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two cases of ventricular tachycardia. Hypotension was not
found in Jewitt and his colleagues' study with practolol in a
similar group of patients. Since vasodilatation is not a known
effect of oxprenolol, the fall in blood pressure presumably
resulted from a fall in stroke output, and both conditions are
highly undesirable after myocardial infarction.
The beta-receptor blocking drugs have earned an important

place in the treatment of dysrhythmias.9 They are particularly
useful in the treatment of digitalis-induced dysrhythmias,
when direct-current counter-shock is apt to precipitate
ventricular fibrillation. They are highly effective in slowing
the ventricular response in recalcitrant atrial fibrillation or
flutter which has not responded to digoxin alone. In post-
infarct dysrhythmias both practolol and oxprenolol are helpful
in the treatment of supraventricular tachycardia, because
digoxin acts less quickly and may be hazardous if the dose is
pushed upwards in a patient with a reduced renal blood flow
and an unstable myocardium. Lignocaine remains most
physicians' first drug in the prevention and treatment of
ventricular ectopic beats and ventricular tachycardia. Like
propranolol and practolol, oxprenolol also has been found to
be effective in the treatment of angina pectoris,'0 and this
group of drugs now has a firmly established position, relieving
angina by lowering the metabolic cost of exercise. In the
treatment of hypertension their position is far less secure, but
they undoubtedly have a place.

Caution is required when beta-receptor blocking drugs are
administered to patients with impaired left ventricular
function. In the choice of these drugs practolol probably still
leads the field because of its cardioselective action and relative
freedom from unwanted effects, particularly myocardial
depression.
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Levodopa for Parkinsonism
Since the treatment of Parkinsonism with levodopa was last
discussed in these columns one year ago' the drug has become
available for general use, and many reports have confirmed its
efficacy. The clinical pharmacology of levodopa has iecently
been summarized.2 Broadly, one-third of all patients show an
impressive therapeutic response and one-third show a smaller
but none the less worthwhile benefit. The remainder receive no
benefit either because of complete lack of response or, more
commonly, because severe side effects limit the dose to
subtherapeutic levels.

Patients with idiopathic or arteriosclerotic Parkinsonism
usually respond satisfactorily, but those in whom the con-
dition is postencephalitic tolerate the drug poorly and only a
minority gain useful and enduring benefit.3 Previous stereo-
taxic surgery does not influence the response.4 As there is no

reliable method of forecasting the degree of response in an
individual patient, levodopa should be tried in all with
Parkinsonism unless there is a specific contraindication.2 The
exception to this rule is drug-induced Parkinsonism: levodopa
does not improve the condition when it is produced by
phenothiazines.5

Generally the higher the daily dose the better are the
therapeutic results, but side effects are also dose-dependent.
Therefore the aim of the prescriber should be to build up to
the "maximum tolerated" dose. This is a compromise be-
tween benefit on the one hand and adverse effects on the other.
The degree of severity at which a side effect becomes in-
tolerable varies from one patient to another. A symptom
which is but a mild irritation to one is an intolerable burden
to another. The patient's attitude is usually influenced by the
amount of benefit he is receiving from the drug.
The adverse effects which limit the dose during the intro-

duction of treatment are discussed by Drs. R. B. Godwin-
Austen, C. C. Frears, and S. Bergmann in the BRM.J. this
week (page 267). Nausea, sometimes accompanied by vomiting,
is often seen during the first few weeks of treatment. It is
alleviated if levodopa is taken after food; only occasionally are
antiemetics required. Antiemetic preparations containing
pyridoxine must not be given, because, curiously, this vitamin
antagonizes the effects of levodopa. The blood pressure should
be recorded frequently while the dose is being built up, and if
there is a distinct fall or if symptoms of postural hypotension
occur further increments should be withheld for a few days.
Such changes are usually transient, and only rarely is specific
treatment required.' Levodopa has induced psychological
disturbances. The most common are agitation, restlessness,
confusion, delirium, and depression. Most of them disappear
spontaneously, but, if they are persistent, barbiturates,
benzodiazepines, or tricyclic antidepressives can be prescribed
as appropriate.6 Severe psychiatric disorders, which may
necessitate abandoning levodopa, are usually, but not ex-
clusively, seen in patients with a previous history of mental
disorder. Therefore treatment of such patients is best insti-
tuted in hospital.

Cardiac dysrhythmias have been reported in patients taking
this drug, and latent angina pectoris may be unmasked by the
patient's increased mobility. Those with cardiac disease were
therefore excluded from early trials, but they are now being
treated successfully. Ifa patient has an abnormal electrocardio-
gram or a history of heart disease levodopa should be intro-
duced cautiously, preferably in hospital. If a serious dys-
rhythmia occurs, levodopa should be stopped. Treatment with
beta-adrenergic blocking drugs has been successful in some
cases. The commonest side effects limiting the dosage that
can be given are involuntary movements affecting the mouth,
face, or limbs. Unlike other side effects, which tend to dis-
appear after a few months' treatment, these abnormal move-
ments may become worse. However, they regress if the daily
dose is reduced.'
Levodopa can be given in addition to anticholinergic

drugs. Most patients show the best results while taking a
combination of drugs. The dosage schedules should be
flexible and devised for the needs of each individual patient.7
Generally admission to hospital is unnecessary unless the
patient has a cardiac or mental abnormality or is unable to
cope with adjustment of the dose regimen. Dr. Godwin-
Austen and his colleagues suggest twice-weekly increments of
05 g per day for outpatient use. Before treatment begins the
patient and his relatives must be instructed in how to achieve
the optimal dose ofdrug and what side effects may be expected.
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They should be reassured that if a severe adverse reaction
occurs it will quickly disappear if the drug is stopped.
At first, close supervision is necessary, and patients often

require encouragement to persevere with treatment during the
several months that may elapse before real benefit accrues.
After the maximum tolerated dose has been reached it may
be redistributed in the 24 hours to obtain optimal benefit
throughout the day, and minor adjustments may be required
from time to time. Even patients who shcw a sustained
improvement on levodopa may notice a fluctuation in their
functional ability from day to day.8 Once a patient has become
familiar with his treatment he need be seen only infrequently,
and it is reasonable to prescribe at least one month's supply of
drugs at each attendance.
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Short-leg Syndrome
When faced with otherwise unexplained musculoskeletal
symptoms the clinician may be tempted to postulate mechanical
stresses associated with asymmetry of the limbs or limb-
girdles. There have been several studies of unequal length of
legs and pain low in the back. Techniques have included
intricate measurements on radiographs taken in the erect
position, measurement of true and apparent leg-length by
tape measure, and simple palpation of the iliac crests while
correcting pelvic tilt with heel blocks of different heights. The
results suggest that the last method is quite adequate for
routine clinical practice. From x-ray measurements W. A.
Rush and H. A. Steiner' found that 77% of 1,000 soldiers
with low back pain had an average inequality of leg-length of
7 mm. Similarly A. Stoddard2 found that 17 of 100 patients
had 0'5 in (12-5 mm) or more ot femoral shortening com-
pared with 8%' of symptomless control subjects. P. J. R.
Nichols and N. T. J. Bailey3 studied the observer-error in
measurement of the apparent length of the legs by tape
measure from the anterior superior iliac spines to the medial
malleoli and concluded that differences of 0'5 in (12-5 mm)
or more were diagnostically significant. Using this method,
Nichols4 found leg shortening in 22% of 180 airmen with
back ache compared with only 7% of controls. B. J. Sicuranza
and his colleagues5 screened 1,000 obstetric patients by
palpating the iliac crests and found 63 (6%) with unequal
legs. Of these 53 complained of either low back or flank pain
for which no gynaecological cause was evident. They claimed
that 90%// of these patients were relieved by compensatory
heel raises.

Simple developmental inequality of length of the legs is
usually not gross. The patient stands with a slight pelvic tilt,
and there is commonly a compensatory thoraco-lumbar
scoliosis. There may be some asymmetry of the height of the
shoulders-which may well have been noted previously by
an observant tailor. On the short side the flank will appear
less hollow, the hip less prominent, and the gluteal fold lower.
Many years may elapse before symptoms develop. Presumably

the younger mobile spine is capable of adapting to unequal
mechanical stresses.
More extreme cases may be due to congenital or acquired

hip disease, while growth of the bones may be retarded by
poliomyelitis and accentuated by chronic osteomyelitis and
vascular malformations. Some degree of shortening is common
after major fractures of the lower limb, and compensation is
essential if the patient is to walk without a limp; an ill-fitting
leg prosthesis can produce similar effects. In such cases the
knee joint of the longre leg may be kept flexed to compensate.
A. St. J. Dixon and S. Campbell-Smith6 have shown that in
patients with real or apparent inequality of leg-length of more
than 25 mm present for more than one year the knee joint
on the longer side was subject to greater arthritic damage.

It seems, then, desirable to treat any inequality in the
length of the legs of more than 12-5 mm even if it is not
currently causing symptoms. If the deformity is longstanding
correction should be performed in stages. Adjustments of up
to 25 mm can be made simply by raising one heel and lowering
the other. If, however, a raise of more than 12-5 mm is
required on one side some thickening of the sole is necessary.
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A Psychiatrist in Space?
Four hundred and fifty years ago Ferdinand Magellan entered
the Mar Pacifico by the straits that now bear his name. He
was on a voyage to circumnavigate the world, and he called
on his priest to bless the ships, led his crew in chanting a
Te Deum, and fired off his guns. No doubt this ceremony
gave comfort to the explorers of the sixteenth century, but
from where can the astronauts of the twentieth century draw
sustenance when they pass through their Straits of Magellan?
With the advent of another journey to the moon one cannot

help but think of Apollo 13. It was during this mission that
the mental reserves of three men were tested, perhaps, to
the limit, and yet they came through the ordeal without the
need for spiritual or psychological support provided by a third
party. Their only contact with civilization was what may have
seemed to be the impersonal voice of mission control supplying
technical information in a stereotyped manner.
Do the astronauts need a psychiatrist? The aerospace world

is divided-though not equally. The vast majority of aerospace
doctors can see no role for the specialist in psychological
medicine during a space flight. They argue that astronauts
are essentially self-selecting individuals whose experience and
skill in aviation fit them for their role and whose ability to
complete the training programme excludes the possibility
that they may not be able to cope under pressure. The very
few who can see a part for the psychiatrist argue the need for
a person able to understand their difficulties and advise them
in their time of need. The astronauts claim to feel a personal
relationship with mission control and have not considered
the need for a doctor trained in psychological medicine.' It
would appear that the voice of mission control and the skill
and experience which it represents is their support.
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