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have been to put this higher on the list for
students and nurses than for the general
hospital population.

It was precisely because of this that the
epidemic appeared to break out in such an
explosive fashion. Clinical students who
were smitten by such an odd assortment of
unpleasant symptoms which fitted nothing
in the textbooks were strongly motivated to
keep them to themselves and struggle on as
best possible, hoping for a rapid end to
them, particularly as none of us wanted to
delay taking finals. It was only when the
bulk of the class who qualified in 1956 were
gathered into residence for the midwifery
post at Liverpool Road at the beginning of
July, 1955, that the epidemic really broke
out, and it was because of the sore throats,
which were the usual presenting symptom,
that the illness could not be concealed any
longer. I should perhaps remind readers that
this coincided with an exceptionally hot, dry
summer and students' quarters were rather
cramped-absolutely ideal conditions for an
explosive outbreak of virus infections such as
anterior poliomyelitis. This was possibly
aggravated by the previous post having been
the "E.N.T. and Eyes," which involved the
least interstudent contact of all, was the
least demanding, and which had enabled the
pre-epidemic victims to suffer in silence
without attracting any attention to them-
selves.
As psychiatrists, Drs. McEvedy and Beard

should be aware that diagnosis of hysterical
illness should be made on positive grounds
of finding evidence of both primary and
secondary gain, and not just on negative
grounds of not being able to explain the
symptoms in another way.

However, I should like to deal with the
details of the paper in order.

(1) In 1955, a very high proportion of the
staff and student population and all the nurses at
the Royal Free Hospital were females. One
would therefore expect most of the people to be
affected to be women and at that time, most of
the male students were preclinical. Even in
term, there was minimal contact between clinical
and preclinical students, and this was during
the long vacation, so very few male students
were at risk.

(2) As I have already pointed out, it is quite
as erroneous to base any conclusion, even sta-
tistical, on figures obtained from people treated
only as inpatients as it would be to deduce the
true incidence of dysentery (or depression) on
returns from those admitted to hospital.

(3) The hypoaesthesia was difficult to define
because of its odd quality. The nearest I can get
is to say that thermal sensation was impaired,
and for light touch the difference from normal
was comparable to the feel of swansdown as
against feathers. There was a loss of precision.

(4) Surely it is only if a paralysis is due to a
pyramidal-tract lesion that exaggerated ten-
don reflexes develop, and, the longer I am in
practice, the less convinced I am of an abso-
lute correlation between muscle tone and
strength and tendon reflexes. Particularly in
mental deficiency practice, it is quite common to
find hypotonia, sometimes extreme, associated
with normal or grossly exaggerated reflexes and
extensor plantars. Hypotonia is often associated
with relative disuse, and pain is a powerful in-
hibitor of movement. The pain of benign
myalgic encephalomyelitis could be quite in-
tense.

(5) Anybody who believes that the female
population of the Royal Free Hospital was seg-
regated just doesn't know the Free. I can
only think that Drs. McEvedy and Beard must
have led a very sheltered student life.

(6) Disproportionate depression and emotional
lability are common concomitants of most viral
infections (for example the well-known post-
influenzal depression), especially those affecting
the C.N.S. Disturbance of sleep was a common
feature, and disruption of normal sleep-rhythm
is now recognized as a factor productive of
emotional instability.

(7) As I have mentioned above, sore
throat was a usual presenting symptom. The
cervical lymph nodes, especially posterior
groups, were usually mildly enlarged and dis-
proportionately tender. ln this context it may be
of interest to record that when I came round
after a tonsillectomy in 1957, two years after the
onset, I found that I had severe impairment of
light touch and temperature in my right thumb,
which indeed felt as if it had been completely
frozen, and it took nearly three months for this
to clear up.

(8) Because of the functional reserves of the
liver, jaundice is an exceedingly crude index of
hepatic function, so one would not expect a high
incidence in an infection without a high predi-
lection for liver. Even now, liver function tests
are also pretty crude indices, and they are more
refined now than they were in 1955.

(9) Throughout most of the C.N.S. also
there are tremendous functional reserves and
considerable overlap, so that, with the exception
of certain areas such as deltoid, and tibialis an-
ticus, it takes a pretty large lesion to produce
changes gross enough to be detected objectively
by the still very crude methods of examination
at present available. Widely diffused but very
small lesions are not likely to be detected easily
either clinically or histologically.
Drs. McEvedy and Beard state that en-

cephalitis is a serious illness; this is an ex-
ample of cyclical thinking. If one requires
features such as disturbance of consciousness
before making such a diagnosis then one
automatically excludes relatively minor ill-
nesses, but it is not logical to postulate that
brain tissue is the only one to make an all-
or-none response to infection.

I must apologize for writing at such
length, but having been personally involved
in the epidemic, and having the rather
unusual combination of postgraduate ex-
perience in both infectious diseases and
psychiatry, I feel I am better qualified
than most people to point out the fallacies in
this paper.-I am, etc.,

PAULA H. GOSLING.
Craig Phadrig Hospital,

Inverness.

SIR,-I have followed the papers of Drs.
C. P. McEvedy and A. W. Beard (3 January,
p. 7) and the subsequent correspondence-
irate and otherwise-with much interest.

I can find no immediate reference to long
term follow up of any of these cases, and
would therefore like to briefly describe the
features presented by an ex-patient of mine
(Caucasion), whom I saw in Rhodesia over
the period 1965-6. She had been quite
severely affected at the time of the original
Wentworth/ Addington Hospital, Durban,
outbreak described early in 1955.1

She was a nurse. Throughout the above
period of observation, she worked as a
medical receptionist in the hospital out-
patients department. She was happily married
with four children. Her husband, a miner,
was, at this time, more or less out of work
-the result of a series of hemia repairs.

After leaving Durban she had become
prone to attacks of severe "tetanic-type"
spasm at irregular intervals. There was no
obvious precipitating factor except possibly

prolonged muscular contraction. I was
frequently in a position to witness the onset
of these. They occurred at hospital-in the
course of her duties, at home, and on one
memorable occasion in a crowded stadium
during the visit of the Prime Minister.
Attacks were initially of a carpo-pedal type,
painful, and rapidly became generalized,
almost to opisthotonus, causing great distress
to the patient. I can recall them lasting over
a period of up to three hours. They were
unalleviated by intravenous calcium, opiates,
or rebreathing. In extreme attacks a few ml.
of intravenous sodium pentothal was found
useful, as later was intravenous diazepam. I
would stress that at no time can I recall
witnessing over-breathing, overt or other-
wise, in the early stages. With increasing
distress gasping respirations did, not
unexpectedly, occur.

Maintenance therapy with various calcium
supplements did not appear to diminish the
frequency of the attacks. Serial serum calcium
and magnesium readings, etc., were always
normal. Reference to specialist centres in
Johannesburg shed no real further light on
the diagnosis. Hysteria and over-breathing
were often hinted at, though again the latter
was not witnessed at onset. A detailed
psychiatric assessment was not, as I recall,
obtained, but to all outward appearances
this lady did not seem the "hysterical type"
-in so far as such a description applies.

Today, some years later, with hind-sight
and current thinking to hand, I am still
unable categorically to state that this lady's
symptoms were functional. It would be
interesting to know if others have any
similar experiences in the follow up of those
patients involved in the various "epidemics,"
-I am, etc.,

G. J. BURKE.
Wellcome Research Laboratories,

Beckenham, Kent.
REFERENCE
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SIR,-I feel compelled to write in reply to
the letter by Dr. J. R. Wray (7 February,
p. 363) who suggests that the outbreak of ill-
ness at the Royal Free Hospital, which has
evoked so much interest, was due to epi-
demic winter vomiting.
The main feature of winter vomiting is, as

its name implies, vomiting, which is often
sudden in onset, and nearly always settles
within 48 hours.' In an outbreak involving 50
cases2 and in numerous cases seen in general
practice23 I have not found meningism or
any other abnormal neurological signs. I
therefore cannot believe that the epidemics
described by Ash' and Haworth et al.5
quoted by your correspondent were due to
epidemic winter vomiting, though they have
been referred to in the past in discussions
on this disease. I also cannot accept that the
epidemic at the Royal Free Hospital, in
which only 12 °,( of the patients vomited,
could have been due to epidemic vomiting.
Dr. Wray also suggests that in epidemic

vomiting it is normal for all the patients
to be ill on the same day and that the
incubation period is sometimes less than one
day. I believe the main feature which enables
one to distinguish this condition from various
forms of "food poisoning" is that cases occur
in batches. In the boarding school epidemic
described by myself2 cases occurred over a
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period of two months, and my observations
in this and other outbreaks suggest that the
incubation period is normally about 48 hours
or sometimes longer, though when two cases
occur with an interval of a week between
one wonders whether an undiagnosed in-
termediate case has been overlooked.

Having disagreed on some points I would
like to support Dr Wray in saying that
hysteria in an epidemic can cause difficultes
in differential diagnosis. If two girls in a
dormitory wake up during the night and
vomit profusely it is not surprising if the
sight and smell of vomit induces nausea and
and even vomiting in some of the other girls
sharing the same dormitory.
Most astute general practitioners over the

years have observed diseases which were not
described in the textbooks. However the
cause and clinical features of some of these,
such as "drop attacks," epidemic myalgia,
and hand, foot and mouth disease have now
become clear and well-known, and I would
agree that one should hesitate before attri-
buting any unaccountable bizarre syndrome
to hysteria because the entity does not fit
any disease mentioned in present medical
books.-I am, etc.,

E. J. HOPKINS.
Liverpool
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SIR,-I was very interested in the letter
from Dr. N. D. Compston and others (7
February, p. 362) commenting on the article
"Royal Free Epidemic 1955, a Reconsid-
eration," by Drs. C. P. McEvedy and A. W.
Beard (3 January, p. 7).
The letter recalled the similarity of my

own experience of benign myalgic enceph-
alomyelitis in Coventry in 1953 and 1956,
in both clinical findings and electromyo-
graphy. The statement, however, that the
electromyography findings in our cases were
not published is not quite correct as refer-
ence to them was made in papers published
in 19541 and 19572 though no tracings were
reproduced.
The question of mass hysteria was care-

fully considered in our cases, but ultimately
seemed unacceptable in my view and for
much the same sort of reasons as in other
outbreaks. Apart from the electromyography
findings, other considerations of a clinical
and epidemiological nature were hard to
reconcile with hysteria. Included among
these were the following:

(1) In 1953 the outbreak of benign myal-
gic encephalitis among the nursing and
physiotherapy staff at Whitley Hospital,
Coventry followed upon the adinission of
similar patients from Coventry and a wide
area of Warwickshire as cases of poliomye-
litis during a season notable for the latter.

(2) These scattered cases, though clinically
multiform, had a basic similarity.

(3) In 1956 seven more scattered cases of
benign myalgic encephalitis were admittted
(3 men and 4 women) after an interval of
three years and against a local background
much less coloured than in 1953 by polio-
myelitis-and no staff cases occurred; in
contrast, in 1957, which like 1953 was a year

of marked poliomyelitis incidence here-
abouts, no cases of benign myalgic enceph-
alitis were admitted or occurred amongst
the staff.

(4) The ages of the 13 staff affected in
1953 ranged from 18 to 46 years, and it was
especially difficult to believe that the senior
element of these had become victims of a
mass outbreak of tlorid. conversion hys-
teria.-I am, etc.,

J. F. GALPINE.
Whitley Hospital,

Coventry, Warwicks.
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Liver Scanning

SIR,-I read with particular interest the
paper on the role of liver scanning in the
preoperative evaluation of patients with
cancer by Dr. K. P. Poulose and others (16
December, p. 585). Their results encourage
the use of this investigation before under-
taking surgical treatment. However, in my
opinion there are two questions that need
more detailed answers.
The authors state that 50%' of the hepa-

toma patients in the scan group and 75% in
the necropsy group had coexistent cirrhosis.
Some scintigraphic signs seem to be more
characteristic of cirrhosis, especially patchy
or nonhomogeneous distribution and splenic
enlargement.' The authors failed to correlate
these signs, especially the splenic enlarge-
ment with the association of the hepatoma
and liver cirrhosis. In my opinion it is more
likely that the splenic enlargement is due to
liver cirrhosis than to hepatoma. I have seen
splenic involvement in large hepatomas
only of the right lobe. Apart from the two
exDlanations for the increase in size of the
spleen (portal hypertension and splenic
metastasis), I would suggest a third one:
splenic reticulo-endothelial hyperactivity,
which is present more often in cirrhotic than
in cancerous patients, and can also be seen
in the bone marrow.'
A false positive scan picture for hepatic

tumours in cirrhotics increases in incidence
as the disease progresses, and reached 30%
in my series.' 2 It is difficult to establish the
moment of the association between hepato-
ma and cirrhosis.

In my experience, the correlation of the
scan picture with the clinical course of the
disease is essential. In borderline cases it is
probably better to undertake laparotomy
than depend on tests.-I am, etc.,

BENEDICT GHEORGHESCU.
Centrul de Gastroenterologie,

Bucharest, Romania.
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Medical Auxiliaries
SIR,-I should be grateful if I could be

granted the hospitality of your columns to
remind your readers of the existence, the
aims, and the objects of the Board of Reg-
istration of Medical Auxiliaries.

The board is a voluntary body, founded in
1936 on the initiative of the British Medical
Association. It approves curricula and
training centres, and establishes registers of
fully trained members in various branches of
medical auxiliary work. The board also acts
as a mouthpiece for these auxiliary profes-
sions on certain occasions.
A number of bodies originally recognized

by the board have now attained statutory
recognition-physiotherapists, radiographers,
orthoptists, dispensing opticians, chiropodists
and dietitians-and Iegisters of these are
maintained and published by the Council for
Professions Supplementary to Medicine and
the General Optical Council. There is little
doubt that registration with the board in the
first instance was a valuable preparatory
step towards official professional recogni-
tion.
There are other groups of persons under-

taking important duties related to patient
care who are not recognized by the board,
who could, I am sure, benefit by advice on
their training and cognate matters so as to
enable them to attain professional status.
The board includes ten eminent medical
practitioners, representing various branches
of medicine, and each professional body re-
cognized by the board is also entitled to
appoint a lay representative on the board.
The board would welcome inquiries from

organizations whose members are engaged in
work which is supplementary or auxiliary to
the practice of medicine.-I am, etc.,

A. M. A. MOORE,
President,

Board of Registration
of Medical Auxiliaries.

B.M.A. House,
Tavistock Square,
London W.C.1.

Closure of Wounds

SIR,-It would be unfortunate if the re-
marks made in your leading article (17
January, p. 129) led surgeons to adopt ex-
treme or untried practices prematurely.
Especially must one express concern about
the use of adhesives for closing wounds. We
began our studies on this subject about
twelve years ago, but did not report them in
detail because the results were so uniformly
disappointing. Even when natural substances
which produce no antigenic or inflammatory
reaction were used (such as natural collagen)
the healing process was delayed. These
substances needed to be absorbed or ex-
truded before the wound reached a stable
state. Substances such as the cyanoacrylates
had an even more adverse effect, in that the
wound was first of all held together and
then frequently fell apart and healed
by second intention after the foreign
material had been extruded. The final
wounds were obviously very unsatisfactory.
Added to this, many of these substances
present severe technical problems in hand-
ling, which would increase the operating
time considerably.
The use of sutureless skin closures must

also be adopted only with the greatest cau-
tion. In obtaining good skin healing it is
important that the deep layers of the dermis
are approximated rather than the surface-a
point well recognized by all the older sur-
geons and recently well studied by workers
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