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Tuberculous meningitis

Sister M GABRIEL O'MAHONY and Drs C A
LAWRENCE and P WONG (Ruttonjee Sana-
torium, Hong Kong) write: We respectfully
disagree with Dr C C Smith's description and
treatment of tuberculous meningitis (8 Novem-
ber, p 335). He maintains that this disease
"should always be remembered in the differen-
tial diagnosis of . .. atypical meningitis" and
"if left untreated [it] is invariably fatal." We
have seen several cases with a sudden outset
of meningitic signs and symptoms, and it is
also not uncommon for the first specimens of
CSF to show a polymorphonuclear leuco-
cytosis. In Hong Kong this makes partially
treated pyogenic meningitis the most import-
ant differential diagnosis. As to the untreated
disease being "invariably fatal," in the early
days of chemotherapy' some were cured by
streptomycin alone. No one now would
attribute such success to a single drug.

Regarding treatment, Dr Smith advises
intramuscular streptomycin, oral isoniazid,
and either rifampicin or ethambutol, with the
additional use of intrathecal isoniazid for a
fortnight and corticosteroids "at least for the
first week." This we consider inadequate.
Streptomycin given intramuscularly pene-
trates poorly into the CSF.2 Isoniazid, how-
ever, crosses the blood-brain barrier,2 and
intrathecal injection is unnecessary. Rifampicin
is bactericidal, while ethambutol is bacterio-
static. They should probably not be regarded
as equivalent, at least in the initial "killing"
phase of antituberculosis treatment. Dr Smith
refers to the use of purified protein derivative
by "some experts," but as far as we know this
is now past history. As to the more important
use of corticosteroids, he is doubtful except in
"those patients who develop cerebral oedema,
which may be the result of an allergic reaction
to tuberculin after treatment starts." We
would point out here that there is strong
experimental evidence implicating tuberculin
allergy in the pathogenesis of the disease.3

I Medical Research Council, Lancet, 1948, 1, 582.
' Forgan-Smith, R, et al, Lancet, 1973, 2, 374.
3Rich, A R, The Pathogenesis of Tuberculosis, 2nd edn.

Oxford, Blackwell Scientific, 1951.

Long-stay mental hospital population

Dr G MILNER (Powick Hospital, Powick, near
Worcester) writes: . .. Analyses of inpatient
cohorts (Dr T Bewley and others, 20 Decem-
ber, p 671), while valuable for local planning,
do not necessarily reflect national trends.
One cannot ignore the influence of non-
clinical factors on inpatient numbers; staff
attitudes, ready availability of psychiatric
services, present and past admission/discharge
policies, and domiciliary nursing services
will all have a large impact on determining
whether a particular patient remains in
hospital or receives an alternative pattern of
care. We are fortunate in that in this area a
model service, which has become nationally
known as the Worcester Development Project'
is nearing the first phase of its completion.
Under the scheme a community-based
psychiatric service with inpatient/day patient/
outpatient facilities in general hospitals and
various local authority provisions will replace
the inpatient services now provided at Powick
Hospital (catchment area 317 700 population).
In-built research will, it is hoped. answer
some of the questions posed by the present

controversy. Although the local authority
facilities are not yet fully available, we have
been able over a period of years considerably
to reduce the load on inpatient services from
1076 occupied beds in 1954 to 784 occupied
beds in 1968 and 470 occupied beds in 1975.
This has been achieved by the application of
some of the principles outlined above (chang-
ing staff attitudes, etc). One would hope,
therefore, that this pattern of care could be
followed in other districts....
1 Department of Health and Social Security, Worcester

Development Project. Feasibility Study for a Model
Reorganisation of Mental Illness Services, MO
(MI)56. London, DHSS, 1970.

Laboratory diagnosis of malaria

Dr A P HALL (Hospital for Tropical Diseases,
London NW1) writes: . . . I would like to
emphasise that the thick film is a much more
sensitive technique than the thin film for
diagnosing malaria. In Thailand last year we
compared thick films and thin films in 72
patients with falciparum malaria. The thick
film is 10-40 times thicker than the thin film
and it is therefore 10-40 times easier to find
the parasites. For example, we found that
parasite densities less than 1000/tl (about
0 0250o cells parasitised) were often missed
on the thin film but usually detected on the
thick film. Parasite densities of 10-100,'cl
could rarely be detected on a thin film even with
a 30-minute search but could be readily
detected on a thick film, usually within 10
minutes. This is very important, because in our
studies we have found that a falciparum
parasitaemia can increase from a density of
10 to 100 000/ltl within a day. The thin film
can be valuable in species identification, but
the thick film is the quickest and most sensitive
method of detecting a parasitaemia. A delay
in diagnosis may be a fatal mistake (22
November, p 474).

Incurable Patients Bill

Dr G SCOTT (Milton-under-Wychwood,
Oxford) writes: . . . The acid test of a good
family doctor is his care in the last illness.
The best will acknowledge their limitations,
the worst won't bother. When living becomes
mere existence a human being of testamentary
capacity should have the right if and when
he chooses to be able to say "Enough is
enough" and then be assisted to deliver
himself from evil (suicide if you like) following
a procedure acceptable to society.
Any doctor should be willing to certify that

a patient is suffering from an incurable disease
or degeneration without offending his con-
science. He has no moral, legal, or ethical
right to refuse. But neither a family nor a
hospital doctor should be expected to become
further involved. The duty of a doctor to his
patient is to prevent and treat illness; to
relieve suffering without wilfully causing
death; and when there is incurable disease to
allow nature to take its course without
hindrance. . . I do not doubt that Lady
Wootton's Bill will be rejected. But it must
do some good. What is required is that a select
committee of both Houses, all laymen save
for a sprinkling of lawyers and representing
all shades of opinion, should be set up. All
priests, physicians, psychiatrists, psychologists,
philosophers, and professors would be excluded

save* to give evidence. It should not be
beyond the wit of a group of sensible men and
women to work out a procedure acceptable to
society and to the law for those who may wish
for the self-deliverance which members in
health may not for themselves accept in
principle; another day they might change their
minds on this point.

Dr S L HENDERSON SMITH (Huddersfield)
writes: Dr J F Searle (31 January, p 284)
fails to realise the main purport of Lady
Wootton's Bill, which is to place the decision
to die in incurable illness firmly in the patient's
court. This is far from being the case at
present, where treatment is weighted by the
doctor's instinctive prejudice and by social
attitudes towards the prolongation of life,
however firm and rational may be the decision
of the patient to the contrary. The question
of the brain-damaged patient kept artificially
alive is clarified by the Bill in that proxy
decisions will be upheld by law rather than
left as at present to the discretion of the doctor
in charge. . . The Bill is a step in the right
direction in that it acknowledges the right of
suffering beings to accept dying as preferable
to living if the quality of that living be reduced
by circumstances below a minimum tolerable
point. It is surely high time we ceased to force
our patients to live in conformity to our wishes,
not their own.

The third man

Mr D HILLEBRANDT (Westminster Hospital
Medical School, London SWI) writes: With
reference to the letters from Dr R L Wynne
(24 January, p 221) and Dr C R A Clarke
(10 January, p 92), I have personal experience
of similar hallucinations in situations of sus-
tained physical and mental strain at the relatively
low altitudes experienced in the European
Alps, and judging by comments from other
mountaineers this is an accepted phenomenon
of mild hypothermia, especially when associa-
ted with high altitude. For further reading I
would refer Dr Wynne to the books by Drs P
Steele' andM Ward2... and to the proceedings
of a symposium held by the Alpine Club in
February 1975. . . .

Steele, P, Doctor on Everest, pp 68 and 191-2. London,
Hodder and Stoughton, 1972.

2 Ward, M, Mountain Medicine. London, Crosby
Lockwood Staples, 1975.

3 Mountain Medicine: Proceedings of Symposium for
Mountaineers, Expedition Doctors and Physiologists,
ed C Clarke, M Ward, and E Williams. London,
Alpine Club, 1975.

Dr J HAWORTH (Carlisle) writes: With reference
to the letters from Dr CRA Clarke (10 January,
p 92) and Dr R L Wynne (24 January, p 221)
about the hallucinations suffered by two high-
altitude climbers on the recent Everest
expedition, this phenomenon is also docu-
mented in Karl Herligkoffer's account1 of the
successful German attempt on Nanga Parbat
in 1953. On his solo descent from the summit
Hermann Buhl described how he was aware of
a companion advising him that he had dropped
his gloves, but when he turned round to speak
to him there was no one there. Buhl was climb-
ing at over 26 000 feet (8000 metres) without
oxygen and Herligkoffer, a physician, ascribed
his symptoms to cerebral anoxia....

l Herligkoffer, K M, Nanga Parbat. London, Elek
Books, 1954.
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