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non-occupational infection has increased. Thus urban dwellers
are increasingly at risk when they visit these areas as tourists,
campers, and picnickers.

Tick-borne encephalitis appears to be becoming increasingly
prevalent, particularly in Austria, Czechoslovakia, and
Yugoslavia. Although we have no recent figures, in 1963 there
were 125 confirmed hospital cases in the Neunkirchen area of
Austria; between 1960 and 1964 there were 365 hospital
cases among holiday makers in Brno, Czechoslovakia; and in
Yugoslavia almost 1500 suspected cases are reported annually,
but only about 10'" are confirmed virologically (unpublished
information from Dr Vesenjak-Hirjan). The reason for the
increase in human infections is not clear but may be due to
more awareness of the problem and better reporting. I ricinus
populations do not appear to have increased and their wide-
spread distribution in Europe has not altered despite reports
to the contrary.3

In Europe the disease shows a seasonal incidence cor-
responding to two peaks in tick populations, May-June and
September-October. I ricinus acts as both a vector and a
reservoir, as it can pass the virus from one instar to another so
that all developmental stages are infective. The virus can
persist in the tick during the wintei and can also persist in
hibernating animals such as rodents, shrews, and hedgehogs,
which develop viraemia with the onset of warmer weather in
spring.4 Trying to control tick-borne encephalitis by destroying
or reducing the number of wild vertebrate and arthropod
hosts is difficult and expensive because of the large number of
species concerned and the complexity of the virus-host
ecosystems. Human vaccination would appear to be the only
possible method of control. Recent vaccines prepared in chick
embryo cell cultures using strains of tick-borne encephalitis
derived from local isolates are producing encouraging results.
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Dysmorphophobia
Hypochondriacal symptoms and their classification have often
excited passionate disagreement. For example, Gillespie's
remark' that "hypochondria shall be differentiated from
anxious preoccupation" was called by Sir Aubrey Lewis2 an
''unwarranted distinction." Now there is much argument about
dysmorphophobia, a preoccupation with some minor bodily
defect that the patient believes is conspicuous to others.
The newest edition of a large medical dictionary defines

dysmorphophobia as an "insane fear of becoming deformed"3
-a definition widely at variance with current and long-
established usage. It is indeed not a phobia but nearer to an
obsession or overdetermined idea. The preoccupation is most
often with the nose but sometimes with the chin, the penis,
falling hair, the breasts, acne, or wrinkles.4 It should be
emphasised, however, that someone may be dissatisfied with
his nose or some other feature, and seek and receive help for
what may seem to others a trivial blemish, without being
"dysmorphophobic." The diagnosis depends also on features
of personality-persistence, sensitivity, introversion, and a
hypochondriacal bent.

Hay4 found that the personalities of his 17 dysmorphophobic
patients were abnormal and five in fact were psychotic. More

recently Connolly and Gipson; have reported on the psychiatric
state of 86 patients who had had rhinoplasties for largely
cosmetic reasons. Fifteen years after the operation, 32 were
severely neurotic and six schizophrenic, whereas out of 101
who had undergone rhinoplasty for disease or injury only nine
were severely neurotic and one schizophrenic. Yet at the
original assessment of the "cosmetic" group those patients
thought to be psychologically disturbed had been refused
operation. Clearly these poor results amply confirm that dys-
morphophobic illnesses have a bad prognosis.
The same, at least until recently, could be said of the

related monosymptomatic hypochondriases, which are frankly'
delusional and expressed, for instance, as "I smell" or "I am
infested." In these conditions, however, the antipsychotic drug
pimozide is reported to produce a startling and sustained
improvement.6 9 On the other hand, in patients with dys-
morphophobia this drug does not seem to help much unless the
neurotic preoccupation has become a delusional belief. This
illustrates once again the apparent paradox that in psychiatry
milder illnesses are more resistant to treatment than are
severer ones. Pimozide may well help to clarify diagnoses in
this complex group of hypochondriacal disorders.
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Problem-oriented
postmortem examination
Regrets about the decline in the frequency of hospital
necropsies' have emphasised such factors as poor status and
pay of the postmortem technician and limited financial
resources for necropsy facilities. Nevertheless, the central
issue remains the motivation of the pathologist and clinician.
They will press for more necropsies only if they are convinced
that the procedure is worthwhile. So is there any justification
for routine postmortem examination of patients dying in
hospital ?

Despite increasingly elaborate investigation during life the
findings at necropsy are at variance with the clinical diagnosis
sufficiently often2 to justify postmortem examination as a
clinical feedback. Nevertheless, a cursory necropsy carried
out on "another disseminated carcinoma" is likely to bring
little reward for either pathologist or clinician if, as is often
the case, the clinical details are not known and the questions
that should be posed are not asked.
One way of helping to make necropsies more rewarding

(particularly when the clinician cannot always spare time to
be present) is the use of the problem-oriented postmortem
examination.34 This aims at reducing the chances of valuable
(even negative) findings being overlooked and at presenting
the findings so that the information the clinician needs is not
buried under a welter of words. Both the quantity of feedback
(necropsy diagnosis at variance or in agreement with clinical
diagnoses) and its quality (extent of lesion or effectiveness of
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treatment) need attention if these are to be used fully in
education and research. The method follows most easily
where problem-oriented medical records are in use,) since
the change of thinking in a problem-oriented approach will
have occurred already. In essence, the complex of sigIls,
symptoms, and investigations is broken down into
"problems," which may or may not be solved by clinical
diagnoses. These data are transferred in the form of a necropsy
request, from which the pathologist forms his or her own
problem list. The necropsy examination is then oriented
towards solving the problems posed-which at a basic level
may take the form of confirming or refuting clinical diagnoses
-and adding the additional perhaps unexpected findings as
further problems, whose solution may or may not be apparent.

Medical audit is most effective when errors and omissions
are brought to the attention of the clinician in such a way
that his future performance is modified. Problem-oriented
necropsies can help to close the feedback loop and monitor the
effects of audit, and their use is to be encouraged.
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Allergy to house dust mite
in childhood asthma
House dust contains many species of mites, but one in
particular, Dermatophagoides pteronyssinus, possesses par-
ticularly potent allergens.' Voorhorst et al identified it as the
major allergen responsible for house dust mite asthma in
Holland2 and subsequent work showed that this was also the
case in England.3

Opportunities for exposure to house dust mite allergen
probably occur in every household in Britain, and sensitivity
to it may be important in provoking childhood asthma.4
Characteristically, affected children develop symptoms before
the age of 6 years; they also often suffer from rhinitis and
eczema; and symptoms are frequent at night.5 Any or all of
the trigger factors for asthma, such as emotion, exercise, and
infection, may also be present and sorting out which of these
is most important may be difficult. The history obtained from
the mother will give valuable information: in house dust mite
sensitivity there is usually a clear history of wheezing after
exposure to dust created during making beds. The results of
skin tests may be helpful, and when these confirm the clinical
history there is often a good correlation with the more accurate
bronchial challenge tests.68 When there are multiple positive
results, however, the correlation may be poor. Bronchial
provocation testing is not without hazard and indeed may be
inappropriate in a child who has persistent airway narrowing;
nor should it be performed by anyone other than a specialist
physician with training and experience.
The management of childhood asthma has been greatly

helped by the newer prophylactics such as inhaled sympatho-
mimetics, disodium cromoglycate, and beclomethasone.
Nevertheless, compliance may be a problem in children, and
long-term treatment requires frequent monitoring. There is
also always the risk of unwanted effects. More specific treat-
ment retains its attractions, therefore, for those patients in
whom house dust mite is thought to be the major precipitating

factor. Two possible approaches are avoiding exposure to the
allergen and hyposensitisation.

Reducing exposure is not easy-but the spontaneous
improvement seen in children who convalesce at Davos
(where few or no mite species have been found9) and in
children who are admitted to hospital (where there are also
few mites"') shows that this approach may be successful. Major
disruption to a family's routine is scarcely worthwhile, but
simple practical measures such as vacuuming mattresses and
enclosing them in a plastic cover; regularly washing blankets
and curtains; and using synthetic materials for bedding may
reduce asthmatic attacks in mite-sensitive children."1 In
contrast, Warner4 found that such avoidance measures were
ineffective in his patients, and if there is no obvious benefit
the measures may be abandoned-though they are always
worth a trial.
The alternative specific approach is hyposensitisation.

Though this technique is of proved benefit in cases of specific
pollen sensitisation'2 reports of its value in house dust mite
sensitivity are conflicting. The British Thoracic and Tuber-
culosis Association'3 arranged a double-blind multicentre
trial of hyposensitisation with house dust extract in adult
asthmatic patients and found no advantage in its use; and
Gaddie"4 also found that a tyrosine-adsorbed D pteronyssinus
vaccine was ineffective. Nevertheless, the results of such studies
remain open to question because of the near impossibility of
controlling all the other relevant factors. Ideally the patients
selected should have allergy to house dust mite proved to be
the prime cause of their asthma, preferably by bronchial
provocation testing; and the quality of the allergen and
optimal dose regimen should be carefully chosen, though
standardisation of allergens is still a problem. Studies which
have tried to achieve this ideal have shown that some benefit
may be obtained from hyposensitisation,15 16 but we need
further confirmatory work-and hyposensitisation always
carries a risk, even though anaphylactic reactions are rare.

Faced with a child whose asthma is thought to be provoked
by exposure to house dust mites, a doctor must weigh care-
fully the benefits versus the risks of the various forms of
treatment. Regularly inhaled sympathomimetics, with or
without disodium cromoglycate, may achieve adequate
control. In combination with simple measures to avoid
excessive exposure to the house dust mite such treatment will
usually be safe and effective. We cannot yet routinely recom-
mend hyposensitisation for house dust mite sensitivity, and
we still have no safe method of identifying those patients
who are most likely to benefit or, indeed, information on
suitable dose regimens.
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