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Severe disease of the central nervous system may follow
infection with several E.C.H.O. viruses, causing ataxia,
vertigo, and nystagmus. Undifferentiated febrile illness with
or without a rash is commonly seen with types 4, 6, 9, 14,
and 16, and sometimes 2, 11, and 18. E.C.H.O. viruses,
usually type 18 and occasionally 8, 11, 14, and 20, have also
been isolated from cases of infantile gastroenteritis, but the
causal relationship is by no means so clear as in the cases of
aseptic meningitis. World-wide in distribution, E.C.H.O.
virus infections, whether sporadic or epidemic, are com-
moner in the spring and summer than at other seasons.
These viruses can be recovered from the nasopharyngeal
secretions and faeces, and it is probable that these are the
main source of transmitted infection.

In this week's issue of the B.M.J. Squadron-Leader L. J.
German and his colleagues describe at page 742 an outbreak
of E.C.H.O. type 5 infection in a maternity unit in Singapore.
Sixty-four cases were observed between July and October
1965, of which 56 were among infants. All had a pyrexia
of 99-103° F. (37.239.4O C.), the onset usually being
between the fourth and eighth day of life. A faint pink
maculopapular rash was seen in 20 infants, being more pro-
nounced on the limbs and buttocks but present also on the
trunk and face. Thirteen infants had loose, offensive stools
and four others passed blood and mucus. The eight adults,
seven of whom were mothers of the infants, complained of
malaise, fever, severe headache, and vomiting. They also
developed a rash, which was more persistent than in the
infants. E.C.H.O. type 5 virus was detected in 31 cases. All
patients recovered, and the outbreak lasted 16 weeks. A
similar outbreak was reported by E. W. Hart and his col-
leagues' from a London maternity unit in 1962. The
symptoms then were fever, diarrhoea, lymphadenopathy, and
an enlarged spleen, but no rashes were observed.

Virological investigations are particularly valuable in such
circumstances, for the prognosis of E.C.H.O. virus infections
generally is good, and during an outbreak in a maternity
home this is comforting news to have. On the other hand,
E.C.H.O. viruses can cause serious disease, particularly in
the very young,5 but they do not appear to cause such severe
disease in this age group as do Coxsackie B viruses.'

Old and Frail
One of the miracles of our time is the increase in the average
length of life. In England and Wales, for instance, the
expectation of life at birth has risen by 20 years since 1900,
from about 50 to about 70 years.1 Eileen M. Brooke' puts
it another way when she says that in 1963 in England and
Wales one in every eight persons was aged 65 or more, and
if the trend is continued by 1982 the ratio will be one in six.
Not only will the ratio of retired to working people be
adversely affected, but the number of old people in absolute
terms will have reached the formidable total of 7.4 millions
in 1982. There will be proportionately fewer persons capable
of looking after their aged kin, and for a variety of socio-
economic reasons there will probably be fewer still able to
do so even if they wished.
Two recent papers, one complementing the other, highlight

the present inadequacies for the care of the aged and under-

line the danger in a failure to plan for the future. F. Allen
Binks' drew attention to the, misuse of geriatric units, and
criticized general hospitals for their failure to share the burden
of the care of the aged. He implied that too many people
who work in these hospitals fail to accept the responsibility
they should for confused, restless, incontinent old patients,
whom they shrug off after a period in their care as a " chronic
patient " and " no longer a responsibility of this hospital."
He also made a telling comparison between the understaffed
geriatric unit working at 97% bed occupancy and the 70%
occupancy of " acute " hospitals where there is no staff
shortage. How, he argues, in the circumstances can there be
complaints that the " acute " beds are being blocked by
geriatric patients ? Yet in an area of which he was writing
" an excess of 750 acute beds and a deficiency of 270 geriatric
beds is being changed to one with an excess of 1,025 acute
beds and a deficiency of 245 geriatric beds."

In the second paper R. W. Parnell" reports on two years"
experience in a psychogeriatric unit which takes three-quarters
of the patients over the age of 65 admitted to a mental
hospital. He makes the most important point that, "Even
today regional board psychiatric and geriatric advisory com-
mittees may act in isolation from each other, forgetting that
the common focus of their attention is the provision of hos-
pital care for old people, not for bodiless minds on the one
hand or mindless bodies on the other." He goes on to turn
the knife and points out that because of the grim shortage of
beds for sick old people " they tend to flow into any vacant
bed, irrespective of administrative edict, and are usually
labelled selectively from their multiple pathology, with the
diagnosis best calculated to gain admission by a particular
hospital." It is indeed a curious perversion of the legend of
Procrustes: instead of the patient being shaped to the bed,
the bed is shaped to the patient. The pressure en mental
hospital beds from general hospitals, geriatric units, and
elsewhere was not foreseen a few years ago.5 As Parnell
observes, this is in itself sufficient to upset the forecast that by
the mid-1970s we might need only half as many beds for
mental illness. Many mental hospital psychiatrists would
agree with Parnell's observation.

Binks and Parnell paint on a small canvas framed by the
limits of their own experience. Miss Eileen M. Brooke,2
however, is able to project her statistical data on to a national
screen. And some of her data are particularly pertinent. For
example, a census of patients in psychiatric hospitals at the
end of 1963 showed that there were 51,616 persons aged 65
and over. One in every 109 persons in the population as a
whole was resident in a mental hospital or unit. Of all mental
hospital patients 39% were aged 65 and over, and of these
nearly half were 75 or more. Between 1954 and 1963 the
numbers aged 65 and over in psychiatric hospitals in England
and Wales increased by '6,300, representing an increase from
30 to 39% of the total hospital population. And the shift
towards more older patients in these hospitals is most un-
likely to be reversed.
What is perhaps the most alarming statistic is that 11%

of the men and 6% of the women die within a month of

The Registrar General's Statistical Review of England and Wales for
the Year 1965, Part 2, Tables, Population. 1967. H.M.S.O.

2 Brooke, E. M., in Psychiatric Disorders in the Aged, p. 214. Symposium
held at Royal College of Physicians, 1965. Geigy (U.K.) Limited,
on behalf of the World Psychiatric Association. 1967. Manchester
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admission to a mental hospital, many of them in the first
week. Two possible explanations may be suggested. The
first is that selection of patients for admission was ill-judged;
the second is that the staff and facilities of a mental hospital
are inadequate to treat gross organic illness. Or was it a
matter of Hobson's choice, getting the patient into any bed
available ? At present the ills of old age are not adequately
provided for. Old people often cannot be sorted satisfactorily
by whether their illness is mental or physical. If it is evident
that the family or the community can no longer cope, the
old people should surely be cared for in hospital with no
thought of whether they are " geriatric " or " psychiatric."

Familial Mediterranean Fever
Familial Mediterranean fever occurs most frequently in
Sephardic Jews, occasionally in Arabs and other inhabitants
of the Mediterranean littoral, and very rarely in Gentiles in
Western Europe.' The condition is inherited as an auto-
somal recessive, and is more common in males than females.
Though never manifest at birth, familial Mediterranean fever
may present as early as the end of the first year of life, but its
maximum incidence is between the ages of 10 and 20 years.
There are two types of illness. The first, and conmmon type,
consists of attacks of fever and pain; the second is charac-
terized by the insidious onset of amyloidosis.

In the first type of illness there are short episodes of fever.
These occur at unpredictable intervals and may be accom-
panied by pain in the abdomen, joints, and chest, in that
order of frequency. Attacks of abdominal pain may suggest
an acute abdominal catastrophe, but characteristically the
attack subsides in 6 to 12 hours and the patient is then well.
If laparotomy is done for, say, suspected appendicitis, the
peritoneum appears hyperaemic and a small amount of cloudy
exudate is seen; occasionally adhesions may occur and may
cause intestinal obstruction. Pain in the chest is pleuritic in
type and is usually accompanied by a small pleural effusion,
but again these resolve rapidly. By contrast, involvement of
the joints may be prolonged. Usually only one joint is
affected at a time, and this shows all the clinical features of
an acute pyogenic infection, though the effusion is found to
be sterile. Complete return of the joint to normal is the rule
even when definite osteoporosis in the subarticular region has
been present. Another characteristic of familial Mediter-
ranean fever is an erysipelas-like erythema, which occurs on
the legs. Occasionally short attacks of low-grade fever occur
as the only manifestation.

In the second type of illness the first sign of the charac-
teristic amyloidosis is transient proteinuria, which progresses
to the nephrotic syndrome, uraemia, and death. A similar
pattern of amyloidosls also supervenes in the first type of the
disease. In both types of illness amyloidosis affects the
kidney almost exclusively; the spleen is involved only rarely
and the liver never. Though biochemical studies of the
amyloid have been unhelpful, investigations using polarization
and electronmicroscopy have shown that amyloid is probably
formed by cells of the fibroblast series. Once symptoms

from amyloid disease have developed the prognosis is poor,
and survival for more than a few years is unlikely.
The differential diagnosis of familial Mediterranean fever

includes a variety of disease associated with transient attachk
of fever and pain. Disorders of collagen and the reticuloses
may be simulated. A rare form of fever associated with
increased circulating aetiocholanolone may be mentioned, as
it can easily be confused.2 This type, however, does not occur
in Jewish people, but affects northern races; it usually starts
in childhood, and amyloidosis is not a sequel; and it responds
well to corticosteroids. This response to therapy is in marked
contrast with familial Mediterranean fever, in which there is
little that can be done either symptomatically or to delay the
onset of amyloid formation.

I Sobar, E., Gafzi, J., Pras, M*, and Heller, H., Amer. 7. Med., 1967,
43, 227.

' Bondy, P. K., Cohn, G. L., and Gregory, P. B., Medicine (Baltimore),
the Year 1964, Part 111, Commentary, 1967. H.M.S.O.

Therapeutic Misadventure
The latest Commentary volume issued by the Registrar
General for England and Wales' is again a useful reminder
of some of the uncommon, but recurring, causes of deaths.
A group deserving the special attention of the medical pro-
fession comprises the deaths due to therapeutic misadven-
ture, periodically analysed at the General Register Office.
In 1965, the year now reviewed, 235 deaths were in this
category, of which 46 were due to radiotherapy, 10 to blood
transfusion, and 9 to anaesthesia. In addition to a few more
due to x-ray contrast media, electric convulsion treatment,
and miscellaneous causes, about 150 were the result of reac-
tions to medicaments of various kinds. The largest single
group was 50 deaths from corticosteroid therapy, and this was
followed by a group of 20 attributed to phenylbutazone or
oxyphenbutazone.
The total of 235 deaths in this category as well as the

figures for corticosteroids and the butazones are sharp
reverses to trends that had persisted for several years. In
19642 the total (103) had fallen for the third successive year
and was the lowest for some years, so that the Registrar
General' was moved to welcome the trend " with restrained
satisfaction." Unfortunately the 1965 figures upset this
interpretation, and though, as might be expected, remedies
vary over the years in the extent to which they cause death
from misadventure, several groups of them still stand out for
the risk that must be weighed against the undoubted benefit
they offer. Apart from the corticosteroids and butazones,
other substances shown as causes of deaths from therapeutic
misadventure (with numbers of deaths) are as follows: anti-
coagulants (18), chloramphenicol (5), phenacetin (5), aspiin
and salicylate (4), penicillin (3), and tetracyclines (3).

Five deaths in 1965 were associated with vaccination
against smallpox and four with immunization against other
diseases. In the latter group was a man aged 22 reported to
have died from anaphylactic shock after having oral polio-
myelitis vaccine. Of 215 deaths caused by accidental over-
dose of a drug (including self-administered remedies), 183
(85%) were due to barbiturates and other hypnotic drugs,
141 (66%) being due to barbiturates alone.

I The Registrar GeneraPs Statistical Review of England and Wales Joe
the Year 1965, Part *II, Commentary, 1968. H.M.S.O.

2 See Brit. med. Y., 1967, 3, 66.
' The Registrar General's Statistical Review of England and Wales for

1965, 44, 249.
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