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non-propulsive because they occurred simultaneously in
more than one place, an observation in accord with the
finding of Adler and his colleagues3 that the majority of
colonic waves are non-propulsive for this reason. Thus
the response of the colon to emotional strain in both
normal individuals and those with spastic constipation
is the same, though symptoms occur only in the latter,
probably because of the greater intensity and duration
of their reactions. Occasionally the source of strain
inay lie in some disturbing emotional situation, but
more commonly tension arises because of the patient's
neurotic traits which make him see danger where none
exists. Sufferers from colonic spasm are generally sensi-
tive and immature, adapting with difficulty to environ-
mental stress, exacerbations of symptoms often being
related to feelings of anxiety, resentment, or guilt. Thus
the seat of the trouble lies not in the bowel but in the
patient's conflict with his environment. His is a normal
bowel reaction to abnormal stress. In a detailed study
of the personalities of twenty patients with ulcerative
colitis Mahoney and his colleagues4 found that they
presented an abundance of neurotic traits. Such terms
as " autonomic imbalance " and " neuromuscular dys-
function" are therefore misleading, and treatment
should be along psychiatric lines.
Lysozyme, a mucolytic and bacteriolytic enzyme, is

normally present in human tears, nasal mucus, and
gastro-intestinal secretions. When fed to dogs it causes
acute' ulceration of the upper intestinal tract. Grace
and his colleagues5 have recently shown that anxiety,
apprehension, anger, hostility, and resentment are associ-
ated with variations in faecal lysozyme, particularly
when these emotions are repressed. Moderate transient
increase occurred in normal individuals in such moods.
In sufferers from ulcerative colitis, however, marked and
sustained rise in lysozyme production followed emotional
upheaval, and the symptoms became worse as the faecal-
lysozyme concentration increased. When the disease
was in remission lysozyme concentration was low.
Normal amounts of the enzyme were found in patients
with carcinoma of the colon 'and mucous colitis. In a
patient with a permanent colostomy small circumscribed
areas of oedema and inflammation were observed after
human tears containing lysozyme had been applied with
cotton-wool pledgets for 24 hours. The authors there-
fore suggest that because of its mucolytic action exces-
sive lysozyme may play an important part in causing
colonic ulceration, and, further, that lysozyme produc-
tion fluctuates with the emotional state of the individual.
Grace, Wolf, and Wolff6 have confirmed and amplified
these findings in a particularly well-planned study of four
subjects with colostomy. They found that unexpressed
anger and resentment were associated with colonic
hyperfunction, which was shown by hyperaemia,

engorgement, hypermotility, and increased secretion of
both mucus and lysozyme. In, this state, which re-
sembled that caused by the administration of metha-
choline chloride, the fragility of the colonic mucosa was
much greater than normal. Sustained feelings of anger
and resentment leading to continued colonic hyperfunc-
tion resulted in submucosal petechial haemorrhage and
ulceration. This- demonstration of the resemblance
between gastric and colonic function under emotional
stress helps to a better understanding of the importance
of the psyche in the genesis and aggravation of ulcerative
colitis, and it confirms Maudsley's dictum that " the
sorrow which has no vent in tears may make other
organs weep."

HEALED BACTERIAL ENDOCARDITIS

It is now five years since penicillin has been available in
this country for the treatment of subacute bacterial endo-
carditis, and it is therefore possible to consider what the
outlook for successfully treated patients is likely to be.
In a paper published elsewhere in this issue Dr. H. Matthew
makes such an assessment on the ba.sis of cases treated in
Edinburgh. It has hitherto been believed that, despite
eradication of the infection, a patient's expectation of life
may be short owing to the severe damage caused to the
affected valves: as a result of inevitable fibrosis and con-
tracture a valve may conceivably be more incompetent
when the disease is over than it was when the infective
process was active. The two cases of aortic valve disease
described by Rosenblatt and Loewe' in a paper quoted
by Matthew were striking examples of this change: cusps
were reduced to mere stumps, the valve being consequently
almost functionless. For this reason the final prognosis
has been regarded as most favourable in patients with
endocarditis not involving a valve, particularly in those
whose underlying abnormality is a patent interventricular
septum.

Matthew's follow-up study of the Edinburgh series will
serve as a corrective to any undue pessimism in this matter.
There were 20 patients out of a total of 40 treated who
survived for periods varying from 2, to 5+ years. Only
one of these patients has died, the cause of death being
heart failure and the lesion aortic stenosis. Of the
remainder, none has relapsed or become reinfected. A
study of their exercise tolerance shows impairment in only
two, and an increase in the size of the heart has been
observed in only four: all but two are engaged in the same
occupation as before their illness or another no less strenu-
ous. Two, whose lesion was pulmonary stenosis, have
actually benefited, their capacity for exercise being greater
than before the onset of the disease. It appears that the
practical effect of the infection has been to reduce the
degree of stenosis. In short, the majority of these patients
are as well as they were before their disease developed.
If an opportunity eventually occurs of examining their heart
valves doubtless the sort of fibrosis and calcification will

lArch. interni. Mcd., 1945, 76, 1.
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be present which is occasionally seen in patients who are
not known to have had bacterial endocarditis-a finding
which is the chief support of a belief that spontaneous
cure of this disease can sometimes occur.

These are very encouraging findings, but it is important
to understand that they are based on a study of patients
who had already survived for 21 years. The fate of 20
other patients in the Edinburgh series who did not survive
for this length of time is not discussed in this paper. In
fact congestive heart failure, due mainly to gross valvular
damage, is most liable to develop actually during the course
of treatment or, as Matthew says, "shortly afterwards."
It is of some interest to know how long a period is covered
by this term. Contracture following reparative changes
should be well advanced within two to three months, and
it would therefore be expected that heart failure con-
sequent on it should show itself within that time if a gross
degree of valvular incompetence were the result. In
Rosenblatt and Loewe's two patients, already referred to,
death occurred five and six months after treatment had
begun. Evidently some such period as this should elapse
before it can safely be concluded that the final prognosis
is favourable.

CONGENITAL MALARIA
Malaria in the foetus infected by its mother before or
during parturition has long been recognized. Plasmodia
have often been detected in the peripheral blood of infants
at birth, or at any time up to the shortest recorded " incuba-
tion" period for the species of parasite concerned. In
other cases parasites have been demonstrated in the brain,
liver, spleen, or heart's blood of the foetus. As long ago
as 1866' deposits of malarial pigment were found in an
infant at a necropsy performed three hours after birth.
More than 100 papers have been published on this subject,
but the only extensive series of observations are on the
native populations of hyperendemic areas, where the pre-
dominant malarial parasite is P. falciparum, and where.
though there is a high incidence of heavy placental infec-
tions, congenital malaria is for the most part extremely
rare. Thus Clark2 in Panama recorded one case in 400
births, Blacklock and Gordon3 in Sierra Leone none in
173, Garnham4 in Kenya none in 404, Walton5 in Sierra
Leone 7 in 2,154, and Peel and Van Hoof6 none in 403.
These findings have created an impression that con-

genital malaria is everywhere a very rare event, but
records for foreign (non-immune) residents in malarious
areas show that in them the disease may be less uncom-
mon than has generally been supposed. Dr. B. S. Jones
puts forward evidence to support this view in a paper pub-
lished elsewhere in this issue: three cases of congenital
malaria were found among 37 infants born to European
women in February, 1949, at a hospital in Lagos. Most of
the published reports are of isolated cases, and there are no

1 Thomas, L., Arch. Heilk., 1866, 7, 307.
2 J. exp. Med., 1915, 22, 427.
3 Ann. trop. Mcd. Parasit., 1925, 19, 327.
4 Trans. R. Soc. trop. Med. H'g., 1938, 32, 13.
5 Ann. trop. Med. Parasit 1947, 41, 434.
6 Ann. Soc. belge Med. trop., 1948, 28, 413.
7 Bull. Soc. Palth. exot., 1939, 32, 44.

data available from which the incidence of malaria among
non-immune individuals can be accurately calculated. The
three cases recorded from Lagos were all due to infection
with P. falciparum, but a number of infections with
P. vivax and a few with P. malariae have been described.
The mechanism of transmission of congenital malaria

is still not fully understood, but it has been generally
assumed that the parasites pass from the maternal to the
foetal circulation as the result either of mechanical damage
to the placenta or of pathological changes in it induced
by malarial infection. The reason why congenital malaria
is so very rare among natives of hyperendemic areas
though relatively common in non-immune subjects has
been the subject of much speculation. Schwetz7 suggested
that the greater frequency in non-immune individuals is
due to the greater friability and permeability of the placenta
caused by febrile malaria. In the cases recorded by Jones,
however, only one of the three mothers admitted to any
recent malarial attack. Peel and Van Hoof suggested that
the enormous numbers of phagocytes observed in the
placentae of natives might be an obstacle to the trans-
placental passage of the parasite. This is in harmony
with the view put forward by Jones that with increasing
immunity the efficiency of the placenta as a barrier to
foetal transmission increases, and the incidence of
congenital malaria therefore falls.

EARLY DIAGNOSIS OF DISSEMINATED
SCLEROSIS

The diagnosis of disseminated sclerosis is relatively easy
when multiple lesions are found in the central nervous
system and when the history indicates that they appeared
at varying intervals of time. But in. the early stages, and
particularly when only one symptom is complained of, the
diagnosis may be very difficult, and at times can be only
presumptive. The diagnosis remains essentially a clinical
one, based on the findings at examination and, more par-
ticularly, on the study of the way in which the disorder
has progressed. A carefully compiled 'case history is
essential. No pathological or radiological test is of value
except in so far as these may help in excluding other types
of neurological disease. In a few cases the finding of a
completely normal cerebrospinal fluid except for a first-
zone or "paretic" Lange gold curve may provide some
confirmation of the clinical diagnosis if the Wassermann
reactions in the blood and C.S.F. are negative. In a paper
published elsewhere in this issue Drs. D. K. Adams and
J. M. Sutherland and Mr. W. B. Fletcher have analysed
the presenting symptoms in 389 cases of disseminated
sclerosis, and they agree with previous authors that the most
common early symptoms are weakness of one or more
limbs, visual disturbances, paraesthesiae, vertigo, and dis-
orders of micturition. The incidence of retrobulbar neuritis
as an initial symptom was 13.9%, which is lower than the
20% recorded by Mullerl in his remarkable recent study
of 810 patients in Sweden. They suggest that the disease
cccurs most frequently in sympatheticotonic individuals and

1 Acta med. scand., Suppl. 222, 1949,133.
2 Brit. J. Ophthal., 1944, 28, 40.
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that vasomotor disturbances, such as coldness of the hands
and feet, and chilblains, are common in the early stages.
Frequent early signs which they found in the eyes were
imbalance of the ocular muscles, enlarged pupils, and
hippus. The first of these, as demonstrated by the two
eyes moving at different rates when the patient looks to
one side, is a valuable sign of disturbed function of the
posterior longitudinal bundle, and when ataxic nystagmus
is also present the sign is almost diagnostic of disseminated
sclerosis, as Harris2 has noted. Mydriasis and hippus are
quite commonly found in apparently normal people, while
the latter is often noted in patients with Sydenham's
chorea: it would therefore seem to be unwise to give
prominence to these findings in the diagnosis of dissemi-
nated sclerosis. Temporal pallor of the optic disks was
recorded in only 16.5% of the 79 cases investigated in hos-
pital-a figure corresponding fairly well with the incidence
of retrobulbar neuritis in the whole series-and many
neurologists will agree that too much is made of this physi-
cal sign in some textbooks, especially since it is difficult to
assess slight degrees of temporal pallor. Adams and his
colleagues rightly emphasize the importance of impairment
or absence of the superficial abdominal reflexes when the
abdominal musculature is good, even when the plantar
responses are flexor. In disseminated sclerosis these
reflexes disappear in the early stages of a pyramidal lesion,
while in some other neurological disorders, in particular
amyotrophic lateral sclerosis, the abdominal reflexes may
remain unaffected even when there is spasticity of the legs
with ankle clonus and extensor plantar responses.

It is obviously desirable to diagnose disseminated sclerosis
in the earliest stage of the disease, when the lesions are
potentially reversible. But at the present time, when there
is no specific treatment and indeed no therapy which can
for certain modify the pathological process or the natural
history of the disease in any way, there is a definite danger
in attaching the diagnostic label of disseminated sclerosis
to a patient on inadequate clinical grounds. Too fre-
quently, when this diagnosis has been made, little further
thought is given to the possibility of the diagnosis being
wrong, and patients with more readily treated conditions,
such as subacute combined degeneration of the cord,
myasthenia gravis, and spinal cord tumours, are left
untreated.

DOCrORS' HANDBOOK

The new edition of the B.M.A. Medical Practitioners'
Handbook' is an invaluable compendium for the medical
practitioner, whatever branch of medicine he practises.
Though it is described as not a complete work of refer-
ence, it will answer most questions about medical
practice, and indicate the sources to consult for the rest.
The last edition was published 15 years ago, and
many new special sections have been added to cover
the changes that have taken place in recent years. The
simple, though still fundamental, guidance given in the
Hippocratic Oath appears in its opening pages, and the
great complexity of medical practice to-day is reflected in
the subsequent advice given on such topics as ethical con-

duct, the administration of the Health Service, business

1 The Medical Practitioners' Handbooks. British Medical Associatio:n, 19'0.

agreements between practitioners, and the legal obligations
of doctors to the State. Since hardly any of this informa-
tion is taught to medical students, newly qualified doctors
will find the Handbook an indispensable companion to their
medical textbooks-and incidentally be thankful that they
were not examined on its contents in their Finals, so intri-
cate has the legal and administrative side of medical practice
become. The more experienced doctor will find many use-
ful addresses, and the solutions to problems that perhaps
crop up only once in a lifetime, while for the postgraduate
student details are given of special courses and diplomas.
The Handbook is well bound and printed, and will stand
up to the hard use it is sure to receive.

ON COUGHNG UP CALCIUM
Erosion of calcified glands into the bronchi is known to be
one of the rarer causes of haemoptysis, but it is surprising
to read that Schmidt' and his colleagues consider that
broncholithiasis has been of great interest to the medical
profession for centuries. To justify this statement they
have collected from the Mayo Clinic 41 cases in which
calcified material was either coughed up or discovered
during endoscopic or surgical procedures. Most of the
patients were over the age of 40, and the presenting symp-
toms were usually cough and haemoptysis. Haemoptysis,
the first symptom in nine patients, was severe enough in
six to require treatment by blood transfusion. Other dis-
tressing symptoms were severe retrosternal pain, thought
to be caused by bronchial colic, and intractable asthma.
The most characteristic radiological finding was a focus of
calcification in association with an area of segmental pul-
monary collapse, penetrating radiographs often being neces-
sary to demonstrate the calcium. In other cases there were
merely single or scattered areas of calcification.
The term broncholithiasis is perhaps unfortunate, since

stones are not formed within the lumen of the bronchus.
Bronchial stones are always produced by the ulceration
of peribronchial calcified material through the bronchial
walls. Schmidt and his colleagues confirm the popular
belief that much the commonest source of such material
is calcified tuberculoUs lymph nodes; they give, as rarer
causes, coccidioidomycosis and histoplasmosis, neither of
which is of great importance in this country. The authors
also suggest that the calcified bronchial cartilages so often
seen in old age may sometimes separate off into the bronchi,
but they do not make it clear that such a process was found
in any of their cases.
The importance of stones in the respiratory passages is

that the resulting symptoms and signs are apt to be con-
fused with those of other pulmonary disorders, especially
bronchial carcinoma. Indeed, the differentiation may at
times be exceedingly difficult, since radiography is not con-
clusive, and bronchoscopy often reveals fleshy granulo-
matous tissue round the calcified mass. Thoracotomy and
exploration may be necessary when doubt exists, though
needless operation might be prevented by careful question-
ing. Almost half of Schmidt's patients gave a history of
coughing up stones; one patient claimed to have performed
this unusual feat no fewer than 103 times.

1J.' diorac. Surg,, 1950, 19, 226.
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