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There are snags. The problem list, if not
checked regularly, can give a sense of false
security. Once, a haemoglobin result showing
anaemia was slipped into the notes without
appearing in the list. I have not solved the
difficulty of arranging follow-up notes after
the "data base" (basic data sounds more
familiar) has been completed. I first tried
running the problems horizontally across
several sheets by sticking blank pages to-
gether and folding them back into the notes.
I saw this used two years ago in Professor
Ian McKay's department at Mellbourne,
where a similar method of note-keeping had
been developed by V. X. Gledhill inde-
pendently of the Weed system. Now we
tend to allot numbered areas in the case
notes, perhaps a whole sheet for one and a
half sheet for another. However, the amount
of space needed is unpredictable and chaos
may occur. Then a colleague called into
consultation may write his opinion in the
wrong place, not being aware of the problem
oriented record. Some, either young or old,
are resistant to change. The system will
probably never be universally accepted unless
it is taught to all medical students when
first they meet a patient.
The problem oriented is better than

the disease oriented medical record. Any-
thing that focuses attention upon the patient
must be an improvement. It avoids one miss-
ing something important to the patient, but
trivial to the doctor, who may otherwise
become preoccupied with academic interest
in the disease itself. Nevertheless, the greatest
problem is how the hell to keep good follow-
up case notes at all! More time is needed
for the problem oriented record, though
time is saved later on ward rounds and in
writing letters. My H.P.s are excellent, but
detailed notes are often impossible in a busy
hospital admitting emergencies; so case notes
are seldom full enough to go straight into a
computer-if that were desirable.
How are follow-up notes best written?

During a round with the H.P. sitting and
having something firm to write on, or after-
wards in sister's office or elsewhere? And
what role should the hospital secretary play?
Ideally she could join the round and type
dictated notes later, but seldom are there
enough secretaries for this. Or should one
use a pocket tape-recorder? Professor Weed
and his follower Dr. McIntyre preach the
problem oriented medical record with the
fervour of proselytes but sometimes seem to
be aloof from these practical difficulties.-I
am, etc.,

CLIFFORD HAWKINS
Queen Elizabeth Hospital,
Birmingham

Dangers of Corn Starch Powder

SIR,-Your useful review of the dangers of
corn starch glove powder (2 June, p. 502)
was confined to the peritoneal cavity, and
one of us has seen pasthological material from
many cases of peritonitis produced by spil-
lage of glove powder (7 August 1971, p.
369). We have now encountered evidence of
tissue reaction in the ear to corn starch
powder which may be derived from thera-
peutic insuflations as well as glove powder
from the surgeon's hands.
A 24-year-old man had had four operations on

the ear since the age of 8 years, when left radical
mastoidectomy was performed. At a recent opera-
tion for revision of the radical mastoidectomy

greyish tissue was seen in the facial and tympanic
recesses, the facial ridge, the attic, and the hypo-
tympanum of the middle ear and much of this was
removed as well as the lining of the mastoid cavity.
Histological examination of this material showed
numerous typical starch granules embedded in a
granulomatous mass composed of histiocytes,
foreign body giant cells, lymphocytes, and plasma
cells. In some places fibrosis was marked. This
tissue was present in areas where there was
columnar epithelium or where the epithelium was
denuded. Areas covered by squamous epithelium
were not affected. The patient's hearing improved
after this procedure and symptoms of vertigo dis-
appeared, suggesting that the starch granuloma had
caused some hearing loss and vestibular involve-
ment.

Apart from the possibility of starch
powder dropping from the hands to the tips
of instruments it is difficult to explain the
presence of a starch granuloma following ear
operations, since these are usually carried
out by the non-touch technique. This patient
had been treated from time to time by the
insufflation of a variety of powders into his
mastoid cavity and middle ear. We examined
the insufflations commonly used in the
treatment of middle ear infection at the
Royal National Throat, Nose and Ear Hos-
pital and found that streptomycin, chloram-
phenicol, Penotrane (hydrargaphen), colistin,
and nystatin insufflations contain large pro-
portions of starch, which is used as an
"inert" base in the preparation of the
powders. Polymyxin and boric acid insuffla-
tions do not contain starch.
A 17-year-old boy was treated for a week with

daily chloramphenicol insufflations to the right ear,
following which a mass of polypoid tissue arising
from the tympanic membrane was removed.
Histological examination of the material showed it
to be covered by large numbers of starch granules
which, in some areas, were infiltrated by numerous
neutrophils that were phagocytosing some of the
granules. Thus the corn starch granules in the
chloramphenicol powder had induced an acute
inflammatory reaction on the surface of the polyp.

In the case recently described by Dawes
et al.,' the starch granuloma which appeared
in the oval window following stapedectomy
for otosclerosis may similarly have been re-
lated to the use of an antibiotic starch-
containing insufflation. Though such a
preparation is not mentioned in the report,
these powders are often in routine use in
otological practice. We would therefore like
to suggest that starch powder may cause -

pathological reaction across the columnar
epithelium of the ear, especially where
tissues are devitalized following surgery. The
use of insufflations containing corn starch in
this area should be questioned.-We are, etc.,

L. MICHAELS
N. S. SHAH

Institute of Laryngology and Otology,
London W.C.1

1 Dawes, J. D. K., Cameron, D. S., Curry, A. R.,
and Rannie, I., Yournal of Laryngology and
Otology, 1973, 87, 365.

Contraindications to Smallpox Vaccination

SIR,-Dr. A. S. V. Steele (2 June, p. 552)
does not distinguish between vaccination as
a routine procedure, vaccination for travel
purposes, and vaccination because of expo-
sure to smallpox.

Vaccination as a routine is no longer re-
comunended in Britain, and contraindications
are therefore irrelevant.

For travellers from one smallpox-free
country to another, say from England to
Canada, a letter stating that the traveller
suffers from a condition which is a contra-
indication to vaccination will usually be ac-
cepted by immigration authorities. This may
not be the case for travellers going to
countries where smallpox is endemic; nor
may such a letter always be accepted if the
traveller comes from a country where there
are cases of somallpox, as was the situation
recently in England. I heard of at least one
such holiday traveller from England, an "in-
fected" country, who was not allowed to
disembark at his holiday resort in spite of
his letter, but was sent back to England.
Epidemiologically this may have been absurd,
but it did conform with international agree-
ments. The patient may have to choose be-
tween being vaccinated or staying at home.
When a patient has been exposed to an in-

fectious case of smallpox and may therefore
have inhaled smallpox virus there are no
contraindications at all to vaccination. One
must choose between the danger of vaccinia
and the danger of smallpox. Vaccinia is
usually the milder disease. Its effects can be
modified, and the danger of smallpox perhaps
diminished, by the administration of vac-
cinal immunoglobulin. Neither primary nor
revaccination is a completely safe procedure.
-I am, etc.,

A. B. CHRISTIE
Fazakerley Hospital,
Liverpool

Psychiatric SymDtoms in Typhoid Fever

SIR,-With reference to your leading article
(26 May, p. 436), I suspect that the pre-
sumed contrast between the prevalence of
psychiatric symptoms in developed and un-
developed countries is more apparent than
real. In my copy of the 1892 edition of
Osler's Principles and Practice of Medicine,
I read under "Typhoid Fever' that:
"The following are the most important devia-

tions [from the normal mode of onset]: (a) Onset
with pronounced nervous manifestations: Headache,
of a severe and intractable nature, is by no means
an infrequent initial symptom. Again, a severe
facial neuralgia may for a few days put the prac-
titioner off his guard. In cases in which the patients
have kept about and, as they say, fought the
disease, the very first manifestations may be pro-
nounced delirium. Such patients may even leave
home and wander about for days. In rare cases the
disease sets in with the most intense cerebrospinal
symptoms, simulating meningitis-severe head-
ache, photophobia, retraction of the head, twitching
of the muscles and even convulsions. Occasionally
drowsiness, stupor and signs of basilar meningitis
may exist for ten days or more before the character-
istic symptoms develop; occasionally the onset is
with mania...

Osler's experience came in part, at least,
from Philadelphia, where in those days a
busy physician that I knew years ago saw
1,000 cases a year on the wards of one
hospital, prior to the installation of filtration
of the city water supply. Under such circum-
stances neuropsychiatric problems of differ-
ential diagnosis were familiar. So was "b-a-n
fever"-an endemic disease of young heroes
and heroines in nineteenth century novels
which Osler says was actually to a large
extent typhoid fever. But the present-day
physician in the Western world may not see
more than 10 or 20 cases of typhoid fever
in a lifetime; hence any comparison between
typhoid fever here and in the developing
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