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including ataxia and sometimes evidence of pyramidal tract
disease. Few patients suffering from this progressive disorder
survive for more than six to nine months after the onset.
In mos t cases the electroencephalogram shows striking
abnormalities characterized by diffuse and irregular mixed
spike and delta wave activity. B. Brownell and D. R.
Oppenheimer2 have confirmed that the most striking patho-
logical changes in these cases are, firstly, spongiform changes
in the cerebral cortex, and, secondly, degeneration of cerebellar
granular cells. The condition seems to be similar to, if not
identical with, the so-called subacute spongiform encephalo-
pathy first described by S. Nevin and his colleagues. <

In a typical case of spongiform encephalopathy of the
Jakob-Creutzfeldt type C. J. Gibbs and his colleagues4 found
that a biopsy of the brain showed a typical status spongiosus
of the cortical grey matter. Inoculation of some of this
material into a chimpanzee was followed after 13 months by
the appearance of a subacute, progressive, non-inflammatory,
and degenerative brain disease. The clinical course of the
illness in the chimpanzee was similar to that observed in the
human patient, and the neuropathological findings were also
similar. The authors could find no evidence that the disease
was of spontaneous origin or that it was transmitted by
contagion from chimpanzees with kuru. They conclude that
the condition is almost certainly caused by a transmissible
agent, which has yet to be identified.

Anorexia Nervosa
J. F. Seidensticker and M. Tzagournis' recently suggested
that anorexia nervosa is a symptom complex rather than a
disease entity. This is in line with the view expressed by
E. L. Bliss and C. H. H. Branch2 that the condition is best
regarded as a state of nervous malnutrition found in patients
with a variety of psychiatric syndromes who have also lost a
considerable amount of weight. Other investigators'- have
applied stricter criteria and have divided the syndrome into
primary and secondary forms. Neither includes malnutrition
due to physical disease or natural famine, but the secondary
form covers the states that can occur in severely ill psychiatric
patients-such as severely depressed or schizophrenic patients
who refuse to eat because they believe that their food is
poisoned.
The term primary anorexia nervosa is reserved for those

patients, predominantly female, who usually become ill in
adolescence, avoid eating food, and are characterized as a
group by their athleticism, higher than average intelligence,
and high social class origins. More specifically H. Bruch7
has drawn attention to their " pursuit of thinness," while
A. H. Crisp` has recently claimed that primary anorexia
nervosa can be distinguished psychopathologically from feed-
ing disorders of childhood and adult life on the basis' of its
being primarily a disorder related to the weight changes of
puberty, the patient having a phobia of normal adolescent
weight. This phobia, sometimes denied by the patient but
usually revealed in treatment aimed at restoring the full
weight, has its basis in the psychological implications of
normal post-pubertal weight for the patient. By avoiding
such weight she avoids adolescent experience and whatever

distress has been associated with this. The phobia also usually
ensures that the metabolic effects of the disorder are coloured
by predominant carbohydrate starvation, which comes from
the patient's conviction that starchy foods are the ones to be
particularly avoided. Eventually the condition can become
complicated by bouts of overeating with or without vomiting,
which, if persistent, can lead to severe disorders of electro-
lyte and fluid balance.9 '" Epilepsy, which occurs in about
10% of patients, appears mainly to have its basis in such
severe metabolic abnormalities." 12

It has also 'been claimed that patients with anorexia nervosa
overlap clinically, individually, and within the family with
some sections of the obese population. Childhood feeding
problems, initial overweight, high growth rate, and adolescent
dieting behaviour, as well as emotional difficulties in the
adolescent patient and her family, 'have been proposed as
some of the multiple factors leading to the development of
this particular disorder at a time of crisis. Such factors prob-
ably also influence its sex distribution.8 Occasionally the
illness appears to have developed later in life. In such
instances the patient may be denying earlier disability, but a
later onset can genuinely occur and is then often preceded by
a phase of definite obesity.
The disorder probably occurs fairly frequently, mild cases

recovering spontaneously and never reaching the doctor.
Parents are sometimes less aware of such mild degrees of the
disorder in their children than are headmistresses and others
less personally involved. The individual with anorexia
nervosa is a reluctant patient, usually needing to stay as she
is. She is usually brought protestingly along by her mother.
Most clinicians believe it is important to restore weight
to normal levels as a first measure, and this often requires
intensive inpatient medical and nursing care and super-
vision.4 5 8 Patients will often successfully resist this, unless
they believe that they can also be helped with the psycho-
logical problems they are 'being asked to face through gaining
a full amount of weight. They will otherwise usually resist
gain in weight above about 100 lb. (45 kg.) and will continue
to avoid carbohydrate in their diet-or will be secretly
planning to do so as soon as they leave hospital. Psycho-
therapy is often time-consuming with such patients, and
demands considerable skill, often needing to be directed at
the family as a whole.

These patients are manipulative and extremely fearful, and
not all can be helped by such intensive treatment. Indeed,
some patients, especially those chronically ill, relapse into a
more severe state than before if they are pressed to gain too
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much weight. Others, too, enthusiastically encouraged to
eat, begin to overeat and first learn the habit of compensa-
tory vomiting at this time. Leucotomy has sometimes been
recommended, but, though its effect on feeding behaviour is
sometimes dramatic in that patients can no longer resist their
impulse to eat, the procedure does not always seem to result in
a lessening of the feelings of guilt and disgust at gaining
weight, and such patients may become deeply distressed and
suicidal.8 Another group of patients who are particularly
difficult to help are those girls who have married after they
had already developed their anorexia nervosa. Such
marriages may further reduce their capacity to recover, since
the present state meets the needs of the marriage and may
be necessary for its survival. Such chronic illnesses carry
quite a high mortality, reported in some series 1 8 13 as 15 %.
Death is usually from inanition or more clear-cut suicide.
However, the majority of patients can be expected to recover,
and the value of any one treatment in influencing this general
outcome has not yet been conclusively shown. Most follow-
up reports' 141- indicate that about two-thirds of patients
have not relapsed several years after treatment.

Metric Medicines
On 3 March British medicine goes over to the metric system.
From that date it will be illegal for pharmacists to use any
other system of weights and measures for dispensing
prescriptions. If doctors prescribe under the old system the
pharmacist will be required to convert the prescription to a
metric one before dispensing it. The regulations' making the
changes in the law were laid before Parliament on 5 February,
and E.C.N.s have been issued giving full details of the regula-
tions and conversion tables.

Proprietary and B.N.F. tablets will be available only in
metric dosages from 3 March onwards. In the case of drugs
which doctors associate with dosage in grains, such as digitalis
or thyroid, prescriptions written in apothecaries' units will
be converted by the pharmacist, so that when 1 grain is
prescribed 60 mg. will be dispensed. The regulations specify
equivalents rounded off to multiples of 5, so that 3 grain
becomes 50 mg.

All liquid medicines to be taken by mouth will be dispensed
with instructions for the patient to take a dose of one, two,
or more " 5 ml. spoonfuls." This dose is larger than the old
teaspoonful of 60 minims or 1 drachm (about 3 5 ml.), and
two 5 ml. spoonfuls is less than -1 fl. oz. (about 14 ml.).
All proprietary and B.N.F. liquid medicines have been
reformulated so that the dosage of linctuses, elixirs, and
paediatric mixtures is now 5 ml. and the dosage of adult
mixtures is 10 ml. If a doctor prescribes a B.N.F. mixture
and specifies a dosage of -1 fl. oz. the pharmacist will dispense
the new mixture with a dosage of " two 5 ml. spoonfuls."
Should the mixture not appear in the 1968 edition of the

B.N.F. then the pharmacist will convert the quantities to
be supplied in each dose to metric equivalents and prepare a
mixture giving those quantities in the new dose of 10 ml.

If a doctor prescribes a liquid medicine containing several
drugs, each specified by apothecaries' units, in a volume
specified in imperial units, then again the pharmacist will
make the necessary conversions to metric dosages.

Pharmacists will use new bottles for the new system. These
contain 25, 50, 100, 150, 200, 300, and 500 ml., and in
calculating the number of doses to be prescribed these
numbers should be borne in mind-so that instead of prescrib-
ing a B.N.F. mixture, -1 oz. t.d.s., 12 oz. (24 doses) to be
supplied, the doctor should prescribe 10 ml. three times daily,
200 ml. (20 doses) to be supplied. Pharmacists have been
instructed to supply the exact quantity prescribed when metric
dosages of 5 ml. or multiples are used, so that a prescription
for 5 ml. three times daily for five days would be dispensed
by supplying 75 ml. in a 100 ml. bottle labelled to explain
why it was not filled. When imperial dosage or an imperial
total volume is prescribed the pharmacist will round off the
number of doses to correspond to a size of bottle.

So doctors will need to make only a few simple changes to
help their pharmacist colleagues. Apart from converting
grains to milligrams, all that is needed is a switch to decimal
thinking rather than duodecimal-to use 5, 10, 15, 20, rather
than 2, 6, 8, and 12. A mixture of metric and imperial
dosage in one prescription is the most likely source of prob-
lems, but experience in Australia suggests that within three
months the new system will have become established.
The eighth edition of the British National Formulary2 is

timed to coincide with the new regulations. This edition con-
tains only metric doses, but in other ways it has been revised
only modestly from its predecessor. Predictably, the hazards
of misusing drugs are treated more fully. Dependence on
drugs now precedes emergency treatment and adverse
reactions, and is discussed with useful reference to the 1968
regulations. The section on adverse reactions is notably
improved, and includes an admirable list of common unwanted
effects likely after most commonly used drugs. " Notes for
Prescribers" continues to develop into a handy small text of
applied pharmacology.

About eighty items, ranging from acetarsol tablets to zinc
sulphate and adrenaline eye-drops, have been deleted from
the Formulary, and this has made room for more recent
therapeutic weapons. This edition is much improved by
the inclusion of page references to the corresponding section
of " Notes for Prescribers," and it is no longer necessary for
a reader to gaze blankly at an unfamiliar substance 2nd
wonder what purpose it might serve.

All in all, the changes in the new edition are welcome,
though many a house-physician will lament the disappearance
of rounded corners as he tears his white coat pocket on the
exceptionally hard edges. The Joint Formulary Committee
-now fifty-two strong-and its secretaries are to be con-
gratulated on their labours, and the Formulary again
commended to all who have need to prescribe drugs.

Weights and Measures (Equivalents for dealing with drugs) Regulations,
1969, 1969. London, H.M.S.O.

2 British National Formulary, 1968. London, B.M.A. and Pharmaceutical
Society of Great Britain.
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