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rapidly with symptomatic treatment. Physical signs were
conspicuously lacking, and no child was detained overnight.
During the previous fortnight, the staff recalled, there had
been a few cases of a similar type. Some of these children were
thought in retrospect to have had attacks of gastroenteritis, for
November is the month in which this infection begins to
increase in schoolchildren.
The next day, 13 more children were affected, and 20 others

had recurrences. The staff noticed that while the affected
children were being examined other children, hitherto quite
well, at once began to complain of symptoms. Meanwhile
contaminated food or water, chemical toxins, and common
infections were being effectively ruled out as causes.
On Friday the school was closed, and no cases were reported

from home on that day or at the weekend. Nevertheless, when
the school reopened the succeeding Monday 16 new cases and
29 recurrences were recorded, but they proved to be the final
cluster of cases. Only a handful more occurred in the rest of
the week. In all 196 pupils out of 1663 were affected-18o0 of
the girls and 5 o of the boys. The oldest children, aged 10-11,
were most affected, and no teachers were ill.

Such outbreaks, rare (or at least seldom reported) in the
first half of this century, seem lately to have become more
frequent. Sirois2 reviewed 20 recorded episodes up to 1973.
Many of the school epidemics had occurred in Britain3-6 and
in the United States,7-" but schools in Ghana,'2 Malaysia,'3 14
Uganda and Tanzania,'5 and Northern Ireland'6 have also had
outbreaks. Similar events have been recorded in children's
bands marching, overclad, at football games in the United
States'7 18 and in a similar band of young people, including
drum majorettes, near Newcastle upon Tyne'9; among nurses
at a leprosarium in Japan20; and at factories in the United
States2' and in Singapore.22
Many of the school outbreaks have features in common that

should suggest a positive diagnosis of epidemic hysteria. Girls
make up 70-1000o of those affected; the first cases occur in
classes of 12-14 year olds, though younger children may later
develop symptoms; the staff and parents or others at home
are very seldom ill. The symptoms greatly outweigh any
abnormal physical signs, the most common being abdominal
pain, faintness, nausea, headache, weakness, and itching. Some
girls may be seen to overbreathe. In some cultures more
dramatic phenomena occur, such as weeping, wailing, scream-
ing, giggling, running, and claims to have seen ghosts. Spread
often seems to be by direct vision: children succumb from
seeing other children affected. Another characteristic is that
individuals recover very rapidly. The outbreak may, as
Sirois says,23 either be explosive (with or without a trigger in
the form of one or two mentally or physically sick girls) or
slowly cumulative. Sometimes the epidemic may occur in
waves, and in day schools very few or no cases occur at
intervening weekends. In many outbreaks there has been
some cause for underlying anxiety, such as a recent polio
epidemic, an unsatisfactory headmaster, impending examina-
tions, or a cultural conflict between home and school.

For the school such an epidemic is alarming. The staff may
not be aware of the possibility of epidemic hysteria or may be
reluctant to entertain the possibility. The search for evidence
of infection, especially by viruses, for contamination of food
or water, and for toxic gases may take a long time. Meanwhile
alarm among parents grows, and the presence of doctors,
inspectors, firemen, or police at the school, and reports in the
press, extend and prolong the outbreak. Firm reassurance
based on a positive diagnosis, without too long a delay to
exclude every other conceivable cause, may be very successful.

Failing that, the best policy is that recommended by Johann
Weyer24 in the Rhineland in the sixteenth century for dealing
with bewitched and demoniacal people in convents: "It is
necessary first of all that they all be separated and that each of
the girls be sent to her parents or relatives." In other words,
for the time being the school should be closed.
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Mycosis fungoides-unsolved
problems
What is mycosis fungoides ? The double allusion in the
nineteenth century name does not imply any link with a
fungus infection. Though generally thought to be a malignant
T cell lymphoma arising in the skin, its exact place among
the lymphomas is obscure.' One curious feature is epidermo-
tropism-the affinity of its lymphoma cells for the epidermis.
Some have also suggested that mycosis fungoides may be a
disordered immunological process, a disease of antigen
persistence.2 The two concepts are not necessarily mutually
completely exclusive.

For some investigators mycosis fungoides includes any
lymphoma when it affects the skin, for others any lymphoma
which seems to arise in the skin. Nevertheless, there is more
to be said for restricting the term to an entity characterised by
its clinical picture and by the distribution, cytology, and
ultrastructure3 of the cellular infiltrate in the skin. Un-
fortunately, these various criteria may not all be satisfied in
every case; and no single one seems invariable. For example,
the histological appearances of a very aggressive lymphoma
type may be associated with an apparently good prognosis in
lymphomatoid papulosis, and cells with the ultrastructural
appearances of those in mycosis fungoides may be found in
benign inflammatory dermatoses. Classical mycosis fun-
goides4 5 starts with a rather characteristic eruption of fixed
erythematous plaques, which are not apparently grossly
infiltrated and are devoid of the more florid histological
changes found later in the disease. After months, years, or
decades the more characteristic infiltrated plaques and even
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tumours may arise, and may lead on within a year or two to
death from sepsis or from systemic disease.

Clinical confusion arises about the so-called premycotic
eruptions, and also around the "d'emblee" forms of the
disease, which do not show the early phase. The term para-
psoriasis is hallowed by tradition, but unless qualified it is
best avoided. Undoubtedly many patients develop fixed
erythematous lesions which may not clear but never
develop into mycosis fungoides. This eruption is sometimes
called benign parapsoriasis or, perhaps better, persistent
superficial dermatitis.4 Other cases are superficially rather
similar, but closer inspection by an experienced eye shows
some of the tell-tale signs of true mycosis fungoides: the
varying hue of the lesions, the presence of atrophy, and
telangiectasia, even amounting to poikiloderma. This type is
sometimes given the name premycotic type of parapsoriasis.
Nevertheless, this is perhaps a misnomer because it seems
likely that the eruption has been mycosis fungoides from the
beginning.4 The distinction between the two processes may
be extremely difficult clinically. The presence or absence of
itching is not a reliable guide. Doubt often remains even after
repeated examinations and several biopsies. But this is not
equivalent to saying that the diseases really overlap or that the
persistent superficial dermatitis can really evolve into mycosis
fungoides, though the possibility has not been excluded. It
more reflects our lack of adequate diagnostic criteria.
The nature of the d'emblee cases is also in doubt. These

start with infiltrated plaques or tumours and run their course
more rapidly. Histologically these may be indistinguishable
from classical mycosis fungoides but some such patients have
B-cell lymphomas rather than the T-cell proliferation of
mycosis fungoides and deserve to be kept apart. Likewise
patients who present with an erythroderma deserve to be
separated off. Some are examples of the Sezary syndrome with
its distinctive clinical picture and characteristic "cellules
monstreuses" in the peripheral blood. The relationship of the
Sezary syndrome to mycosis fungoides, of which it may be a
leukaemic variant, is undecided.6 7
The history of classical mycosis fungoides is extremely

variable, and the prognosis, at least in the early stages, is far
from gloomy, though it may spoil life without destroying it.
In many cases the "premycotic" eruption may never evolve
into the more specific infiltrative phase, even after 50 years.
In Samman's British series5 only 8% of patients had died ofthe
disease within 10 years of onset, though once the infiltrated
plaques and tumours have arisen the prognosis is far from
good. The presence of enlarged lymph nodes, whether
from specific infiltration or just from inflammatory changes,
adversely affects the prognosis. In Britain deaths from the
disease are usually due to secondary infection, and a distressing
end state this may be; systemic disease, with the possible
exception of spread to the lymph nodes, is rare. Interestingly,
figures from the United States give a different emphasis.8 9
There systemic disease is much more common. This may
reflect a different pattern of referral to the major centres, or
be due to a true heterogeneity of the disease itself. Quite
possibly more than one disease process is masquerading under
the clinical picture of classical mycosis fungoides.

Various criteria for staging of mycosis fungoides have been
published'° 11 comparable with the invaluable staging of
Hodgkin's disease, etc. Most of the British cases never progress
beyond stages I or II, even though they may be fatal. For this
reason there is much less enthusiasm in this country for a
really intensive work-up, at least in the early stages, to include
lymphangiography, laparotomy, and splenectomy.

With so many doubts about the nature and history of
mycosis fungoides, it is hardly surprising that there is no
unanimity about treatment. The therapeutic enthusiasts take
the line that vigorous early treatment of Hodgkin's disease,
some leukaemias, and Burkitt's lymphoma has revolutionised
the prognosis of these diseases, and surely the same principle
should be applied to mycosis fungoides.1' 12 They advocate
full investigation to assess the extent of the disease, followed
by energetic treatment of the skin, if this is the only organ
diseased. Such treatment includes especially whole-body
electron-beam therapy in doses above those normally given for
palliative treatment,9 12 or topical mustine applied to the skin
regularly for some years.10 11 With the varied history of the
disease, we have no convincing evidence that this is justifiable
or even kind in most cases, but we need more information.
The traditional treatment in Britain is to use purely

symptomatic measures in the early stages-emollients,
topical or occasionally systemic steroids, and ultraviolet
irradiation. When specific infiltrated lesions have appeared
various regimens each have their advocates. All are effective
for a while, but doubt has been cast whether any really extend
the duration as well as quality of life. These measures include
radiotherapy with conventional x-rays (60-120 kv) or with
electrons, either from a linear accelerator12 13 or from
strontium 9014; topical nitrogen mustard; and, most recently,
photochemotherapy or PUVA. The results of systemic
chemotherapy, using single drugs or quadruple therapy, have
been disappointing and this is reserved mainly for cases with
systemic disease and a poor prognosis. We have to establish
the precise place of photochemotherapy or PUVA therapy in
mycosis fungoides,15'l9 as in psoriasis and other benign skin
disorders.20 Undoubtedly, by itself it is inadequate for
advanced cases of the disease, though it can control the skin
changes in early forms of the disease, and may give striking
relief of itching.

It is too soon yet to know what influence treatment has
long term or how often it can achieve complete cure. Relapses
tend to occur within at best a few weeks after stopping
treatment, but not invariably. At the moment, therefore, it is
a compromise between those who wish to give energetic
radical treatment to try to eradicate the disease in the early
stages and those who hold back active treatment as long as is
possible. Which of all of these treatments is used must depend
partly on the individual case, but even more on the techniques
and experience available in any one centre.
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