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on 50 tablets per Week. Unlike the two cases
reported, however, she had underlying rheu-
matic carditis.

I attempted substitution with dummy
tablets, but these were recognized as such
immediately, and rejected. It would appear
that to an addict only dextromoramide tastes
like dextromoramide.

Similarly, as with the five cases reported,
she develops pain (posteriorly in the base of
her right lung) if administration is delayed,
and wakes approximately two-hourly for
further dosage.
She is now a registered addict taking 190

5-mg. tablets per week.-I am, etc.,
Yardley, B. A. JuBY.

Birmingham. B

Phenothiazines in Early Labour

SIR,-We read with interest your leading
article on sedation in early labour (26
November, p. 1282), in particular the use of
perphenazine (Fentazin). We agree that the
drug is safe, but would like to report two
patients we have recently seen who were
treated with perphenazine for hyperemesis
gravidarum, and who developed dyskinetic
side-effects which in each case led to an initial
diagnosis of tetany.
A 24-year-old lady on admission was seven

and a half weeks pregnant and had had hyper-
emesis for four weeks. This had been treated
with a variety of tablets with no success. Two
days prior to admission she was given perphena-
zine 5 mg. intramuscularly, followed by oral
treatment. The following day she developed a
stiff neck and had difficulty in opening her
mouth. On admission, the patient had opistho-
tonos, slight facial grimacing, difficulty in open-
ing her mouth, and her hands were held in the
" main d'accoucheur" position. She was
thought to be suffering from tetany and was
given intravenous calcium gluconate with no im-
provement. Chvostek's and Trousseau's signs
were negative, and so the possibility of a per-
phenazine side-effect was considered. The
patient was observed and by the following day
had made a complete recovery apart from the
hyperemesis, which was controlled with proma-
zine (Sparine).
A 28-year-old lady on admission was eight

weeks pregnant. It was her fifth pregnancy and
in each of her previous pregnancies she had
suffered from hyperemesis. She had been suffer-
ing from hyperemesis for three weeks and had
been unsuccessfully treated with promazine. On
the day of admission she was given 8 mg. of
perphenazine intramuscularly. Shortly after-
wards she developed symptoms diagnosed by her
general practitioner as tetany and she was given
intravenous calcium gluconate, with no improve-
ment. On admission she had opisthotonos,
oculogyric crises, and a general restlessness. She
was unable to prevent her tongue from protrud-
ing. Her hands were held in the "main
d'accoucheur" position, though Trousseau's and
Chvostek's signs were negative. She had been
given a further two injections of calcium glucon-
ate before she was seen by us and a diagnosis
of perphenazine dyskinesis suspected. She was
given oral benzhexol (Artane), and made a rapid
recovery as far as the dyskinesia was concerned.
Her hyperemesis was eventually controlled with
promazine.

Experience with a similar case in a non-
pregnant woman given perphenazine for
agitation allowed a confident diagnosis to be
made in both cases described.

Ayd' divides the drug-induced extra-
pyramidal reactions into three groups:
akinesia, dyskinesia or dystonia, and akathisia
or motor restlessness. One or other of these

side-effects occurred in 39% of 3,775 patients
treated with phenothiazine drugs. Only 2%
of patients had dyskinesia, this being even
more uncommon with perphenazine. The
dyskinetic side-effects he found had a male-
female ratio of 2 to 1 and this would explain
the apparent rarity of the side-effect in
women. Of such reactions 90% occurred
within the first four and a half days of treat-
ment. He found parenteral benztropine
(Cogentin) was effective within 10 minutes in
stopping the reaction.

Early diagnosis is highly desirable, as the
reaction is highly unpleasant for the patient,
and because of the abrupt onset and bizarre
clinical picture many cases are misdiagnosed.
Numerous diagnoses have been reported, in-
cluding tetanus, encephalitis, meningitis and
epilepsy, but as far as we know the mistaken
diagnosis of tetany has not previously been
reported.
We would like to thank Professor Lennon and

Mr. John for permission to report cases under
their care.
-We are, etc.,

D. A. HEATH.
Bristol Royal Hospital, J. M. McGARRY.

Bristol 1.
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Wrongly Assigned Sex

SIR,-Dr. John Money (7 January, p. 50)
alleges that I and others before me have
attributed a quite false position to him on the
issue of hermaphroditic sex reassignment, and
quotes from his 1955 paper.'
My paper, " Treatment of Wrongly

Assigned Sex " (19 November, p. 1255), in
which I rebut the assertion that reassignment
or change of sex necessarily constitutes an
extreme psychological hazard for individuals
who have been assigned to the wrong sex at
birth, was intended to refer to reassignment
at any age of cases of congenital adrenal
hyperplasia and hypospadias, and I included
a life history of an early teenage hypospadias
case.

Dr. Money did not go on to say in his
letter that in his 1955 paper, from which he
made the extract, the case to illustrate the
pros and cons of a change of sex was that of
a girl of three and a half years suffering from
congenital adrenal hyperplasia who had been
wrongly assigned as a boy, and the treatment
decided was bilateral ovariectomy, discon-
tinuation of cortisone, plastic surgery to pro-
vide male micturition, and the assignment as
a boy continued; this treatment of the patient
was to avoid extreme psychological hazard.
Every case has to be treated on its merits,
but it is exactly this type of case, physically
curable, which some would question as to
whether the psychological risk justified such
drastic physical treatment.

It is clear that the Johns Hopkins team'
infer that the only cases of wrongly assigned
sex that may be treated and reassigned to
their correct sex are the rare post-adolescent
patients who make a voluntary request. They
suggest that in all other cases the psycho-
logical risk is too great. '

My submission is that individual cases
should be assessed on their merits, and
patients with congenital adrenal hyperplasia

and hypospadias whose sex has been wrongly
assigned can be reassigned without suffering
extreme psychological hazard.-I am, etc.,

C. N. ARMSTRONG.
Royal Victoria Infirmary,

Newcastle upon Tyne.
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Blackburn Schoolgirl Outbreak

SIR,-It was with considerable interest
that we read the letter from Mr. H. L.
Wagner (17 December 1966, p. 1533) regard-
ing epidemic hysteria. In this letter, in which
he discusses an outbreak in Blackburn, he
refers to the theory of Professor H. J.
Eysenck concerning the personality correlates
of the neuroses, in particular of hysteria. He
stated that while many other predictions from
this general theory had been amply confirmed
there has been widespread failure to distin-
guish hysterics from normals along the
extraversion dimension.

In our 46-page official report on this out-
break' it was clearly stated that the suggestion
of simple mass hysteria being the cause of
the outbreak was not thought to be valid.
Drs. P. D. Moss and C. P. McEvedy, whose
article (26 November 1966, p. 1295)
prompted Mr. Wagner to comment, were two
of the several experts who were asked by
Blackburn Health Department to assist in the
investigation. In addition Dr. Moss had
clinical care of the patients in the hospital.
Our principal grounds for wishing to refute

the conclusions arrived at by Drs. Moss and
McEvedy in their article are threefold. Firstly,
we do not accept that it is possible to distinguish
hysterics from normals along the extraversion
dimension, and that, in fact, in the eight
investigations by Dr. J. G. Ingham and Dr. J. 0.
Robinson referred to by Mr. Wagner there was
a tendency for hysterics to be slightly less
extraverted than normal. Drs. Moss and
McEvedy show very small differences in
extraversion between the affected "hysterical"
and unaffected "normal" groups in the Black-
burn outbreak, and no significant difference was
shown at all in the Portsmouth outbreak
described by Drs. C. P. McEvedy, A. Griffith,
and T. Hall.
Our second reason for refuting Drs. Moss

and McEvedy's argument that the outbreak was
hysterical in origin is the fact that there is no
evidence to show that the girls at the affected
school were subjected to materially different
psychological stresses than other members of the
school population. The whole of the town's
15,773 school population had been subjected to
the psychological stress of the preceding polio-
myelitis outbreak. In addition to the girls from
the affected school present at the cathedral,
there were 400 boys aged I1 years to 16 + and
44 boys and 45 girls aged 7 to 11 years, a to!al
of 489 children. With the exception of one 10-
year-old boy who fainted, no cases of illness
were reported from the other three schools. All
the children who were ill attended the one
school.
Our third reason is that full recognizance has

not been taken of the facts produced by the
investigation. There are a number of inaccuracies
in Drs. Moss and McEvedy's article which have
a bearing on the diagnosis. When discussing
alternative theories Drs. Moss and McEvedy
state that "a viral theory cannot explain why
the girls should have been ill only when at
school, and why only these schoolgirls were
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