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3,500 expected weeks of his life, compared with measles's
one or two weeks. The humidity and temperature of the
air appeared to influence the morbidity rate. Dr. M. J.
PLEYDELL described his epidemiological studies in North-
amptonshire of Huntington's chorea, mongolism, anen-
cephaly, and congenital heart disease.' Dr. S. L. MORRISON
spoke on the incidence and distribution of psychotic illness.

Preventive Medicine
Sir KENNETH COWAN, C.M.O., Department of Health for

Scotland, gave the presidential address to the Section of
Preventive Medicine, whose subject was epidemic influenza.
He referred to the way epidemic diseases waxed and waned
over the centuries, a periodicity which was nlot understood
and whose full implications were not apparent even to-day.
In the Western world the scope of the epidemiological
method must now be widened to include mass disease or
trauma. A combination of intensive epidemiological study
with the application of public health methods could make
a great impact on many conditions such as coronary disease
and various forms of cancer which had become urgent
public health problems.

Dr. C. H. ANDREWES, F.R.S., opened the symposium on
epidemic influenza. The recent epidemic had differed from
many of its predecessors in the speed with which it had
spread right across the world in six months and in its very
good press, which had aroused more alarmn than its severity
would justify. Influenza was able to afflict adults many
times over because it attacked a mucous surface where anti-
bodies from previous attacks were not readily available and
because the virus kept changing its antigenic make-up.

Other Speakers
The presidential address to the World Health Section was

given by Sir JOHN CHARLES, C.M.O., Ministry of Health,
and he described the broadening vistas of the World Health
Organization's programmes. Sir ARTHUR MASSEY, C.M.O.,
Ministry of Pensions and National Insurance, in his presi-
dential address to the Section of Health and Welfare of
the Family, introduced the subject of the welfare of the
elderly, which the Section then debated.
Other presidential addresses were given by Dr. R. F.

TREDGOLD (Section of Mental Health) and by Sir JAMES
KILPATRICK (Section of Tropical Hygiene); Mr. K. I. JULIAN,
the chairman of the South-east Metropolitan Hospital Board,
addressed the Hospitals Section, and Sir HUGH BEAVER
the Section of Occupational Health. Professor ALAN
MONCRIEFF was president ot the Section of Health Educa-
tion, which, after his presidential address, discussed dental
disease-" the last great epidemic."
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To-day's Drugs
Under this heading we hope to publish from time to time
authoritative notes on a selection of new drugs.

Romilar Syrup and Tablets (Roche Products Ltd.).
Romilar is a cough suppressant, containing dextromethor-
phan, the dextro-isomer of 3-methoxy-N-methylmorphinan.
It has been shown in careful double-blind studies to be an
effective substance for this purpose, about equal in potency
to codeine. Methorphan is a synthetic substance related to
the powerful analgesic " dromoran " (3-hydroxy-N-methyl-
morphinan), to which it bears the same relationship as
codeine bears to morphine. The dextro-isomer (like that of
dromoran) has, however, been shown to have little or none
of the central depressant, analgesic, and addictive properties
possessed by the laevo-isomers and by codeine. Dextro-
methorphan is reported to have produced very few side-
effects and no addiction. It is registered as a First Schedule
poison. 15 to 30 mg. (1-2 tablets or teaspoonfuls) may be
given up to four times daily.

Correspondence

Management of Respiratory Paralysis
SIR,-I have read the article by Dr. John A. Forbes

"Management of Respiratory Paralysis using a 'Mechanical
Cough' Respirator" (Journal, April 5, p. 798) with con-
siderable interest. On various points, however, I think a
few comments are needed.

It opens with the statement that " pulmonary disease has
been a major contributing factor to deaths among patients
undergoing prolonged artificial respiration." This may be
so in patients being ventilated in tank respirators over long
periods of time, but is ceriainly not the case when intra-
tracheal positive-pressure is used. In such patients, having
survived the first months after the acute stage, death from
pulmonary complications is a rare exception-a point, it
seems, in favour of intratracheal positive-pressure ventila-
tion. In the discussion the author enumerates the reasons
why tank respiration has been retained as the basic method
in his hospital. This being the case, he must have been
very fortunate indeed in regard to the severity of the
patients who have come under his care. But why at all have
a " basic method," because the methods to choose always
depend on the symptomatology of the individual case ? If
the patient can be pulled through using the more conserva-
tive methods-i.e., the tank, with the patient in a drainage
position-they should be used. But if, on the other hand,
these methods do not produce adequate aeration of the
blood, a tracheotomy often followed by intratracheal posi-
tive-pressure ventilation becomes necessary. There is simply
no choice.
From a few published figures-three in all-on mortality

amongst acute polio patients with respiratory failure (see his
Table IV) the author draws the conclusion that fatality rates are
lower with tank respiration than with intratracheal positive-
pressure ventilation. It is true that the average mortality in 1952
in our acute patients with respiratory failure, etc., was higher than
the tank results quoted from San Francisco and Melbourne. But
the author forgets to mention three quite decisive points which
deprive this comparison of methods of all scientific value:

(1) During the acute stage we worked against very disadvan-
tageous odds: inadequate equipment and an overwhelming
number of patients. This of course stamped its mark on indica-
tions as well as on results.

(2) The author seems to have overlooked the fact that the
results steadily became better during the course of the epidemic,
despite its unabating severity. During the last months of the year
fatality rates came down to figures comparable to the tank results
quoted.

(3) The author has not attempted to group the materials cited
according to clinical severity, which is the crucial point when
trying to compare therapeutic results.

In our book' fatality rates are listed in relation to severity of
the disease. The table shows an exceptionally large number of
very grave cases, mortalities ranging from 25 to 85%, closely
correlated to the severity of the disease. The extraordinary
severity of the epidemic is borne out by the fact that between 25
and 50% of the 1,250 paralytic cases had impairment of respira-
tion necessitating special therapeutic measures. As already said,
comparison of therapeutic results is worthless unless correlated to
a specified and reproducible classification of cases. Just one
point more. Dr. Forbes states that "the dangers of circula-
tory changes as the result of unopposed intratracheal positive
pressure . . . do not arise " when the tank is used. The tank
respirator being a positive-pressure machine, this statement-with-
out further details-does not seem convincing, to say the least.

In our opinion the advantages of intratracheal positive-
pressure ventilation over tank ventilation in polio patients
with chronic respiratory insufficiency far outweigh the few
disadvantages. Our chronic patients are sitting up in their
wheel-chairs the greater part of the day while the tank
patients are encased in a narrow metal box with the head
sticking out through a diaphragm. If the extremities have
retained some muscular force the patient cannot use them
in the tank, while our patients can make the best of every
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residural muscular power-knitting, writing, playing games,
etc. In the tank, physiotherapy has to be abandoned more
or less and nursing is more cumbersome. May I add that
the morale of our chronic polio patients being ventilated by
intratracheal positive-pressure since 1952 is excellent, a fact
which has impressed everybody visiting our hospital ?-
I am, etc.,
Copenhagen. H. C. A. LASSEN.

REERENCE
' Lassen, H. C. A., Management of Life-threatening Poliomyelitis, Copen-

hagen, 1952-6. Edinburgh, 1956.

SiR,-I have read with interest Dr. J. A. Forbes's article
on the management of respiratory paralysis (Journal,
April 5, p. 798), though his enthusiasm for the tank
respirator, even for patients requiring tracheotomy, is not
shared by those with experience of positive pressure respira-
tion in this country.

I must, however, correct his assumption that positive
pressure respiration produces " dangers of circulatory
changes " and tank respirators do not. This fallacy, which
is lamentably widespread, stems from a failure to appre-
ciate that in both methods the intrathoracic pressure is
raised above the pressure on the surface of the body and
therefore tends to impede venous return to the heart.
Bower,' whom Dr. Forbes quotes in another connexion,
explains, this at more length and should be consulted by
anyone who is still in doubt.-I am, etc.,

Oxford. LIONEL H. OPIE.
REFtENCE

Bower, A. G., Dtagnots and Treatment of the Acute Phase of Polio-
myelitis, 1954. Williams and Wilkns, Baltimore.

Dirty Habits
SIR,-If anyone wants confirmation of Dr. Jno. Craw-

ford's remarks (Journal, April 19, p. 943) on dirty habits
I suggest that first-class railway toilets will provide it. I
travel once or twice a month between London and Crewe.
The toilets are in frequent use, no one on a railway journey
is pressed for time, and washing facilities are inmnediately
available and adequate. On the way to Euston, in a morn-
ing, I notice that there is usually quite a pile of used paper
towels by the time we reach London, so hands are probably
washed relatively frequently after the morning defaeca-
tion; but on the return journey at night I have noticed that
frequently there are very few used paper towels by the time
I get to Crewe, even on a full train, so that washing after
micturition is probably very infrequent and so is washing
before dinner on the train. From the unused look of the
two soap tablets provided it would seem that most people
are content with just swilling their hands instead of washing
them.

But all this just goes to show how relatively rare infec-
tions are from this cause. The natural secretion of the
hands is bactericidal to many pathogenic cocci, but I do
not know whether it is so to the enteric group, and a wise
and cleanly person will take all precautions.-I am, etc.,

Winsiord, Cheshire. W. N. LEAK.

SIR,-I was most interested to read Dr. Jno. Crawford's
letter on dirty habits (Journal, April 19, p. 943). It
prompted me to reflect somewhat ironically, and not
without nausea, on the very evil-smelling and thoroughly
unhygienic public conveniences in various parts of the
country. The worst I have yet had the misfortune to ex-
perience was situated at a recognized stop on the Edinburgh
to London express coach service. Here the smell was so
foul that many refrained from eating in the adjoining
dining-room.

Surely it must be possible to educate the population in
hygiene ? Perhaps the television services might do good
in this respect rather than pandering to the morbid curiosity
of certain members of the public.-I am, etc.,

Edinbursh, 4. J. K. STUART BELL,
Medical Student.

SIR,-I read with interest Dr. Jno. Crawford's letter on
dirty habits (Journal, April 19, p. 943). I wondered how
many of the persons he observed as a ship's surgeon were
medical men or women. I raise this question because quite
recently I have been witness to a dirty habit practised by
two general practitioners who visited my children during a
recent influenzal epidemic. One of these, in particular,
is an excellent general practitioner, and I have every con-
fidence in his diagnostic and therapeutic ability. However,
to my wife's horror, after inserting a clinical thermometer
in the mouth of one of my children and registering a tem-
perature of 101' F. (38.30 C.), he replaced this instrument
into its metal case without even asking for water or a cloth
with which to wipe it. Presumably, if he would do this
in a doctor's house, he was visiting others in the district and
perpetrating this inexcusably dirty, dangerous, and perni-
cious habit on others.

For obvious reasons, I sign myself as
DOCTOR.

Tuberculous Pleural Effusion
SIR,-I was interested to read the letter of Drs. John

Mackay-Dick and David Slattery (Journal, April 12, p. 888)
concerning the treatment of tuberculous pleural effusions.
Their methods seem praiseworthy in their thoroughness. In
my own experience I have never found that complete aspira-
tion with streptomycin replacement has any untoward effect
in the early acute stages, though always in European patients.
While I would certainly recognize that "at least 18 to 24
months of chemotherapy " should avert any subsequent
development of more serious tuberculosis, and should sup-
port similar assertions in post-primary tuberculosis of the
lung, it is at least open to question whether such long
periods are necessary in primary tuberculous pleural effu-
sions without obvious parenchymal involvement.
There have been four papers which have tried to analyse the

effect of short-term chemotherapy upon late complications of
tuberculous effusions.'- Subsequent tuberculous manifestations
were found in from 4 to 8% of each series, despite chemotherapy
of up to six months' duration. This compares to an expected
20-30% relapse when cases are treated without chemotherapy.'I'
These papers, including my own, are all open to criticism for
differing reasons, but at least show that short-term chemotherapy
has largely, but not completely, eliminated subsequent tubercu-
losis. What is needed now is either a controlled series of cases
treated by chemotherapy for varying longer periods, such as 6,
12, and 18 months; or a survey of the effect of longer chemo-
therapy upon such cases in a community of moderate size, com-
paring the results with the expected rate of tuberculous compli-
cations if chemotherapy had not been used, as defined above.
The controlled series would be impracticable nowadays in

Britain, mainly because tuberculous pleural effusions have be-
come uncommon: Drs. Mackay-Dick and Slattery may have a
more swtable population in Malaya for such a trial. It would
also be unethical to treat such patients without chemotherapy, in
view of the results detailed above. The community survey,
although less ideal, and also retrospective, would at least indicate
the impact of chemotherapy upon the breakdown rate of subse-
quent tuberculosis in the whole local population.

I have had perforce to adopt something after the second
method in a study that a colleague and I have just made.
We have tried to find how many patients with primary
tuberculous pleural effusions have developed further tubercu-
lous manifestations despite chemotherapy during the years
1953, 1954, and 1955 in the City of Edinburgh. We have
studied all the cases satisfying our criteria that we were able
to find in hospital records, giving some picture of the prob-
lem as a whole, though necessarily an incomplete one. Pre-
liminary assessment indicates that of 14 patients treated
with less than six months of chemotherapy, only one (7%)
developed further tuberculosis. Of nearly 70 treated with
longer periods of chemotherapy, mainly 9 to 12 months,
all have remained well and free from disease. No patients
have eluded the follow-up. These results will be discussed
in a paper to be submitted for publication.

It appears that 9 to 12 months of chemotherapy should
be sufficient to prevent subsequent tuberculous manifestations
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