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a particular child should be visited whilst in
hospital, or whether he should be protected
from a distorted relationship with his natural
mother, we have to consider the nature and
circumstances of that particular mother-child
relationship. Privation, deprivation, or dis-
tortion of such a relationship may be equally
damaging, and all need to be considered in a
preventive mental health programme.

Finally, may I comment upon Dr.
Howells's study2 of the prevalence of separa-
tion experience among emotionally disturbed
children. This study failed to demonstrate
an association between separation experience
and maladjustment, but only as these were
recorded in his study. In another longitudinal
study3 in which a group of maladjusted
children were identified and compared with
a control group drawn from the same popula-
tion the occurrence of hospital admission and
the total number of hospital admissions were
significantly greater in the maladjusted group.
A detailed examination of the other separa-
tion experience of these children suggested
that the circumstances rather than the fact
of separation were critical, those separated
under adverse circumstances being concen-
trated in the maladjusted group.
Whether on grounds of common humanity

or of mental hygiene, hospital admission at
any age is a resource to be used only when
specifically indicated. The procedure can be
greatly beneficial, but can also be harmful,
and these effects may be short-lived or long-
lasting. We can do a great deal to avoid
unnecessary hospitalization, and where admis-
sion is necessary we can do much to ensure
that the process carries maximum benefit and
minimal damage.-I am, etc.,
The Royal Victoria S. BRANDON.

Infirmary,
Newcastle upon Tyne.
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SIR,-I have been in close daily contact
with disabled children at this hospital for a
number of years. In many cases I have
had the opportunity later to see them grow
up into nice sensible well-adjusted adults.
This experience leads me to believe that the
ill-effects of hospitalization have been greatly
exaggerated. My opinions are shared by the
matron, the assistant matron, probably the
whole of the nursing staff, and by the school-
teachers working here. The headmistress,
who has the unique opportunity to compare
the atmosphere on our wards with that in
a hospital with unrestricted visiting, tells me
that it compares very favourably.
Mine is an unpopular view, and it might

well be asked why we resist a change to
unrestricted daily visiting. Could it do any
harm ?
The reasons are threefold. First of all

there is the question of scientific truth. I do
not believe that our children suffer irrepar-
able psychological damage. Secondly, fre-
quent visiting is a great strain for the parents
and often disorganizes the life of the rest
of the family completely. Thirdly, our
patients are drawn from a very wide area.
With the best will in the world, some parents

can visit only rarely. Because of the pub-
licity which has been given to Dr. Bowlby's
views, a feeling of guilt and anxiety is
aroused in these parents. This is thoroughly
unfair.-I am, etc.,
King Edward VII Hospital, E. G. HERZOG.

Sheffield.

Hallucinosis on Combined Methyldopa
and Pargyline

SIR,-Three years ago attention was
drawn' 2 to the occurrence of acute excitement
in experimental animals given methyldopa
after pretreatment with the monoamineoxidase
inhibitor pargyline (N-benzyl-N-methylprop-
2-ynylamine hydrochloride). The use of
such a combination in humans was regarded
as contraindicated. A patient is now reported
who developed a vivid hallucinosis while on
the combination.
The patient was a 55-year-old widow, living

alone. She was described by a son as having
always been a simple-minded person, with little
knowledge of outside affairs. Eleven years
before she had herpes zoster of the ophthalmic
division of the right Vth nerve; there was no
previous history or family history of psychiatric
illness. One year before admission she com-
plained of headaches, dizziness, and buzzing in
her ears, which sometimes sounded like whispered
conversation. Her general practitioner found her
blood-pressure to be 230/120 mm. Hg and started
her on pargyline, gradually increasing to 25 mg.
q.d.s. Her blood-pressure fluctuated, the tinnitus
diminishing when it fell. Six weeks before
admission, because her blood-pressure was still
210/110 mm. Hg, methyldopa, 250 mg. daily, was
added to the pargyline, and two weeks before
admission the dose was increased to 250 mg. b.d.
A few days before this dose increase she began
to experience visual hallucinations, in colour,
which she accepted as real. They were mainly
of people and faces, and included the faces of
children and women peering over a fence into her
garden, men on her wardrobe, people in a boat,
and a priest rolling back the ceiling like a carpet.
They were present equally by day and night;
during the two and a half weeks for which they
persisted she was able to look after herself and
her house up to her usual high standard and
there does not appear to have been any significant
clouding of consciousness. Ultimately she was
referred for a psychiatric opinion and admission
was arranged, both drugs being stopped just
before admission.
On admission her blood-pressure was 155/90

mm. Hg, with clinical evidence of left ventricular
enlargement, later confirmed radiologically, a trace
of ankle oedema, which rapidly subsided, and mild
bilateral deafness of nerve type. She was able to
give a fairly clear account of her symptoms, and
was fully orientated with no evidence of clouding
of consciousness. No further hallucinations
occurred after admission. Psychological testing
showed an I.Q. of 76, with doubtful evidence of
organic deterioration. She was initially treated
with thioridazine, 25 mg. t.d.s., which was later
stopped. On treatment with pargyline in doses
increasing to 25 mg. t.d.s. the blood-pressure fell
to 110/60 mm. Hg, without, however, any recur-
rence of the hallucinosis or deterioration in
repeated psychological testing; it was thought
advisable to stop treatment before she was dis-
charged, without any symptoms.

In view of the tolerance of relative hypo-
tension, it would appear unlikely that this was
responsible for the hallucinosis. It seems
more probable that this involved a cerebral
action of the drugs, either methyldopa a-lone,
on which hallucinations have been previously
reported,2 or the combination withd pargyline.
There is other evidence' that the effects of

such a combination may be mediated via
increased levels of free cerebral catechol-
amines released from their binding sites.-I
am, etc.,
Cane Hill Hospital, E. S. PAYKEL.

Surrey.
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Parotid Gland Enlargement and the
Insulin-oedema Syndrome

SIR,-I was most interested to read the
letter from Dr. R. D. Lawrence (11 Decem-
ber, p. 1432) regarding evanescent parotitis
in diabetes. There are indeed few references
to this problem in the general medical litera-
ture, nor is it mentioned in current books on
diabetes mellitus. It is, however, a condi-
tion with which we are very familiar in
Uganda, and to which we are at present.
drawing attention. We not frequently en-
counter sudden parotid enlargement in dia-
betics on insulin therapy, and this may be
sufficiently acute and severe to be diagnosed
as mumps. The swelling is usually bilateral
and equal, and the glands are usually smooth,
tense, tender, and painful. The swelling may
subside completely within a matter of weeks
or months, or on the other hand may take
several years to disappear completely.

In a review of the clinical pattern of dia-
betes mellitus seen in patients at this hospital
over the period 1950-61 it became evident
that an oedema syndrome was occurring in
about 3-5% of diabetics on insulin treatment,
and that parotid gland enlargement was one
of the features of this insulin-oedema syn-
drome. The other features include weight
increase, facial and limb oedema, hepatic en-
largement and tenderness, and occasionally a
raised jugular venous pressure and pulmonary
oedema. In 10 of the 17 subjects described
in the initial report of this condition1 parotid
gland enlargement was observed. In three
subjects this was present before insulin
therapy, but in two of these three there was
a marked increase in gland size associated
with the onset of oedema. In one of these
three subjects there was an episode of acute
painful parotid enlargement at a later date,
without oedema but associated with an in-
crease in insulin dosage and hypoglycaemic
symptoms. In three subjects the enlargement
of the parotid glands occurred during the
oedema syndrome in close association with
the oedema and weight increase. In three
others the gland enlargement was associated
with sudden weight gain without oedema,
while on increased insulin dosage.

This oedema syndrome is almost invari-
ably associated with the use of insulin, and
there is a striking tendency in these subjects
to hypoglycaemia. The condition appears
to have been recognized some forty years
ago,`4 but no reference is made to parotid
gland enlargement, although Duncan' does
describe a characteristic " insulin facies."

It seems likely that this condition, in which
parotid enlargement may be a lone mani-
festation or occur as part of a more com-
plete syndrome, may at present be frequent
in areas such as Uganda, where a combina-
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