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A sequence of pneumonias
Pneumonia remains ever present and important, partly because
so many organisms may cause it: bacteria, viruses, fungi,
chlamydia, and rickettsiae. When the antibiotics first brought
bacterial infections under control the focus of interest became
atypical pneumonia, particularly that caused by Mycoplasma
pneumoniae.' Attention has now switched to a group of
pneumonias due to recently identified fastidious bacteria.
The story began with the outbreak in 1976 of the illness that

became known as legionnaires' disease, at a Philadelphia
convention that consequently attracted worldwide publicity.
This pneumonic illness, now recognised as widely distributed,
is caused by a distinctive species of small Gram-negative
bacillus provisionally called Legionella pneumophila.2 Failures
to culture the organism by conventional methods led to
eventual success with the rickettsial technique of guinea-pig
and egg yolk sac inoculation.3 With the development of suitable
bacteriological media4 this approach has been largely super-
seded, but the method remains useful in environmental studies
and for other problem pneumonias.
Many strains with the morphological and other characters

of L pneumophila have been recovered both from patients with
pneumonia and from environmental sources such as air
cooling units. So far, four main serogroups have been identified,
though there are others to follow; the prototype strains of the
four groups are Philadelphia 1, Togus 1, Bloomington 2, and
Los Angeles 1, all from the United States.6 In Britain, as
elsewhere, serogroup 1 has accounted for almost all the
diagnosed sporadic iilnesses. A variant of serogroup 3 has,
however, been recovered at Oxford,7 and a strain of a fifth
serogroup at Cambridge.8 Serogroups other than 1 have
usually been found in immunocompromised patients.
By the use of guinea-pig inoculation a small Gram-negative

bacterium, isolated in 1947 from the blood of a patient with a
suspected rickettsial infection and called "Olda," has been
identified as the earliest known strain of L pneumophila.9
Another strain, called "Wiga," isolated in 1959 from the lungs
of a diver who died of bronchopneumonia, had some features
in common but others sufficiently distinct for it to be given a
provisional classification of atypical legionella-like organism
(ALLO). The association of this organism with pneumonia was
strengthened by its recovery again in 1978 in a case of fatal lung
infection and by the finding of seroconversion in 10 further
patients. Two more ALLO organisms, antigenically distinct,
have been discovered, but so far only from environmental
sources.10

Strains of another small Gram-negative bacterium, again
distinct from L pneumophila, have been recovered (again by
guinea-pig and egg inoculation only) from lung tissue taken at
necropsy from three patients with pneumonia. In five more
cases the organism was identified retrospectively from review
of stored tissues. Adaptation to bacteriological media has not
been reported. Clinically, the common feature was recent
treatment of the patients with immunosuppressive agents.
Antibody tests against the organism in three patients who
survived showed the strains to be similar.'1

Clinical differentiation between the pneumonias induced
by these newly identified organisms and more established
forms of the disease has, however, proved difficult, especially
in the sporadic cases affecting previously healthy people.
Seasonal variation in incidence, association with immuno-
suppressive treatment, outbreaks among groups such as
holidaymakers or sporting groups stricken with sudden

respiratory illness, or an association with aerosols from water
cooling towers or units may provide a clue. The doctor may
suspect a legionnaires' or similar type of pneumonia when an
illness, after unremarkable early symptoms, suddenly worsens
with various combinations of high fever, toxic confusion and
amnesia, cough, chest pain and dyspnoea, vomiting and diar-
rhoea, renal failure, purpuric rashes, and encephalopathy.
Virtually the sole pathological change found is pneumonia,
often of a spreading character affecting one or more lobes or
even, in severe cases, both lungs-when death may ensue. In
the affected lobes the inflammation is severe with cell hyper-
plasia and necrosis, alveolar damage with exudate, and round
cell infiltration. The causative organisms can be seen in the
exudate, both extracellularly and intracellularly, during the
initial stages but disappear once the illness begins to resolve.

Criteria for a clinical diagnosis should take account of early
hyperpyrexia, toxicity with confusion and amnesia, cough, and
diarrhoea when these symptoms are combined with moderate
leucocytosis, relative lymphopenia, hyponatraemia, and
abnormalities of liver function. Radiological evidence of
spreading consolidation despite conventional chemotherapy
substantiates the diagnosis. Another suspicious pattern, in the
absence of an alternative diagnosis,12 is the persistence of
consolidation in a patient three months or more after an acute
pneumonia.
Though treatment with antibiotics, primarily erythromycin,

is thought of value in most cases, it seems to have little effect
on the early progressive disease with a fatal ending, whether
or not the patient has been on immunosuppressive treatment.
Possibly such infections contain dual elements, viral and
bacterial, that accentuate each other.

If our understanding ofthese recently described pneumonias
is to advance more efforts will be needed to identify the causa-
tive organisms. Improvements already reported in culture
media and techniques4 5 13 should permit more detailed study
of specimens such as blood culture, sputum, bronchial aspi-
rates, and pleural exudates. In fatal infections with lung con-
solidation pathologists should remove affected tissue as asepti-
cally as possible for microbiological examination. One small
piece of lung should go for routine bacteriological and viral
culture, another should be fixed in formol-saline for fluores-
cence tests, and a larger amount should be set aside for storage
as soon as possible at - 40°C or lower until the initial investiga-
tions are complete. Fastidious organisms can survive relatively
well at a low temperature but not necessarily at temperatures
such as 4°C, when they are liable to be overgrown by more
rapidly multiplying bacteria.

Retrospective serological tests done at several centres are
likely to remain a cornerstone in diagnosis for some time,
though a larger number of antigens may need to be used. This
increasing complexity in turn means that clinicians must be
aware that a clearly defined diagnosis depends more and more
on paired sera, one taken as soon as possible after the onset of
illness and the other during or after the third week.
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Give sorrow words
Everyone is afraid to talk about dying-doctors and nurses as
well as patients and their relatives. This was the starting point
of the recent conference "Death: The Last Taboo" held by
the London Medical Group. Yet many patients prefer
knowledge to uncertainty,1 2and go through much unnecessary
suffering because of the conspiracy of silence; they may even
want to talk explicitly about death but feel it would be un-
welcome to their doctors.3 People in fact guess more than their
doctors give them credit for. Patients with cancer, for instance,
often have their suspicions from the start, and in hospital
clues come to them from many unofficial sources.4 At an
Edinburgh hospice some patients thought by their doctors to
be ignorant of their diagnosis had actually referred themselves
for terminal care.5 But an open approach gives patients a
better chance of making practical and personal adjustments to
the likelihood of death and getting the most out of remaining
life, besides gaining more explicit support from relatives,
doctors, and others.

Nevertheless, telling too much too bluntly, without
providing support or follow-up, may cause great misery; and
no single approach will be right for everyone. Dr R L Souhami,
who introduces students to these difficult skills through
seminars in which patients take part,3 discussed some of the
main needs. Firstly, the doctor who tells his patient the truth
must talk to him alone and must appear to have unlimited
time. Someone who is frightened will literally fail to under-
stand what is said to him, so further discussions are essential,
with plenty of opportunity for questions. Secondly, however
grim the prognosis, the doctor should hold out some hope of
useful life before death-and remember that statistics of
survival are unhelpful to the individual. Thirdly, he must
anticipate the patient's anxieties after he leaves hospital with
the knowledge of his diagnosis, when minor aches and pains
will soon take on a sinister significance. Thus the patient
should have carte blanche to talk to the doctor whenever he
feels the need.
We must learn to spot the people who particularly need to

talk about their problems, or who require special help in the
face of death, said Professor Tom Arie, but sometimes we
get it painfully wrong. Dr Colin Murray Parkes emphasised
the importance of exploring precisely what a patient is afraid of
and of giving specific help or reassurance for specific fears.

The main fears he had found in the dying6 were separation-
from relatives, home, and job; the plight of dependants;
losing control, crying, not dying well; being a burden or a
nuisance; weakness and dependence; incontinence; pain
(surprisingly, in a minority); confusion; and mutilation.
Though clearly many fears are amply justified the doctor
should be able to give some help. Mutilation is in the eye of the
beholder, and doctors-and others-can reassure by staying
close and not avoiding the bedside; distress can be expressed,
shared, and worked through-and the patient should have, as
it were, permission to cry; and facing the unknown is easier if
there are people to trust. Thus doctors and nurses must
become parent figures creating a safe place to die in, whether
in hospital or at home, and giving support to both patient and
relatives.

Faced with dying patients doctors often have no eye for the
details of their condition; yet, said Professor Arie, they should
look as critically at their problems as at any others, identifying
the separate components of their suffering and working out a
proper programme of management. For example, pain,
breathlessness, difficulty with swallowing, treatable depression,
and distress at the humiliations, the mess, and the dependence
of terminal illness all call for a specific response. Doctors also
tend to forget the commonplace difficulties of illness such as
domestic arrangements, and Professor Arie urged that they
should ask questions and be more sensitive to the practical
problems.

Shakespeare's "Give sorrow words" was quoted at the
conference, and a recurring theme was talking and listening.
We have become familiar with the concept of total care for the
dying developed at St Christopher's and other hospices,
emphasising mental, social, and spiritual as well as physical
wellbeing4; but most people have no contact with a hospice or
similar unit and in any case may need help long before the
terminal stage of their illness. How can the busy doctor find
time for them? Doctors with a full NHS work load who do try
to talk to their patients at length may find themselves under
intolerable strain. Outside hospital the general practitioner is
the obvious helper, though where the disease and treatment
are complicated he may not know all the medical answers.
And he also may feel that he has not the time. But time clearly
is not the only problem. Necessary detachment can all too
easily become a blunting of the sensibility-which may
indeed seem a welcome shield against a subject fraught with
discomfort. Possibly the chief need is for the doctor simply to
relate, with openness, to the patient, having come to terms
with his own mortality. Unless he can do this, without an
appearance of hurry, his visits may have no impact. Someone
illustrated this with the immortal words of A A Milne7:
"Said Eeyore . . . 'I make it seventeen days come Friday since
anyone spoke to me.' . . . said Rabbit. . . 'I was here myself a
week ago.' 'Not conversing,' said Eeyore. 'Not first one and
then the other. You said "Hallo" and Flashed Past.'"
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