
BRITISH MEDICAL JOURNAL 12 APRIL 1975 85

CORRESPONDENCE

Virtuous Husband Syndrome
M. B. Macaulay, D.M ..................... 85

Value of E.M.I. Scanner
J. L. G. Thomson, F.R.C.P ................. 85

Cataracts with a Glucose-6-phosphate
Dehydrogenase Variant
J. D. Harley, F.R.A.C.P., and others ..... ..... 86

Myocardial Injury and Death in Acute
tafarction
D. A. Rajapakse, M.R.C.P., and D. R. Gunraj,
M.R.C.P ................................. 86

M ocardial Infarction in Epileptics
V. Lind6n, M.D ........................... 87

Developmental Screening and Assessment
P. D. Hooper, F.R.C.G.P ................... 87

Deoxyuridine Suppression Test
S. N. Wickramasinghe, M.B., PH.D., and J. E.
Saunders, H.N.D. ........................ 87

Doubts about Lignocaine
P. G. F. Nixon, F.R.C.P ................... 87

Gamma-glutamyltransferase and Chol-
esterol During Anticonvulsive Treatment
H. Bartels, M.D., and H. Putzki, M.D......... 88

Drugs for Addicts
7'A. H. de C. Freed, M.R.C.PSYCH ............. 88
Splenectomy and Susceptibility to Malaria
and Babesia Infection
C. C. Kennedy, F.R.C.PATH., and others ...... 88

/Abildren's Worms
Valerie A. Broadbent, M.R.C.P ............. 89

t9Giardiasis from Russia
J. F. Martin, M.B., and M. A. Martin, M.R.C.P. 89

Additional Income for the N.H.S.
D. S. Andrew, F.F.R ....................... 89

A Mortgage Problem
K. H. Gay, M.B., and others .............. 89

Draft Model Contract for G.P.s
K. Watwood, M.B ......................... 89

Consultants and the Hospital Service
C. C. Slack, F.R.C.S.ED.; N. F. Coghil, F.R.C.P.;
P. E. Baldry, F.R.C.P ....................... 90

Junior Hospital Staff Contract
J. F. Howell, M.B., and others .....90..... ...g

Damaging Dispute
W. Fine, F.R.C.P.; G. R. Brackenridge,
M.F.C.M ................................. 90

Pensions of Retired G.P.s
J. S. T. Isbister, L.R.C.P ................... 91

Damaging Dispute: Disclaimer.......... 91
Points from Letters Taxing Cigarettes (A. M.

Ross); Alternatives to Fluoridation of Water
(Marjorie Perraton); Streamlining N.H.S.
Administration (M. Goldman); Medical Writing
in France (G. T. Watts); Isolation in Practice
(Joyce M. Watson); Recruitment to the B.M.A.
(P. R. J. Vickers) ........................ 92

Correspondents are urged to write briefly so that readers may be offered as wide
a selection of letters as possible. So many are now being received that the ,omission
of some is inevitable. Letters should be signed personally by all their authors.

Virtuous Husband Syndrome

SIR,-I would be grateful if you would allow
me the courtesy of your columns to describe
this female disorder, one which leads the
women who suffer it into needless and
repetitive investigations for non-existent
physical disease, sometimes over many years.

If a husband is a rogue-if, for example,
he gambles the housekeeping or goes out
drinking all night or chases loose women-
his wife has legitimate cause for complaint.
She m,ay spit in his eye or weep on her
mother's shoulder or pour out her heart to
the next-door neighbour; and all who are
familiar with the situation will sympathize
with her and hold her husband in contempt.
In this way her insecurity and sense of
neglect may be relieved and she may oDn-
tinue to be able to cope.

If, however, a husband is virtuous-if, for
example, he is a vicar who suooours his
parishioners day and night or a doctor con-
stantly attending his patients or a business-
man who by his skill and long working
hours has built up the wealth on which the
family depends for its high standard of
living-he will be held in high esteem by
all and his wife would herself be considered
worthy of contempt were she to object to
his activities. Yet she may be equally neg-
lected and, without a reasonable outlet for
her insecurity, may take refuge in ill health.
The symptoms are necessarily vague and

variable from case to case. Headache and
dizziness are common, as are symptonms re-
ferable to the digestive tract. Weakness may
be severe enough to confine the patient to
bed, and a general sense of illness almost
invariably invokes great oncern by the

husband. It is not the specific symptoms
but the association of the appropriate back-
ground with symptoms and no disease that
should allow the alert clinician to make the
diagnosis.
Not all problems are capable of solution

and this syndrome is certainly no exoeption.
Fortunately it is particularly a disorder of
the successful and intelligent, and tactful
discussion will often allow both spDuses to
obtain considerable insight so that they
may seek their own solution.

I have little doubt that most practis:ing
clinicians will spot this syndrome from time
to time, sometimes in their patients, some-
times in their friends and even-dare I sug-
gest it?-sometimes in themselves.-I am,
etc.,

MICHAEL MACAULAY
Walton Hospital, Liverpool

Value of E.M.I. Scanner

SIR,-The opening sentence in your leading
article on "Routine Chest Radiographs in
Hospital" (15 March, p. 592) refers to an
annual increase in the number of radio-
logical examinations of -the order of 10%.
Our experience at this hospital suggests that
this statement may no longer ibe true, in
that our total patient attendances in the
x-ay department for the year of 1974 were
about the same as those for 1973. The
greatest increase in demand oourred -in the
years 1969-72 inclusive, but since then the
curve has flattened out, to give the im-
pression that the peak attendance figure may
well have been reached. Returns firom other

hospitals might well sow a -similar trend.
Your second paragraph indicates an in-

creasing complexity of investigatory pro-
cedures, and as you mention the E.M.I.
scanner you may be interested to know of
the impact such a mchine has had on the
diagnostic scene at one of the few British
hospitals fortunate enough to receive such
an installation. In a setting of a district re-
sponsibility, with regional commitments in
neurosurgery, thoracic surgery, and plastic
surgery, it would be no exaggeration to say
that the introduction of the E.M.I. scanner
has revolutionized our approach to a
clinical intracranial problem. At last, it
seems, we have the equivalent of a "chest
x-ray" of ithe brain, with the result that our
techniques have become simplified rather
than the reverse. Our standard approach to
a clinical problem now embodies routine
ohest and skull radiographs, followed by an
E.M.I. scan as the next most informative
procedure. All these can of oDurse be carried
out on an outpatient basis, with an im-
pressive saving of inpatient beds and
facilities as a corollary. In many cases this
simple scheme provides a satisfactory
answer, but if not it almst invariably in-
dicates the next step. At this stage resource
may be needed to the more traditional tech-
niques of neuroradiological investigation on
an inpatient basis, but already considerable
time and money are likely to bove been
saved. The impact on the numbers of such
techniques carried out has been remrkable.
Since the introduction of the E.M.I. scanner
to our neuroradiological department in the
midsummer of 1974 the requests for air
encephalography have been reduced to about
one-third of he previous figures and those
for carotid angiograms and isotope smns to
about one-half. This trend appears to be
continuing at the present time, and in June
of this year it is hoped to present the fingl
figures for the first year's experience to a
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meeting of the European Radiological Con-
gress at Edinburgh. Should these figures
confinn the trend, as expected, then an im-
pressive case can readily be made out for
the cost-effectiveness of the machine in this
and probably in other similar departments.
The fact that clinicians have been quick

to recognize the tremendous advantages of
the new technique is probably reflected in
the doubling of the numbers of patients
attending the neuroradiological department.
For not only is the initial diagnostic in-
formtation so valuable, but there is now an
easy and harmless technique of checking
patients' progress, whether for diagnostic or
postoperative purposes. This again is leading
to better patient care.
Our experience at this hospital would

therefore tend to show that newly developed
techniques do not necessarily proliferate
without considerable benefit elsewhere. The
E.MI. scanner has been hailed as a tremen-
dous advance, and in our view it has more
than fulfilled expectations. It has simplified
our diagnostic approach, made considerable
inroads into the numbers of traditional
neuroradiological invesftigations, improved
the standard of patient care, and saved a
significant number of inpatient beds.
Administrators can take heart that this is not
just another expensive way of increasing
hospital costs and investigatory complexity
but a new and exciting way of saving lives
and money.-I am, etc.,

J. L. G. THOMPSON

Neuroradi.ological Department,
Frenchay Hospital,
Bristol

Cataracts with a Glucose-6-phosphate
Dehydrogenase Variant

SIR,--Nearly a decade ago one of us was
involved in reporting in these columns the
demonstration of glucose-6-phosphate de-
hydrogenase (G6PD) deficiency in the
erythrocytes of an Australian boy of Maltese
descent who was found at the age of 4
years to have bilateral lamellar cataracts.'
This boy differed from most G6PD-deficient
males of -Mediterranean extraction tested
here in that his erythrocytic G6PD activity
was approximately 20% of normal, whereas
most other deficient males had very much
lower enzyme activity; at no stage before or
since has he experienced any haemolytic or
other manifestation of this deficiency.

Soon afterwards two further cases were
reported of cataract formation in G6PD-
deficient boys: Helge and Borner2 noted
bilateral cataracts in a 4-year-old German
boy with non-spherocytic haemolytic
anaemia and virtually no G6PD activity;
and Westring and Pisciotta3 observed
cataracts in late infancy, severe chronic
haemolysis aggravated by salicylates, and an
ill-defined neurological disease in a Puerto
Rican Caucasian male whose erythrocytic
G6PD activity was markedly impaired and
electrophoretic mobility substatially re-
duced.
We have now demonstrated that our own

patient with cataracts and his 80-year-old
Maltese materal grandfather have a slow-
moving electrophoretic (6PD variant (see
fig.). We intend to characterize this enzy.-
matic variant further, but report the ob-
servation briefly at this stage so as to reopen
the question of a possible predisposition to!

a b c
Starch gel electrophoretic variant of G6PD;
(a) normal B+ (b) propositus (c) maternal
grandfather of propositus.

cataract formation in certain G6PD-deficient
subjects, perhaps particularly those with the
rare, slow-moving variants.-We are, etc.,

J. D. HARLEY
N. S. AGAR

MARGARET A. GRUCA
Children's Medical Research Foundation,
Royal Alexandra Hospital for Children,
Camperdown, New South Wales

M. E. McDERMID
R. L. KIRR

Department of Human Biology,
John Curtin School of Medical Research,
Australian National University,
Canberra

1 Harley, J. D., et al., British Medical 7ournal,
1966, 1, 421.

2 Helge, H., and Borner, K., Deutsche medizinische
Wochenschrift, 1966, 91, 1584.

3 Westring, D. W., and Pisciotta, A. V., Archives
of Internal Medicine, 1966, 118, 385.

Myocardial Injury and Death in Acute
Infarction

SIR,-Success in the management of acute
cardiac arrhytdimias has resulted in the
emergence of heart failure and cardiogenic
shock as the two main causes of mortality in
acute myocardial infarction. Both complica-
tions, as pointed out in your leading ardcle
(15 February, p. 353), could be correlated
directly with the amount of resultantt necro-
tic myocardial tissue. Whatever the antece-
dent pathology, these two and many other
complications, immediate and late, could in
fact be attributed to the ensuing injury and
necrosis of the myocardial Parenchyma.
Therefore the pursuit of any means to re-
duce the mass of necrotic tissuel 2 seems a
logical developoment and merits onmenda-
,tion. The objective therein may be oon-
sidered r in comparison with those
tried so far. All patients having a myo-
cardium destined to infarct or actively in-
fa.rcting could benefit by reduction of the
mass of necrotic tissue. We have data point-
ing to the existence of another category of
patients in whom death of myocardium
could be prevented altogether. That would,
of course, be achieved when we succeed in
combating myocardial injury and death.
Meanwihile, at this stage, we wish to draw
attention to the existence of such a category
by presenting our evidence.
In the couse of a study using many clini-

cal, haeanatological, and biochemical cor-
relative data to determine the degree of con-
fidence with whikh a di O Of acute
myrdal infaction could be made on elec-
trocardiographic (E.CG.) criteria only, we3'
came across a group of patients who seemed
to have infarcted while receiving tretmt
for it. Out of 198 patients admitted to hos-
ptl and discharged with a finl diagosis

of transmural or Q-vwave-bearing acute myo-
cardial infarction we found that about one-
quarter developed E.C.G. changes (ST-
sgment elevations with or without abnormal
Q waves and T-wave inversions in a
specified numiber of leads) diagnostic of acute
infarction 24 hours after the onset of the
acute episode. However, according to known
E.C.G. and morphological correlates of acute
injury and death of myocardiuM5 6 based on
many experimental and necropsy studies, the
permissible latent period for diagnostic
E.C.G. changes to appear following ischae-
mnia lies between two and six hours. On this
basis we estimate that a proportion actually
greater than 25% who were discharged with
a final diagnosis of full-thickness acute myo-
cardial infarction were not destined to have
an infarct or rather could have been pe-
vented from having an infarct from that
episode, provided also that we knew how
to deal with the condition.
The fact that such infarcts developed in

spite of therapy would suggerst the continual
operation of factors capable of promoting
infarction in the myocardium. Further, these
factors do not seem to be abolished by
current modes of treatrment. The finding
that 12 (7-5%) males and 8 (19-8%) females
w-ho later developed full-thickness infarots
had only ischaemic changes on the first day,
indicating continuous progression of t,hese
infarcts, goes further to support this view.5
A few other less conmmonly occurring
events489 in association with acute myo-
cardial infarction also lend support to this
view. They are (1) tihe extension while under
therapy of an infarct beyond its original
boundary, (2) the secondary occurence of an
acute myocardial infarct in patients who are
being actively managed for acute coronary
insufficiency, and (3) possibly reinfarction in
a fresh site of those who have had a recent
infarct. In point of fact the category we are
trying to delineate, but classified now by
others as cases of acute myocardial infarc-
tion, seems to fall in between those who
wouid infarct without question and category
(2) referred to above.
Thus direct and indirect evidence seems

to support the existence of a category of
patients with acute myocardial infarction
which is preventable and also suggests the
existence of factors promoting infarction
whi,ch we have not been able to control so
far. Further study of this group of patients
and the introduction of methods of treating
them could be expected to yield rewarding
results in lowering morbidity and mortality
due to acute myocardial infartion.-We are,
etc.,

DONALD A. RAJAPAKSE
M.R.C. Rheumatism Unit,
Canadian Memorial Hospital.
Taplow,
Maidenhead, Berks.

D. R. GUNRAJ
Kingston Hospital,
Kingston-upon-Thames,
Surrey

1 Shell, W. E., and Sobel, B. E., New England
Yournal of Medicine, 1974, 291, 481.

2 Mueler, H. S., et al., Circulation. 1974, 49, 1078.
S Gunraj, D. R., and Rajapakse, D. A., Practitioner,

1974, 213, 361.
4 Rajapakse, D. A., and Gunraj, D. R., Lancet,

1974, 2, 1202.
5 Rajapaksc, D. A., Lancet, 1974, 2 100.
6 Smith, G. T., et al., 7ournal of Clinical Investiga-

tion, 1974, 54, 1420.
7 Kionsky, B., American Yournal of Pathology,

1960, 36, 575.
8 Skjaeggestad, O., Acta Medica Scandinavica 1973,

193, 533.
9 Skjaeggested, O., and Berstad, A., Acta Medica

Scandinavica, 1974, 16, 271.
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