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oesophagus, Hodgkin's disease, lymphosarcoma, thymic
tumour, aneurysm, neurilemmoma, dermoid cyst, and tera-
toma all need to be considered, and they do not exhaust the
list. Systematic clinical and radiological examination sup-
plemented by bronchoscopy,oesophagoscopy,sputum cytology,
and biopsy when necessary will usually permit a fairly firm
diagnosis to be made, at least by experienced thoracic sur-
geons. An element of doubt is likely to persist until thoraco-
tomy reveals the extent and site of origin of the cyst. Severely
ill patients whose cysts are either obstructing the airways or
oesophagus or have become infected present a similar differen-
tial diagnosis, the urgency of the situation permitting no more
than radiographs and endoscopy before thoracotomy is
undertaken.
The treatment of intrathoracic foregut cysts is entirely

surgical. The cysts tend to enlarge with an increasing risk
of causing symptoms from pressure, or they may become
infected with disastrous results. They must be removed by
planned thoracotomy without undue delay. A further reason
for surgical intervention is the almost inevitable doubt in-
herent in the preoperative diagnosis. Alternative diagnoses
include conditions which are amenable to treatment, either
surgical or medical, so that the doubt is itself an indication
for thoracotomy. Asymptomatic patients may need a deal of
persuading to undergo a major operation for a radiological
opacity, a subject with which all thoracic physicians and sur-
geons are familiar. That they rarely refuse surgery is a tribute
to thoracic surgeons. When patients do present with symptoms
the results of surgery-supported by intensive care-can
be dramatic and life saving.
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Epidemiology in Medical
Education
As society turns from its pastalmost exclusiveinterestinthecure
of individual diseases towards a concern for preserving health
of populations it is becoming essential for doctors to have a
grounding in epidemiology. This view, clearly argued by the
dean of the University of Maryland School of Medicine, ran
right through a recent symposium' on epidemiology in medi-
cal education. Indeed epidemiology has already become a
core subject in the new postgraduate courses in community
medicine and is being recognized in most medical schools
as an important component of of undergraduate education.

Perhaps, as W. J. H. Butterfield suggested to the symposium,
epidemiology has a more funcdamental role in medical educa-
tion: it could help ensure that due emphasis is placed on the
diseases that are common in the community as distinct from
those usually seen in hospital. The epidemiologist's broad
view of changing patterns of disease should add weight to
his views in discussion of the curriculum.
As a corollary of the sudden rise in status of epidemiology

there is a serious shortage of trained epidemiologists able to
teach the subject. In South America, the symposium was
told, the crisis has led to proposals for the introduction of
teaching methods that rely to a much smaller extent on the
availability of trained teachers, including programmed in-
struction, printed material, films, and other facilities for

self-teaching. The preparation of teaching programmes for
use internationally is another imaginative development. One
contributor reported, for instance, that the regional office for
Europe of the World Health Organization had convened a
successful workshop on teaching social and preventive medi-
cine with the objective of giving lecturers a broad idea of
current educational methods and how they could be applied
in teaching. A recent book edited for the International Epi-
demiological Association2 could provide a useful framework
for further developments of this kind.
The problem of recruiting able people into community

medicine and epidemiology also emerged in two useful con-
tributions from Canada and the United Kingdom. Financial
resources are at present inadequate to develop this and other
neglected subjects such as psychiatry and general practice,
and further cuts in university funds have been made in the
current economic crisis. This is therefore the time to ask
whether, because of the fundamental importance of these
subjects to the practice of medicine today, the priorities should
not be critically examined afresh, and a reasonable balance
achieved between the old and the new.

I Symposium on Epidemiology in Medical Education, InternationalJournal
of Epidemiology, 1973, 2, No. 4, 355.

Epidemiology: A Guide to Teaching Methods, ed. C. R. Lowe, and J.
Kostrzewski, Edinburgh, Churchill Livingstones 1973.

Treatment of Aspergillosis
The treatment ofsystemic fungal infection continues to present
difficulties. Pulmonary aspergillosis is probably the commonest
such infection in this country, and is at best slightly less
difficult to manage than other systemic mycoses. Part of the
problem is that there are three syndromes, each with a
differing prognosis. Mycetoma is still best managed surgically;
the problem is to ensure that spill-over to normal lung does
not occur either before or during surgery. Allergic and invasive
pneumonic aspergillosis have in the past been treated with a
variety of antifungal agents. Iodides and local insufflation of
brilliant green proved of limited value, but corticosteroids are
often very effective in the allergic form-and in assessing
other forms of treatment it is necessary to be sure that steroids
have not been given as well. Nystatin by inhalation was said
to be effective by Vedder and Schorr' but has been found of
limited value by most investigators. Edwards and La Touche2
have advocated the use of an aerosol of pimaricin, and this
may be rather more effective.
Amphoterocin B is undoubtedly the most effective antifungal

agent at present available. Symmers3 and Forgan-Smith and
Darrell4 have recently pointed out that its undoubted toxic
properties have been over-emphasized; it is often seen to fail
in aspergillosis not from lack of efficacy but through premature
cessation of treatment. Of the new oral antifungal agents
5-fluorocytosine is really effective only against yeast-like fungi
and has not been used in aspergillosis, while clotrimazole
causes severe gastrointestinal side effects in about half the
patients treated.
There is still, therefore, a need for nontoxic systemic

antifungal agents. Moshe Jesiotr has recently described5 the
treatment of three cases of pulmonary aspergillosis and one of
otomycosis with emetine hydrochloride. The drug was given
intramuscularly as a single daily dose of40 to 60 mg continued
for seven to ten days. All patients responded excellently, and
none showed evidence of myocardial toxicity, but the author
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nevertheless recommends admission to hospital and electro-
cardiographic control of this form of treatment. Success
depended on the infecting strain being demonstably sensitive
in vitro to emetine hydrochloride. Two patients with chronic
pulmonary disease in whom the fungus was resistant in vitro
failed to respond to the treatment.
The number of cases treated is small, and this work needs

to be extended and examined critically. In particular the details
of the sensitivity testing technique ought to be assessed. If
confirmed, the findings would be of considerable interest, the
short duration of the treatment being a particularly attractive
feature. The claim that a single strain each of Nocardia
asteroides and Cryptococcus neoformans also showed sensitivity
to emetine hydrochloride in vitro similarly requires confirma-
tion.

1 Vedder, J. S., and Schorr, W. F.,Journal of the American Medical Associa-
tion, 1969, 209, 1191.
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4 Forgan-Smith, R., and Darrell, J. H., British Medical_Journal, 1974,1, 244.
5 Jesiotr, M., Scandinavian Journal of Respiratory Diseases, 1973, 54, 326.

Hypoglycaemia and
Personality
Chronic hypoglycaemia sufficient to impair the function of
the brain (neuroglycopenia) is a well known, though rare,
cause of personality change and intellectual deterioration;
it is usually caused by an insulin-secreting tumour. Spon-
taneous hypoglycaemia due to more subtle abnormalities of
glucose homoeostasis has also been linked with personality. In
1942 T. A. C. Rennie and J. E. Howard' suggested that
hypoglycaemic symptoms developed in "tense, striving in-
dividuals in disappointing life situations" and that both
symptoms and glucose tolerance could be improved by psy-
chotherapy. S. A. Portis2 and F. Alexander and Portis3 thought
that unpleasant work situations were the common factor in
patients with hypoglycaemic symptoms. J. W. Conn and H. S.
Seltzer4 stated that a form of reactive hypoglycaemia which
they called functional hyperinsulinism appeared to be a
psychosomatic disorder, frequently associated with an anxiety
state, and that patients with this disorder had a general in-
stability of the autonomic nervous system. M. Fabrykant,5
however, claimed that reactive hypoglycaemia was a dis-
order characterized by an abnormal reaction threshold to
blood glucose fluctuations rather than to a low blood glucose
per se; and he suggested that the personality disorders were
secondary to biochemical changes.

This relationship-primary or secondary-of personality
and blood glucose level has been reinvestigated by D. An-
thony and his colleagues,6 who studied 37 patients thought to
have reactive hypoglycaemia. Sixteen had previously had a
five-hour oral glucose tolerance test with a blood glucose
nadir of less than 40 mg/lOOml; 10 had isolated low blood
glucose levels plus symptoms suggestive of hypoglycaemia;
and 11 had symptoms alone. Each patient was given a 100 g
oral glucose tolerance test with measurements ofblood glucose
at 30 minute intervals for five hours. In addition plasma 11-
hydroxycorticosteroids were measured at baseline and after
any symptoms thought to be due to hypoglycaemia. The
Minnesota Multiphasic Personality Inventory was ad-
ministered to each patient and also to 21 patients with various

endocrine disorders but no symptoms of hypoglycaemia
Hypoglycaemia was confirmed in 31 patients and classified

as diabetic in 9, alimentary in 7, idiopathic in 13, hypothyroid
in 1, and hepatic in 1. The results of psychological testing
were amalgamated into 10 clinical scales and three validity
scales; each clinical scale was given a score, and the scores
arranged into a profile graph. It seemed that 27 of the 31
hypoglycaemic patients had abnormal profiles and the mean
profile differed significantly from that of patients with other
endocrine disorders (and from the 6 patients with no bio-
chemical evidence of hypoglycaemia) on two scales, those for
"hypochondriasis" and "hysteria."
The finding that patients with hypoglycaemia of varying

aetiology shared the same personality pattern supports the
view that hypoglycaemia causes the abnormality of person-
ality. Anthony and colleagues argue that that view is further
supported by other work in which a low prevalence of the dis-
tinctive personality pattern was found in diabetics7 and in
patients who had had gastric surgery.8 On the other hand,
the patients investigated by Anthony and his colleagues were
selected because they complained of certain symptoms and
also, in many cases, because they had low blood glucose
levels: they may not be representative of all persons with
equivalent degrees of reactive hypoglycaemia. The charac-
teristic personality pattern occurrecd in patients with only
possible as well as in those with definite or probable hypo-
glycaemia on biochemical testing. Reactive hypoglycaemia
without symptoms appears to be quite common. Y. Jung and
colleagues" did five-hour oral glucose tolerance tests on 285
women participating in a health survey and found blood
glucose levels of less than 59 mg/100ml in 17%. So it remains
possible that the combination of reactive hypoglycaemia in a
glucose tolerance test and a particular personality pattern were
associated by chance, or alternatively, that individuals with
this personality pattern are more likely to have symptoms
with a moderately low blood glucose level or are more likely
to complain of such symptoms. Results of follow-up will be
of interest, for the diabetics, at least, in the group should lose
their propensity to hypoglycaemia. Will they also change
their personality profiles ?

Reactive hypoglycaemia remains a problem for the diag-
nostician. In theory the association of symptoms with a low
blood glucose level in a glucose tolerance test should be
conclusive, but the association can equally well be due to
a "placebo" reaction. More convincing is the demonstration
of a low blood glucose level when symptoms occur spon-
taneously, but this is seldom achieved. It is important not
to regard reactive hypoglycaemia as a diagnosis in itself-it is
simply a description. It may, however, lead to more positive
diagnoses. When Fabrykant5 investigated 50 patients with
symptomatic, reactive hypoglycaemia he found in 31 of them
unsuspected clinical conditions sufficient in themselves to
account for the clinical symptoms. Whether the remainder
are metabolic or neurotic, or a mixture ofthe two, is at present
a matter of opinion.
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