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Infantile Hydrocephalus
Enlargement of the infant's head resulting from the accumu-
lation of cerebrospinal fluid within it was recognized in ancient
Greece. Nevertheless, the understanding of its aetiology was
delayed for almost 2,500 years, and became possible only
after the production and circulation of the cerebrospinal fluid
was demonstrated in 1913 by W. E. Dandy and K. D. Black-
fan.' It was then realized that it was obstruction to the
circulation of fluid which led to its accumulation. An obstruc-
tion at or about the foramina in the roof of the fourth ventricle
caused a non-communicating hydrocephalus, whereas one in
the subarachnoid space at the tentorial opening produced a
communicating hydrocephalus. Tests were devised to distin-
guish these two different types, and, appropriately led by
Dandy, many neurosurgeons began to think about how to
treat them.

Early attempts at treating non-communicating hydro-
cephalus aimed at restoring the continuity of the ventricular
and subarachnoid spaces. This was achieved either by
ventriculostomy (opening of the third ventricle into the inter-
peduncular cistern) or by a shunt between a lateral ventricle
and the cisterna magna through a catheter.2 In older children
the latter operation has been of particularly great value in
treating hydrocephalus, but in infants the results of both
operations have been disappointing, probably because in the
absence of circulating cerebrospinal fluid the subarachnoid
space develops imperfectly. In the treatment of communicat-
ing hydrocephalus the early workers faced a more difficult
problem, since there was no means of restoring the subarach-
noid space or of short-circuiting the obstruction in it at the
tentorial opening. Though a few cases were benefited by
excising the choroid plexuses of the lateral ventricles, attention
was concentrated on procedures which diverted the cerebro-
spinal fluid to areas where it could be absorbed (theca-
peritoneal or theca-pleural anastomoses), excreted (theca-
ureteral anastomosis), or discharged on to a body surface
(ventriculo-mastoid shunt). In particular, the diversion of
fluid to the peritoneal cavity was found to be a definite
advance.
The need for a physiologically sound and technically simple

operation for these infants was satisfied with the introduction
of a non-return valve, through which the ventricular fluid
could be shunted into the venous system. The Spitz-Holter
valve, introduced in 1951, has been followed by several
others, and these are now used to maintain a shunt between
one of the lateral ventricles and the right atrium. Small
children tolerate these operations very well, and since the
procedures are technically straightforward they are widely per-
formed, not only by neurosurgeons but also by those without
special training. Nevertheless, a number of problems remain
to be solved, as is shown in a recent review by J. Lorber and
R. B. Zachary. These workers reviewed 28 children seven to
eight years after the operation and found that five of them had
died, four from causes directly related to the hydrocephalus;
13 children were apparently normal, though four had large
heads; eight had neurological defects of some severity and
a further four with such defects showed intellectual impair-
ment as well. Subsequent surgical procedures were frequently
necessary; thus 23 of the 28 patients have required one or
more revisions of the shunt over a period of six years. Infec-

tion related to the valve necessitated its removal in six cases.
Early diagnosis, the prevention of infection, and a method

of overcoming the progressive shortening and eventual
inadequacy of the cardiac catheter as growth proceeds will
bring improved results. Nevertheless, even now the advances
in the treatment of infantile hydrocephalus have been
considerable.

1 Dandy, W. E., and Blackfan, K. D., Yournal of the American Medical
Association, 1913, 61, 2216.

' Torkildsen, A., Acta Chirurgica Scandinavica, 1939, 82, 117.
' Lorber, J., and Zachary, R. B., Archives of Disease in Childhood, 1968,

43, 516.

Miliary Tuberculosis in the Elderly
Tuberculosis in Britain is now mainly a disease of the middle-
aged and elderly. The pulmonary infection in old persons is
readily diagnosed by chest radiography and sputum tests. In
contrast miliary tuberculosis in the elderly is difficult to diag-
nose. It may result in a fatal illness which remains unidenti-
fied in spite of investigation, being discovered only at
necropsy.1 This is a tragic error, since antituberculosis drug
therapy results in rapid cure.

Classical miliary tuberculosis is usually easily diagnosed in
patients with miliary mottling on the chest radiograph,
choroidal tubercles, and a positive tuberculin test. Diagnosis
is readily confirmed by the presence of tubercle bacilli in
cultures of sputum, urine, or cerebrospinal fluid. At page
273 of this week's B.M.f. Dr. A. T. Proudfoot and his
colleagues draw attention to the fact that in elderly patients
these characteristic features of generalized tuberculosis are
commonly absent. This type of disease they term cryptic
miliary tuberculosis. It occurred as commonly as the classi-
cal disease in patients over the age of 60 in this study. Their
16 patients presented with a severe systemic illness, insidious
in onset and progress, in which general malaise, wasting, and
fever occurred. Miliary mottling was absent in chest radio-
graphs except for one patient, choroidal tubercles were not
seen, and tuberculin tests were sometimes negative. Cryptic
disseminated tuberculosis must therefore be considered as a
possible cause of prolonged pyrexia of unknown origin or
obscure wasting in an elderly person.

It should also be suspected in patients with an obscure
pancytopenia or leukaemoid reaction, since disseminated
tuberculosis is sometimes associated with bizarre blood
pictures. In such cases the histology of the tuberculous
lesions may be peculiar in that it is of a non-reactive type.
The tubercles show discrete necrosis with little or no cellular
reaction, and very large numbers of bacilli are present.2
Once tuberculosis is suspected the problem of confirming

the diagnosis remains. Biopsy of various tissues may be help-
ful. Enlarged lymph nodes should be sought, since biopsy
from one of them may be informative. The presence of a
pleural effusion is an indication for needle biopsy of the
pleura. Liver biopsy may show typical tubercles, and has
been reported to have been positive in a high proportion of
patients with miliary tuberculosis, as has histological exami-
nation of the bone marrow for acid-fast bacilli. The most
valuable diagnostic test of all is, according to Proudfoot and
his colleagues, a therapeutic trial of isoniazid with para-
amino-salicylic acid (P.A.S.). In six of ten patients with
cryptic miliary tuberculosis the temperature returned to
normal within one week. Isoniazid and P.A.S. act only on
mycobacteria, and therefore remission of fever is evidence
of a mycobacterial infection. Streptomycin should not be

1 Treip, C., and Meyers, D., Lancet, 1959, 1, 164.
1 Oswald, N. C., British Medical 7ournal, 1963, 2, 1489
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used for this therapeutic trial because it is also effective
against non-mycobacterial infections.

In spite of the variety of methods for the diagnosis of
tuberculosis the disease is often missed. About 2,500 deaths
are attributed to tuberculosis in England and Wales each year
at present ; about 250% are notified for the first time after
death. A survey of deaths from tuberculosis being conducted
by the British Thoracic and Tuberculosis Association may
throw further light on defects in diagnosis of this curable
disease.

Glossy Magazine
When the Monthly Bulletin of the Ministry of Health and
the Public Health Laboratory Service ceased publication at
the end of 1967 after 26 years a notice in the final issue
promised a successor. This has now appeared under the title
Health Trends.

The Monthly Bulletin served the useful function of pub-
lishing reports of bacteriological and epidemiological studies.
In addition to its scientific articles it included announcements
and short reviews of interest mainly to doctors in the public
health service. The journal that now replaces it is a very
different production, and the fashionable " Trends " of its
title aptly signals the change from the reliable practical
" Bulletin." Produced on expensive paper, with wide
margins, large blank spaces, and a colour plate, Health Trends
has evidently borrowed a few ideas from experts in adver-
tising. We learn from the biographical details at the head
of each article that the authors have lived blameless and
hard-working lives, but they would probably not claim that
the articles themselves represent anything but the smaller
fruits of their industry.

Unlike its modest but informative predecessor, which went
to a limited number of doctors in a special field of medicine,
Health Trends is to be distributed free to all doctors working
in the Health Service. Consequently it is pertinent to ask
whether the cost of this glossy magazine could be put to better
use in a Health Service chronically short of funds. What
justification has the Department of Health and Social Security
for issuing at the taxpayer's expense a journal for which there
is no public sign of any demand and for which the lavish
standard of production is wholly inappropriate ?

Inflation and the B.M.A.
Few doctors are experts at reading balance sheets, but the
figures in this week's Supplement (pp. 74-5) are not difficult
to understand. The B.M.A.'s expenditure is overtaking its
income, and the subscription will have to be raised if the
Association is not to run into the red.

At present the subscription is reviewed every four years,
and in the current inflationary situation the budget is designed
to accumulate a surplus in the first two years of the period to
offset an equivalent loss in the later years. At its pneeting on
16 April (Supplement, 26 April, p. 64) the Council decided
to recommend that in July the Annual Representative Meet-
ing should agree to new rates of subscription. Full details
of the Council's proposals appeared as part of its Annual

1 British Medical Yournal, Supplement, 1969, 2, 46.

Report,' but in summary the proposals are that the full rate
is to be raised in 1970 from £12 12s. to £16 16s. Changes
in the concessionary rates will ensure that young doctors will
not be asked to pay more than half the full rate until their
ninth year after qualification, and even then they will con-
tinue to pay only £8 8s. until they have an appointment
beyond the registrar grade or its equivalent. A second salary
link, with the senior registrar grade, has been introduced at
12 years and 12 guineas.
As incomes and prices rise any organization, no matter

how efficient, must increase its revenue if it is to carry on
with its work. In the last two years the B.M.A. has expanded
its activities, and the Planning Unit, the Careers Service, and
the Board of Science have all been well received by the
profession. The B.M.7. and the special journals are also
expanding their circulations, but they make no call on the
Association's finances. If the Association is to continue to
develop and at the same time continue to represent doctors'
interests in negotiation with the Government and to provide
personal services for members, then its costs must be expected
to rise. The Council's proposals should be assessed in com-
parison with the rise in most doctors' incomes in the last four
years. Few other professional groups have done as well. Yet
the B.M.A. subscription is lower than that paid to their
professional organizations by dentists, solicitors, accountants,
or architects.

Reforms for the G.M.C.
Bad news comes in threes. After the Budget's changes in
tax-relief for loans and the news of the rise in the B.M.A.
subscription, legislation has now been introduced to allow
the General Medical Council to introduce an annual reten-
tion fee for doctors to stay on the Register. The Medical
Bill' published for the House of Lords last week gives no
details of the size of the fee, but the Council and the Repre-
sentative Body have already given their reluctant agreement2
to the need for such a fee if the G.M.C. is to stay independent
of the Government.
The Bill proposes other changes that are of more moment.

For some time it has been clear that the disciplinary
procedure needed reform. A new penalty, power to suspend
for periods of not more than 12 months, is proposed to bridge
the gap between erasure and a decision to postpone judge-
ment-really a decision to postpone sentence. If the regula-
tions allow a practitioner to make deputizing arrangements
during his suspension this could be a useful provision. Post-
ponement is an unsatisfactory mechanism, since at present
there is no appeal against a finding of guilt until a decision
is made to erase from the Register. The Disciplinary
Committee is also to be given power to order immediate
suspension pending appeal in cases where it is satisfied that
this is necessary for the protection of the public or in the
interests of the practitioner. This will put an end to the
situation in which a doctor found guilty of professional
misconduct could continue to practise until his appeal had
been heard.
The Bill also provides changes in the regulations for

temporary registration which will remove some of the
anomalies that have become apparent in recent years.

Medical Bill, 1969. London, H.M.S.O. 3s.
2 British Medical Yournal, Supplement, 1968, 2, 1.
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