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problems, both national and personal, must also be considered
even though these are very complex. In no society are the
resources available for health services unlimited. It has in
fact been estimated that it is cheaper to keep a child with
phenylpyruvic amentia in a mental hospital than to have a
screening programme to detect this one child and to treat it;
and the keeping alive of a child with maple syrup urine disease
(at great expense) may perpetuate a deleterious gene.
Screening can be carried out by biochemical tests, as for
diabetes mellitus and phenylketonuria; by radiology, as for
tuberculosis and lung cancer; by cytology, as for carcinoma
of the cervix; and in many other ways, whether clinical or
laboratory.

Screening may also be the performance of a group of pre-
determined tests (usually biochemical) on healthy or sick
persons in the hope of finding an undiagnosed and treatable
abnormality. Such unsuspected findings as hypercalcaemia
may be detected, though experience has shown that despite
thorough and expensive investigations the ultimate cause of
the abnormality may not be found. We may have to
reconsider our view of the normal and abnormal in the light
of the data obtained by multichannel biochemical analysers
and computer sorting of the vast number of results that they
produce.
The World Health Organization has recently brought out

a report' on screening specifically for inborn errors of meta-
bolism. It is compiled by a distinguished international panel
under the chairmanship of Dr. A. G. Beam, of the department
of medicine at Cornell. An illuminating introduction deals
with the general principles of screening for metabolic diseases.
The diseases described fall into three main classes (diabetes
mellitus is omitted), and the panel reviews for each what is
known of its frequency, genetics, natural history, detection,
and treatnent. The diseases are as follows: (a) Well-
defined inborn errors of metabolism-phenylketonuria, tyro-
sinaemia, maple syrup urine disease, some other amino-acid
disorders, galactosaemia, and Wilson's disease. (b) Meta-
bolic errors of pharmacogenetic importance-the porphyrias,
pseudocholinesfterase abnormalities. (c) Selected metabolic
disorders (in brief), whose qualifications for entry are more
doubtful-adrenogenital syndrome, pancreatic cystic fibrosis,
muscular dystrophy, Hurler's syndrome. Techniques for
screening for amino-acid disorders, galactosaemia, caerulo-
plasmin deficiency, the porphyrias, and abnormal pseudo-
cholinesterases are described in variable detail.

This report deserves to be read by everyone concerned
either with the setting up of screening programmes or with
the diagnosis and management of the diseases described.

Holmes-Adie Syndrome
A variety of eponyms have been bestowed on the benign
condition "simulating tabes dorsalis" usually called the
Holmes-Adie syndrome.' The suggestion has now been
made that Holmes's5 name be omitted on the grounds that
he had " said that the pupils were always fixed to light."2
This objection may perhaps be countered with the argument
that Holmes gave in his paper3 a particularly graphic descrip-
tion of the " tonic " pupil:

"Frequently no change in the size of the pupil was visible
immediately on convergence, but when this was maintained for
a few seconds the pupil slowly and gradually grew smaller, till

its diameter equalled or was even narrower than that of the
normal eye. The rate of contraction varied very much in
different cases. When contracted the pupil remains constant
and when convergence is relaxed it dilates slowly."

Frequently such tonic pupils do not react to light, and the
tonic reaction shown in response to light after a period of
dark adaptation is found to be excited by the " near " rather
than by the " light " reflex.

Another type of pupillary abnormality in the Holmes-Adie
syndrome is paralysis with mydriasis. It seems to have
escaped medical historians that one of the earliest clinical
accounts of this syndrome with a " paralytic " pupil of this
kind was given by Hughlings Jackson4 in 1881:

" A woman aged 26 was sent to me simply because the right
pupil was much larger than the left. It had been so for three
years . . . the pupil was dilated and absolutely motionless to
light and accommodation, yet the accommodation itself on this
side was perfect . . . this case at first puzzled me. She seemed to
me, and was, in perfect health, except for the ocular abnormali-
ties. It occurred to me to test her knees. I could not find the
smallest trace of the knee phenomenon."

Only since the discovery of the Wassermann reaction in
1906 has it become possible to establish that the Holmes-
Adie syndrome was of non-luetic nature, and H. Oloff was
among the first to describe a tonic pupil with loss of knee
jerks in a youth aged 18 whose blood and cerebrospinal-fluid
Wassermann reactions were negative.5

In 1940 H. G. Scheie' noted that, whereas the tonic pupil
contracted when 2.5% solution of methacholine was instilled
into the conjunctival sac, the normal pupil failed to respond
to the drug in this concentration. In view of this hyper-
sensitivity of the tonic pupil to an acetylcholine-like substance
he postulated a lesion of the parasympathetic postganglionic
fibres. This inference was recently confirmed by D. G. F.
Harriman and H. Garland, who found extensive neurone
degeneration in the ciliary ganglion of the eye which during
life showed tonic pupillary reactions.2 Similar observation
had been previously reported by F. Ruttner. That the
topography of neuronal loss in the Holmes-Adie syndrome is
within the parasympathetic outflow of the autonomic system
is also supported by those rare cases in which this syndrome
is associated with segmental sudomotor denervation.8 This
localization of the neuronal degeneration serves to differen-
tiate Holmes-Adie syndrome from a number of other dis-
orders of the autonomic system.9-11

Scheie further suggested that the tonic reaction of the pupil
could best be explained by the diffusion of acetylcholine from
the surviving parasympathetic nerve endings to the dener-
vated endings, known to be hypersensitive. If the number
of surviving parasympathetic postganglion fibres is insuffici-
ent, the tonic reaction will be abolished. Such fixed dilated
pupil may, however, still contract slowly, on lacrimation. 2 13
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Probably because by far the greater number of neurones of
the ciliary ganglion are concerned with the innervation of
the ciliaris muscle, paralysis of accommodation is rare in the
Holmes-Adie syndrome.
'Holmes- and Adie concurrently and independently dis-

covered that a number of patients presenting these pupillary
abnormalities also had loss of tendon jerks, without, however,
any associated disturbance of motor or sensory functions or
of muscle tone. This latter neurological abnormality is
specific, known also to occur without'associated pupillary
abnormalities, and might be termed " tendon tap areflexia."
Harriman and Garland are inclined to correlate tendon tap
areflexia in their case of Holmes-Adie syndrome with the
degeneration they found at necropsy of a small number of
cells in the spinal ganglia.2 They further suggest that this
neuronal degeneration might also account for'the disappear-
ance of the H reflex in Holmes-Adie syndrome.'4

It can now be accepted that the basis of the pupillary
abnormality of the Holmes-Adie syndrome is a neuronal
degeneration of the ciliary ganglion. A significant number
of records are now available of familial cases of Holmes-Adie
syndrome to suggest that heritable characters contribute to
the pathogenesis of this disorder.15-17 Adie was prompted
to describe his syndrome because, though benign, it simulated
tabes dorsalis. In view of the changes in the epidemiology
of syphilis since then, the time may have arrived when heed
should be taken not to mistake luetic pupillary abnormali-
ties, whether paralytic or tonic, for a benign Holmes-Adie
syndrome.

Community Services for the Elderly
In addition to the physical changes which occur in association
with advancing years there are also often social changes.
These create new situations for the ageing person to cope
with, and in dealing with them community help and services
are required if anxieties and deprivation are to be avoided.
A recent publication of the Government Social Survey'

provides an interesting review of certain services provided by
local authorities and attempts to evaluate them on the basis
of need. The variation brought out in the -Ministry of
Health's ten-year plan2 for the development of community
care showed that some local authorities had assessed their
needs from demographic data, while it appeared that others
h'ad' based their estimates on what they thought'they could
afford. The' latter is not as unreasonable as it may appear
at first sight, for community care services are like other com-
modities: we-'should provide only"those we can afford. How-
ever, in local government finance these services have to com-
pete with education, housing, and other local activities in
which priorities may be decided for political reasons and not
on communty need. This survey, was carried out to try to
provide guidance to local authorities to enable' them to review
realistically'their services and plans.
The report is based on careful discussions with 9,866

elderly people, complemented by interviews with a large num-

ber of field workers dealing with the elderly, including general
practitioners and medical officers of health. Not surprisingly,
the general, practitioners repeatedly emphasized the inter-
dependence between medical care and social care. This is the
family doctor's daily experience, but it does not always gain
recognition among sociologists. If more home helps were
available, or better housing conditions for the elderly, there
would be fewer calls on the general practitioners' services. It
was also clear that many general practitioners, because of
failure to get a local-authority service on one occasion, were
apt to look on further applications as hopeless. There is
obviously a need for a better liaison here between doctors
and others providing the domiciliary services for the elderly
in many areas. Local authorities might do more to ensure
that all doctors are kept fully aware of the nature and extent
of the services available.
The medical officers of health underlined the need for

adequate staff and resources. Where local authorities have
been generous to these services, much is being done to keep
the elderly comfortable and self-sufficient in their own homes,
but where resources are scanty only minimal services are avail-
able. The report also emphasizes that in local authorities the
workers seemed to have case loads far in excess of what could
reasonably be expected, and were well aware of the
deficiencies of their services from just not having the staff
to cope.
Above all, this survey clearly demonstrates the leading roles

of general practitioners and medical officers of health in the
community care of the elderly, and how their contributions
cannot be as mere technical advisers, when requested, to a
monolithic department of social work. It provides a healthy
corrective to the views of the Seebohm Committee'
(previously criticized in these columns4) which ignored, among
other matters, the vast amount of socio-medical research and
service devoted to the problems of the elderly by medical
officers of health in the past thirty years.

Normal- Range
A recent report from the health physics and medical division
of the United Kingdom Atomic -Energy Research Establish-
ment1 draws attention to the range of normal values for the
total and differential white cell count. The report analyses
the results of, blood counts which were carried out on
employees in 1962 and new entrants in 1965-6 at the Atomic
Energy Research Establishment (A.E.R.E.), Harwell. The
counts were made on capillary blood from the forefinger and
accepted methods were used. Values were obtained for the
haemoglobin concentration, packed red cell volume (P.C.V.
or " haematocrit "), mean red cell diameter, and total and
differential leucocyte count.: A total of 4,195 males and 756
females were examined. Analysis of their data leads the
authors to propose a slight extension to the currently accepted
normal ranges for the total and differential leucocyte counts
to cover 95% of their observed values. While they point out
that the present ranges of normal values in use at the A.E.R.E.
are in reasonable agreement with those generally accepted,
they believe that the adoption of the revised ranges mightHarris, A. I., Social-Welfare of the Elderly, 1968, 2 vols. Government

Social Survey, H.M.S.O.
'Healthand Wolfare-the Development of'Community Care: Revision

to 1975-1976' 1966, Crnrd. 3022. Ministry of Health H.M.S.O.
'Report of the Committee on the Local Authority and Allied Personal

Social Services, 1968, Cmnd. 3703. H.M.S.O.
Brit. med. Y., 1968, 3, 265.
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