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cardiac failure. Atrial fibrillation was present, but there was no cardiac
enlargement and no murmurs. Chest radiography confirmed that the cardiac
contour and size and lung fields were normal. Echocardiography showed no
abnormality of either the mitral or aortic valve. Cardiac enzyme activities,
electrolyte concentrations, and full blood count were all normal, and glandular
fever screening test was negative. Complement fixation tests were negative
for Coxiella burneti, Myocoplasma pneumoniae, influenza A and B, adenovirus,
parainfluenza, herpes simplex, respiratory syncytial virus, and cytomegalo-
virus. Titres for psittacosis, however, were as follows: 8 on 22 December 80,
512 on 14 January 81, 512 on 18 February 81, 64 on 16 April 81, and 32 on
17 June 81.
Treatment with tetracycline was started and continued for two months.

By late January 1981 his symptoms had disappeared and when the titre to
chlamydia B had fallen in May 1981 he was admitted to hospital for cardio-
version because of persistence of atrial fibrillation. After successful cardio-
version electrocardiography showed no evidence of pulmonary mitrale,
ventricular hypertrophy, or myocardial ischaemia. Ten days later, after a
mild flu-like illness, the heart lapsed into atrial fibrillation again despite
maintenance quinidine treatment. Repeat cardioversion was not required as
sinus rhythm occurred spontaneously after several days.

Closer questioning failed to elicit any exposure to or contact with birds by
the patient or any member of the family.

Comment

Chlamydia B infection (psittacosis) is probably more common in this
country than the reported cases indicate. In 1972 the total number of
cases reported was 1561 and'in 1975 it was 177.2 The benign course
of the illness in most patients is undoubtedly responsible for many
cases going undetected. There may not necessarily be a history of
contact with infected birds, this being established in only 40 (26%)
of the 156 cases reported in 1972.

Complications are rare, but may include meningitis,' encephalitis,2
and occasionally cardiac disease. Endocarditis necessitating valve
replacement has been reported,3 and myocarditis may rarely occur.4
We think that in the absence of any history of rheumatic fever and

previous cardiac disorder, and with a normal echocardiogram, the
atrial fibrillation in our patient occurring at the height of his psittacosis
infection was directly related to it, possibly owing to mild accompany-
ing myocarditis.
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Extensor digitorum brevis-a
predictor of neuropathy in the leg?

The measurement of conduction velocity in the deep peroneal nerve
is a common investigation in patients with suspected peripheral
neuropathy. An impression was formed that the extensor digitorum
brevis muscle was difficult to palpate in patients who had slowed
conduction in the peroneal nerve. Muscle wasting is common in
peripheral nerve lesions," so a formal study was performed to see
whether wasting of this particular muscle was a reliable clinical
predictor of electrophysiologically demonstrable nerve disease.

Patients, methods, and results

One hundred consecutive unselected patients, referred for routine measure-
ment of nerve conduction velocity in the leg, were included in the study. No

investigation was performed which was not a part of routine nerve testing.
The results were collected from March 1979 to May 1981. Most patients
were referred with suspected peripheral neuropathy, injury, or compression
neuropathy.
An attempt was made to palpate the extensor digitorum brevis and a

decision on its palpability or otherwise was made and recorded before any
measurements of conduction velocity were made. Motor conduction velocity
in the deep peroneal nerve was measured using a pair of Ag/AgCl surface
electrodes to record the compound action potential of the extensor digitorum
brevis. Supramaximal rectangular isolated electrical stimuli (duration 0 1 ms)
were applied to the deep peroneal nerve just proximal to the ankle, and to
the common peroneal nerve at the neck of the fibula. The latency between
the stimulus and the onset of the muscle action potential was measured
with a Medelec MS6 oscilloscope; the conduction velocity was calculated by
dividing the distance between stimulus sites by the difference in the two
latencies. Where conduction velocity was measured in both legs, data from
one or other side were rejected according to the toss of a coin. All observations
and measurements were made by the author, and therefore the study
incorporated no element of "blindness."
Of the 100 patients, 67 had a palpable extensor digitorum brevis, and in

33 the muscle was impalpable. There were 10 patients in whom myoelectrical
activity could not be recorded with surface electrodes during nerve stimula-
tion, and none of these had palpable muscles. In three of these patients, the
dorsum of the foot was subsequently explored with a concentric needle
electrode, but still no myoelectric activity could be recorded during nerve
stimulation. Even if these 10 patients were excluded from the calculations,
there was a highly significant reduction in the mean conduction velocity for
the "non-palpable" group (table), with a significant increase in the distal
latency from ankle to muscle. The values for the "palpable" group were close
to those reported for normal subjects.2

Conduction velocity of deep peroneal nerve and conduction
latencyfrom ankle to muscle related to palpability or other-
wise extensor digitorum brevis muscle

Palpable Non-palpable
muscle muscle

Latency (ms) 5 0 6-6
SEM 019 0-57
No of patients 67 23

p<0O001*
Conduction velocity (m/s) 45 7 34-5
SEM 0-75 15
No of patients 67 23

p<O.00l*
Age (range 9-87 years) 48-0 56-6
SEM 1-8 2-9
No of patients 67 33

p < 0 05*
Sex (No of cases):
Male 44 20
Female 23 13

p> 05t

*Significance assessed by t test. tSignificance assessed by X'
test.

The values for conduction velocity were separated into a high group
(>400 m/s) and a low group (<399 m/s); the values for latency were
divided into a long-latency group (>60 ms) and a short-latency group
(<5-9 ms). The patients for whom myoelectric data could not be obtained
were placed in the low-velocity and long-latency groups. Of the non-
palpable group, 27 had low conduction velocity while 57 of the palpable
group had high conduction velocity (X2=39-6; p<0001). Of the non-
palpable group, 19 had long latency while 60 of the palpable group had short
latency (X2=231; p<0001).

Comment

The attempt to palpate the extensor digitorum brevis is a very
simple clinical test to apply, and these results suggest that failure to
palpate it is an excellent predictor of disease in the peroneal nerve.
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