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Any Questions ?
We publish below a selection of those questions and
answers which seem of general interest. It is regretted
that it is not possible to supply answers to all questions
submitted.

Treatment of Diphtheria
Q.-Has diphtheria antitoxin any place in the treatment

of diphtheria? How should the genekal practitioner deal
with a suspected case of diphtheria ?
A.-Diphtheria antitoxin remains the only specific treat-

ment for diphtheria : antibiotics have little if any place in
the treatment. No doctor should take any risks with a
suspected case of diphtheria. If the child is croupy he
should be sent to hospital, as he needs expert treatment
whether the croup proves diphtheritic or not. If a throat
swab has been reported positive for diphtheria bacilli the
patient should be sent to hospital: if there is membrane
in the throat he will be treated urgently as a case of diph-
theria; if there are few clinical signs, he will be isolated
for several days until the results of a virulence test are
known. If the patient has exudate on the throat which
the general practitioner thinks might be diphtheritic, he
should try to get the advice of a consultant from an in-
fectious diseases hospital-the only person likely these days
to have clinical experience of diphtheria. If admission to
hospital is not arranged, a throat swab for organisms and
blood for white cell count and Paul-Bunnell test should be
sent to the laboratory. Infectious mononucleosis is the
commonest cause of membrane in the throat resembling
diphtheria. If the degree of suspicion is high enough to
suggest giving antitoxin, then not less than 20,000 units
should be given-this is an adequate therapeutic dose for
a mild case of faucial diphtheria. But if antitoxin seems
necessary, admission to hospital is even more necessary.

Cushing's Syndrome
Q.-How can one diflerentiate between the pituitary and

adrenal types of Cushing's syndrome ?
A.-The clinical features of these conditions are described

by some as Cushing's disease and Cushing's syndrome,
respectively, to denote the so-called pituitary and adrenal
types. More generally the term Cushing's syndrome is used
in the description of the whole group. It seems certain
that in all instances there is increased formation of cortisol
by the adrenals, and this is of the greatest importance in
the production of the clinical features. The adrenals may
be of normal size or, more usually, hyperplastic and occa-
sionally the site of an adenoma or carcinoma. A patient
with a tumour may occasionally be distinguished clinically
by the additional presence of signs of virilization.

It is widely assumed that all the non-tumorous adrenals
are stimulated by excess of secretion of corticotrophin by
the anterior pituitary, but this has been shown to be true
in only some and not all of the few cases examined. Some-
times small basophil adenomas are present in the pituitary
but are not large enough to be detectable by clinical means.
Rarely, larger basophilic or chromophobe tumours are
found, sufficient to produce local radiological abnormalities
*or even an occurrence of visual changes due to chiasmal
pressure. If such changes are present the pituitary can de-
finitely be incriminated. More usually the problem resolves
itself into an attempt to demonstrate the presence of an
adrenal tumour, and this may be based on some or all of
the following observations: (1) Abnormal renal position
shown by I.V.P. (2) Outline of tumour by presacral air in-
sufflation. (3) Excess excretion of adrenal corticoids with
notable increase of 17-ketosteroids. (4) Poor response of
corticoids to corticotrophin stimulation together with ab-
sence of significant diminution after the administration of
suppressing steroids such as 9a-fluorohydrocortisone. (5) The

presence of secondary growths (although here care must be
taken to distinguish those occasional cases of Cushing's
syndrome associated with bronchogenic carcinoma). (6) Op-
erative demotistration of a tumour.
The practical importance of making the questioner's differ-

entiation is that tumours of the adrenal should always be
removed if this is possible. In some cases where it is
thought that the pituitary is excessively stimulating the
adrenal, it may be desirable to treat by local application of
/3 radiation, proton bombardment, x-irradiation, or possibly
by hypophysectomy, rather than choose the alternative ot
subtotal or total bilateral adrenalectomy.

Nystaguus
Q.-In the absence of organic disease, can nystagmus be

present in a person who is not under the influence of drink
or drugs ?
A.-Congenital nystagmus can occur in the absence of

any demonstrable lesion of the visual system or of the
vestibular nerves and their central connexions. It is usually
a rapid, pendular movement, sometimes associated with
movements of the head. The condition may be present in
several mpembers of the same family. Hysterical nystagmus
is said to occur, but the writer has never seen it. The tale
is told of a medical student who was able to astonish his
teachers by the voluntary production of nystagmus.

NOTES AND COMMENTS
Barbiturate Chemistry.-Mr. H. H. ARMSTRONG, F.R.I.C.

(Stockport), writes: May I draw your attention to an error of
chemical nomenclature (Journal, November 29, p. 1347)?
Barbituric acid is classified as a diureide, whereas it is, in fact.
a cyclic monoureide. It is further suggested that the reaction
for the formation of barbituric acid should show the working
conditions-i.e., phosphorus oxychloride and 1000 C.

Disclaimier.-Mr. B. W. RYCROFT writes: My attention has
been drawn to an article which was published in a Sunday
newspaper on November 9, in which my name and those of my
staff were mentioned. Would you please be kind enough to
inform our profession, through your columns, that this article was
published entirely without my knowledge, approval, or consent.
and that no information was supplied to the newspaper by anymember of my staff.
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Corrections.-In the article on " Onset Enuresis " by Drs. J. D
Paulett and E. Tuckman (November 22, p. 1266) the word
" unreasonably" appeared instead of " unreasoningly " in the
sixth line of the right-hand column on p. 1267.

In the article on " Drugs in Treatment of Epilepsy," by Dr. D
Williams (Journal, November 8, p. 1155) the long-acting
phenobarbitone should have been described as in "spansule'
form, not "enseal."
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