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DIAGNOSIS OF POLIOMYELITIS
The management of poliomyelitis is shared.by general
practitioner and specialist, and it is hard to say who

has the more difficult task. The specialist indeed
may have to diagnose the condition from other ill-
nesses which are often obscure, and in treatment has

to make decisions which are often controversial and
difficult. But in a sense his work is technical and he
has colleagues to help him and resources of a hospital
behind him. The general practitioner faces a wide
variety of illnesses, a few severe but most of them

trivial; he must pick out the odd case which may be
poliomyelitis. He has nothing to aid him except
clinical acumen.

What type of illness should arouse his suspicion ?
In the minor illness of poliomyelitis there are no

specific signs or symptoms. The patient complains
of vague malaise, of aching in the limbs, perhaps of
a sore throat, a head cold, or a " touch of flu " ; head-
ache is a common complaint of adults, but in the
child there may be little other than tiredness and
moping. During an outbreak of poliomyelitis these
symptoms arouse suspicion, especially in contacts of
the disease. The minor illness is the stage of
viraemia; during this stage injections or undue
muscular exercise may attract the virus from the
blood stream into overactive nerve cells, with result-
ing paralysis of muscles, so that exertion and un-

necessary injections should be avoided. After an

interval of a few days, during which the patient may
appear well, the major illness sets in with its signs of
invasion of the central nervous system. The most

obvious symptoms are headache, neck stiffness, and
fever, and usually when thdse signs are present the
diagnosis of meningeal irritation can be made easily.
In very young children neck stiffness is difficult to
assess; if one seizes a baby's head and tries to flex
the neck, nearly every baby will respond with marked
neck stiffness; the head is best rocked gently from
side to side for a few moments and flexion tried when
the baby is off its guard. Acute tonsillitis with cervical
adenitis is a common cause of neck rigidity; the
neck is certainly stiff, but this is due to the pain of
the glands and not to meningeal irritation. Pain in

the trapezius or other muscles of the neck may
occasionally produce neck stiffness in adults, and
pneumonia or otitis media in children sometimes
causes a meningism difficult to distinguish from the
stiffness of meningitis. Not many cases of true
meningeal irritation are missed at this stage; a fair
number are diagnosed as such where careful clinical
examination might reveal a simpler cause of the neck
stiffness. True meningeal irritation may be due to
many causes other than poliomyelitis and it may be
difficult to make a diagnosis clinically. The child
with tuberculous meningitis has probably been going
downhill for a week or two and is often drowsy
and apathetic, whereas the patient with poliomyelitis
remains alert and apprehensive. The patient with
pyogenic meningitis is probably more ill and has
greater neck rigidity, though the signs may be very
slight in babies. But in practice the differentiation
from tuberculous or pyogenic meningitis is not
usually very difficult, and in doubtful cases examina-
tion of the cerebrospinal fluid will be conclusive.
There are a number of infections of the central
nervous system in which only laboratory investigation
can establish the diagnosis-mumps meningitis, Echo
or Coxsackie virus infections, and canicola fever are
examples; occasionally brain tumour or abscess may
cause similar symptoms. If the general practitioner
can establish the presence of true neck rigidity, that
is usually as far as he can go at this stage.
When the stage of paralysis sets in, diagnosis is

usually easy, but a few conditions may cause con-

fusion. There are two main causes of immobility of
a limb-weakness of the muscles and pain. Polio-
myelitis is the only common cause of acute muscular
weakness or paralysis. In acute polyneuritis the
paralysis tends to be more symmetrical and there are

often sensory symptoms, but the management of the
two diseases is very similar. It is impossible on

clinical grounds to say when a solitary facial paralysis
is due to poliomyelitis or when it is a case of Bell's
palsy, but virological investigations are often positive
for poliomyelitis. Myasthenia gravis is a much
rarer cause of muscular paralysis. It may present as

a respiratory crisis, but even if the diagnosis is not

made beforehand no harm will be done by sending
the patient to a poliomyelitis respiratory centre.

Hysteria is a fairly common cause of apparent weak-
ness, and there is perhaps some increase during a

poliomyelitis epidemic. Benign myalgic encephalitis,
the so-called " Royal Free disease," is unlikely to be
diagnosed without much observation and investi-
gation.

Immobility due to pain commonly leads to a mis-
taken diagnosis of poliomyelitis. Though pain does
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occur in the paralytic stage of poliomyelitis, it is not
usually severe; agonizing myalgia is very unlikely to
be due to poliomyelitis. Osteomyelitis in children is
a fairly frequent cause of error. Often there are no
localizing signs and only very careful examination of
the limb will show that the child is afraid to move the
limb because of pain. In younger children and
infants septic arthritis may present a similar picture.
Sometimes the cause of the pain may be inguinal,
femoral, or axillary adenitis resulting from a septic
focus in the limb; an abscess in the groin or about
the shoulder-joint may cause unwillingness to use the
limb. In babies and young children injury may be
the cause of apparent paralysis; occasionally a frac-
ture in a baby is overlooked, more often there is
simply some muscular tenderness which passes off in
a day or two. Acute or subacute rheumatism may
cause immobility, but careful examination usually will
show that there is no true weakness and that the pain
is in the joints. Paralysis in poliomyelitis rarely
comes on suddenly, and when there is a history that
the patient's legs gave way while out walking or while
bending or in some similar dramatic way the cause
is almost certainly not poliomyelitis. It can be said
that in the great majority of cases the diagnosis of the
major illness of poliomyelitis is easy. That there are
pitfalls can be exemplified by the diagnoses in three
patients occupying adjacent cubicles in a hospital:
one has staphylococcal septicaemia, one subacute
rheumatism, and one canicola fever. All three were
suspected of having poliomyelitis.

Respiratory embarrassment may be due either to
paralysis of the muscles of respiration or to obstruc-
tion of the airway as a result of pharyngeal paralysis.
Correct diagnosis between these two causes is vital.
While restricted movement of the thorax is easy to
diagnose clinically, the point to remember is that this
restricted movement may be due not to paralysis of
the breathing muscles but to the fact that the patient's
pharynx is full of secretions due to pharyngeal
paralysis, and that he is afraid to breathe because
of the danger of inhaling these secretions. The treat-
ment for true paralysis of breathing muscles is some
form of artificial ventilation; the treatment for
pharyngeal paralysis is to turn the patient on his face
and allow the secretions to run out of his mouth.
This simple measure may make all the difference
between life and death if carried out in time. The
diagnosis of pharyngeal paralysis is easy, provided the
physician looks inside the mouth.

It is always difficult to forecast how any case will
progress, and patients in the meningeal stage are
probably safer in hospital. When paralysis has
developed it is sometimes a little easier to give a

prognosis. Severe paralysis is usually severe from the
outset, though every clinician has seen an apparently
mild case progress to severe paralysis and possibly
death. Patients who are first seen twenty-four to
forty-eight hours after the onset of paralysis and
whose paralysis is still mild are unlikely to become
worse, and the question of whether to treat at home
or in hospital arises. If the home is a good one, no
harm will result from treating the patient at home. On
the other hand, no harm will result from sending him
to hospital. The main argument against sending a
patient to hospital is the possible bad effect of the
journey on the progress of the paralysis. But the
stage of viraemia is past and it is unlikely that move-
ment at this stage has any specific untoward effect.
An ambulance journey has its hazards in any severe
illness. In severe cases of poliomyelitis these hazards
must be faced in the interests of the patient, and in
desperate cases they can be mitigated if a skilful team
of doctors and nurses accompanies the patient.

REPORT ON HALOTHANE
Anaesthetists throughout the world have been await-
ing with interest the Medical Research Council's
report on halothane published in our opening pages
this week. It is notable in that never before has a
new anaesthetic drug been submitted to such a
thorough pharmacological and clinical investigation
by experienced workers before it has become avail-
able for general use. The primary concern of the
M.R.C.'s Committee on Non-Explosive Anaesthetic
Agents, whose report it is, was to seek a new drug
which would have the safety of ether as an anaesthetic
agent yet be devoid of all risk of explosion in the
operating theatre. This excellent report shows that,
while halothane (" fluothane ") has not achieved these
heights of perfection, it has some useful properties.
The investigation has been made from three

approaches-namely, pharmacology in animals,
clinical investigation and experience in man, and
finally a review of suitable apparatus for administra-
tion. Of the pharmacological investigation there are
three important findings. First, halothane, like
chloroform, has a specific action on the heart, depress-
ing myocardial activity and reducing the cardiac out-
put in direct proportion to the concentration used.
Secondly, the fall in blood pressure with halothane
is not primarily related to a block of the autonomic
ganglia, but more probably to a direct depressant
action on the vasomotor centre. Finally, the action
at the neuromuscular junction is similar to that of
D-tubocurarine, but even when used in high concen-
trations this effect is not very marked. The evidence
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