficantly reduced the risks of paralytic poliomyelitis, which
must be one of the most tragic of human disabilities; but
it did not guarantee success. It was, however, a major
advance on which improvements would be made in the next
few years. It was not outside the bounds of possibility
that a drug, possibly an antibiotic, would be discovered
which would be effective against this virus.

Fluoridation of Drinking-water
The proposal to add fluoride to public water supplies

raised many problems for the individual, and he should
therefore be assured that the best opinion was alive to its
need and satisfied of its harmlessness.

Dental decay was present in practically every citizen of
this land. Even at the age of 5, children had on the aver-
age 5 to 6 defective teeth. Investigations in the past 25
years in many countries, on a large scale especially in the
U.S.A., had shown that the more fluoride there was in drink-
ing-water the lower the incidence of caries in those to whom
it was supplied. A comparison made, for example, between
two groups of children in North Shields and South Shields,
where the water contained I part per million (p.p.m.) and
1.2 to 1.8 p.p.m. of fluoride respectively, showed that in
the latter there was only half as much caries in both milk
and permanent teeth. In a very wide series of studies from
different areas it had been shown that if drinking-water con-
tained 1 to 1.5 p.p.m. of fluoride a third of the children
had no caries and over half had less caries than in non-
fluoride areas. There was evidence that this protection con-
tinued into adult life.

But if the fluoride was increased to 3 p.p.m. or more the
teeth showed a white mottling or brown staining, but this
did not occur with water containing either naturally or by
addition no more than 1 to 1.5 p.p.m. In some parts of
England-e.g., Maldon and West Hartlepool-the fluoride
content of the water was high and mottling of teeth was
seen. In certain industries fluoride poisoning might occur
with effects especially on the skeleton, but no such hazards
occurred with drinking-water containing 1 p.p.m. except
occasional white flecks on the teeth of very few children,
and these were detected only by expert examination. A
careful search in 64 cities of 16 of the United States of
America, a half with high fluoride water and a half with
low, had shown no differences at all in the relative incidence
or mortality of a large variety of diseases. Many cities in
America, comprising at least 15 million people, had had
10 years' experience of fluoridation without any untoward
effects.
A mission sent by the Government of this country to

North America in 1952 recommended a trial of fluoridation
in this country, in the first instance in a few selected com-
munities. The Govemment accepted this advice, and studies
were planned or were in progress in selected centres. Public
reaction to these trials was bound up with the emotional
aversion to mass medication and the problem of the freedom
of individual choice. But it might be asked, " Should those
who wish to have fluoridated water be prevented from so
doing ? " Communities must themselves decide in the light
of the available facts.

Conclusion
In conclusion, Sir Henry Cohen expressed his awareness

of the difficulties of informing the public on medical matters.
" I cannot hope wholly to have avoided these pitfalls but I
have endeavoured to minimize them," he said. And finally
he reminded his audience of the " essential humanity which
is indispensable to the best practice of medicine," however
great the scientific advances.

Correspondence
Because of heavy pressure on our space, correspondents are
asked to keep their letters short.

Treatment of Mixed Parotid Tumours
Sm,-May we comment on one point that has arisen in

the discussion that has been going on on this subject in your
columns ? Mr. F. G. Smiddy (Journal, March 31, p. 744) in
justifying routine biopsy of parotid tumours makes the state-
ment that " simple enucleation of the adenolymphoma group
of tumours is all that would appear to be required.
This statement does in fact represent current belief and
practice, and has the support of no less an authority than
Redon.' In a serial section study of parotidectomy material
on which we have been engaged during the past four years,
however, we have had two cases in which a separate second
adenolymphoma unsuspected clinically was found in the
parotid remote from the main tumour (incidentally we have
not had a comparable experience with primary mixed
tumours). This finding probably explains the now well
authenticated occasional " recurrences " of adenolymphoma,2
which have up till now been regarded as due to remnants
of the original tumour. In light of it, parotidectomy would
appear to be the correct treatment for adenolymphomata
also, and the argument that preliminary biopsy should be
carried out as a routine on parotid tumours, in order to
avoid an unnecessarily extensive operation should the tumour
be an adenolymphoma, loses its validity.-We are, etc.,

DAVID PATEY.
London, W.1. A. C. THACKRAY.
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Cerebral Abscess and Tetralogy of Fallot
SIR,-The article by Dr. R. P. Jayewardene on cerebral

abscess complicating congenital heart disease (Journal, April
7, p. 787) was of interest to us because of a similar case
which occurred in our practice last year.
The patient was a girl of 17 who had been a patient of

my partner since 1950. She had been attending, since 1943,
the local department of cardiology, where the diagnosis was
made of tetralogy of Fallot. In May, 1949, a Blalock-Taussig
operation was successfully performed. Having previously
been greatly incapacitated, she was, after this operation, able
to lead a normal life. By 1955 she was engaged, was planning
to go to America to be married, and was now working a
full eight-hour day as a boxmaker, with a part-time job as
a cinema usherette in the evenings.

During the second half of February and the first half of
March, 1955, she suffered from vague ill-health, complaining
of headache and having occasional vomiting. On March 10,
1955, she complained of headache which became progres-
sively worse. On March 14 she developed nominal aphasia
and started vomiting. I was called out to see her at home
on March 16. On examination, the patient was very drowsy
but rousable; temperature 100.2° F. (37.90 C.); pulse 68;
she had slight neck stiffness but no true rigidity; Kernig's
sign was negative; she had a loud systolic murmur in the
precordial area which had been present before this incident;
and finger clubbing which had also been present previously
but now was accompanied by splinter haemorrhages under
the nails. I sent her into hospital for investigation, giving
a provisional diagnosis of subacute bacterial endocarditis.
The information regarding her subsequent progress has

been obtained from my visits to her in hospital, and from
the very full notes sent to us after her discharge. Lumbar
puncture performed on admission showed an increase in
cells and protein. On the next day lumbar puncture showed
Staph. albus and she was started on penicillin therapy. By
the beginning of April she had papilloedema in the left eye
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and a right sixth nerve palsy with a right hemiparesis. She
improved, and by April 24 neurological examination was
practically negative except for a low-grade bilateral papill-
oedema. On April 30 she suddenly developed severe head-
ache and vomiting, became drowsy and apathetic, and her
condition deteriorated until May 3, when she was trans-
ferred to a neurosurgical unit. By that time her condition
was described as verging on that of decerebrate rigidity with
a marked right-sided hemiparesis, bilateral papilloedema,
bilateral Babinski response, and marked neck rigidity. The
diagnosis made was "left temporo-parietal abscess accom-
panying tetralogy of Fallot." At operation a large abscess
containing 65 ml. of pus was evacuated from the left
posterior temporal region.
She made a good post-operative recovery and was dis-

charged on July 12. She was seen at regular intervals by
me until the end of October. Her condition at that time
was satisfactory, except that she appeared duller and
mentally backward compared with her state before the onset
of the present illness. She left the country at the end of
October, justifiably full of praise and gratitude for the skilful
treatment she had received in hospital.

This is another teenage patient with a tetralogy of Fallot
who was treated for a cerebral abscess diagnosed before
operation, and in this case there was a good response to
therapy. I wish to record my own appreciation of the
courtesy extended to me by my consultant colleagues in
hospital, who afforded me every opportunity to keep myself
informed of the clinical progress of this patient.-I am, etc.,

Edinburgh, 8. D. W. MAcLEAN.

Hypoglycaemic Coma
SIR,-A history of sudden loss of consciousness in a

known diabetic patient taking insulin will at once raise the
possibility of hypoglycaemic coma. Low blood sugar levels
resulting in coma also occur in such varied conditions as
islet cell tumours of the pancreas, hepatic disease, panhypo-
pituitarism. hypothalamic lesions, and Addison's disease. In
many instances the clinical picture may be obvious, but
the case of Addison's disease presented by Dr. N. L. Gittle-
son (Journal, March 17, p. 608) well illustrates some of the
diagnostic difficulties which may be encountered. The
following case of coma, characterized by acute peripheral
circulatory failure and hypoglycaemia due to toxic degenera-
tion of the adrenal cortices, is reported for interest.
At 9.30 a.m. on January 10, 1956, a woman, aged 47, was

found at home unconscious. Apart from a history of vari-
cose eczema and ulceration for some years, and amenor-
rhoea for four months, her husband stated that she had
been quite well till the previous day, when she complained
of abdominal pain and vomiting. On admission to hospi-
tal (3.30 p.m.) she was in deep coma and showed no re-
sponse to painful stimuli. Her temperature was 950 F.
(350 C.), the pulse was imperceptible, and the blood pres-
sure was not recordable. Her skin was cold and dry and
the extremities were blue. Both legs were bandaged, areas
of hypostatic eczema and superficial ulceration with oedema
being present below the knees. There was no pigmentation
of the skin or buccal mucosa. The distribution of axillary
and pubic hair was normal. Abdominal examination re-
vealed the presence of a large fibroid the size of a four-
months' pregnancy. The fundi appeared normal. There
were no localizing neurological signs. The limbs were
flaccid and the plantar responses flexor. Intravenous infu-
sion of noradrenaline was immediately given. The blood
pressure rose to 140/70 and was satisfactorily maintained
near this level. Her urine contained no albumin or sugar.
Lumbar puncture was performed; the C.S.F. pressure, cell
count, and protein were normal. During the night she
exhibited periodic tonic and clonic convulsive spasm in-
volving both sides of her face and all her limbs. At
9.30 a.m. the following morning the blood urea was
64 mg. per 100 ml., the blood cholesterol 161 mg. per
100 ml., and the blood sugar 27 mg. per 100 ml. Glucose
was at once given intravenously with no apparent effect

on the degree of coma, though by 3 p.m. the blood sugar
level had risen to 63 mg. per K00 ml. She died at 5.30 p.m.,
some 34 hours after being first found in coma.
At necropsy (Dr. G. Stewart Smith) both adrenal glands

were normal in size. About one-third of the right adrenal
was slightly swollen and dark in colour, suggesting toxic
degeneration with some haemorrhage. The whole of the
left adrenal was diffusely dark in colour, the appearance
being similar to that noted in the right gland. Histological
examination showed the zona glomerulosa fairly well pre-
served; the zona fasciculata and reticularis were largely
destroyed so that only scaffolding and macrophages re-
mained. The adrenal medulla was haemorrhagic but not
so affected by changes as the inner layers of the cortex.
The thyroid, pancreas, and liver were normal. The pituitary
showed degenerative changes possibly of toxic type. The
spleen was about twice normal size, and the pulp was un-
usually soft and largely composed of acute inflammatorv
cells including many polymorphs. A strong growth of B.
proteus was cultured from the ulcers of both legs and from
the spleen.

In this case, toxic degeneration of the adrenal glands
was considered to be a complication of secondary infec-
tion of the ulcers of the legs. The necropsy findings clearly
show that earlier recognition of the hypoglycaemic state
would have been of no avail. Nevertheless, it is evident
that hypoglycaemia must be seriously considered in the
differential diagnosis of unexplained coma in non-diabetic
persons.-I am, etc.,

Exctcr. A. G. FREEMAN.

Non-specific Uretiritis
SIR,-Further to your annotation on non-specific urethritis

(Journal, March 24, p. 676) I may say I have been most
interested in this problem for the past ten years, and venture
to offer my conclusions, although I no longer see sufficient
cases to report a series.
The shameless type, who has had intercourse in practic-

ally every port on the surface of the globe, may have picked
up in his career several doses of gonorrhoea and possibly
one or two of syphilis, but is not the type to present at
a V.D. clinic with non-specific urethritis. It may be said
of the man who does so present, " Homo post coitum tristis
est." His experience is usually comparatively slight, and
represents a fall from grace, often about a month before
symptoms are produced.

If one considers the lining membrane of the urethra as
thinner and more delicate but otherwise comparable to skin,
it could be the site of lesions similar to those which can
be produced on the skin by trauma, infection, or a combina-
tion of the two, not forgetting the emotional influences
which can cause or aggravate eczematous eruptions. If
the lining of the urethra were the seat of an eruption similar
to a subacute eczema, then t-he discharge would presumably
consist of desquamated epithelium, a few pus cells, and
mixed contaminating organisms, on which any potential
pathogens might gain a more permanent foothold. This
appears to me to be the state of affairs found in non-specific
urethritis.
The very manner of presentation, which I am sure all

venereologists will recognize, gives credence to this concept,
for on presentation of a presumably normal-looking organ
a comment that there does not appear to be much amiss will
produce an instant impressive and obviously well-practised
demonstration, as he thinks he has gonorrhoea. With heavy
and traumatic massage from under the scrotum forwards,
he produces one small bead of mucopus, which on examina-
tion microscopically reveals epithelial cells, a few pus cells,
and mixed organisms. I submit that in such a case trauma
is the main aetiological factor, and where the patient can
be persuaded to treat his penis with more respect the symp-
toms rapidly disappear. It undoubtedly helps in treat-
ment if the predominant organisms can be suppressed with
suitable antibiotics, and the urine made less irritating with
some pot. cit. As with certain dermatoses, bathing in weak
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