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members admit the lack of short simple training courses
around the country for citizens who want to acquire these skills.
The first aid organisations appear still to be undecided about
the merits of short, single session training in cardiopulmonary
resuscitation as opposed to longer, fuller training in first aid.
An initiative needs to be taken by a body that can stamp its

authority on details of the techniques, train the trainers, and
coordinate publicity with the help of journalists on newspapers,
radio, and television. Surely this should be a priority item on
the agenda of the Department of Health's new Chief Medical
Officer, Dr Donald Acheson.
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Prophylaxis in haemophilus
meningitis
Epidemics of meningococcal septicaemia and meningitis have
been recorded since the early nineteenth century and still
occur in many parts of the world, notably in some areas of
Africa. Brazil experienced a huge epidemic in 1974-5 caused
by strains of groups A and C. Soon after their introduction
sulphonamides were shown to be dramatically effective in
treating the disease and also in controlling epidemics by
reducing the rate of nasopharyngeal carriage of the meningo-
coccus. Recent infections in Britain have usually been sporadic
but it has been customary to give prophylactic antibiotics to
household and preschool contacts of the index case. Health
service staff who attempt mouth to mouth resuscitation of
patients with meningococcal septicaemia are also given prophy-
lactic treatment, and the anxiety which this infection en-
genders often prompts other nursing and medical staff
surreptitiously to treat themselves. Sulphonamides were
always used for prophylaxis until resistant organisms emerged,
and rifampicin is now the drug of choice unless the strain in
the index case is known to be sensitive to sulphonamide.

Less attention has been directed towards the risk of infection
in contacts of patients with Haemophilus influenzae meningitis,
but recent studies have shown that risk to child contacts is
similar to that recorded in meningococcal infection. A pros-
pective study in the United States showed that the risk of
meningitis in household contacts was more than 500 times
greater than the age adjusted risk in the general population.'
This and other studies have established an overall risk of about
05% in all contacts2; children are especially vulnerable, and in
household contacts aged under 5 the risk is about 2%. The
added risk of disease in child contacts is associated with an
increased rate of nasopharyngeal carriage ofH influenzae type
b.3 This suggests that chemoprophylaxis should be used, as it
is with meningococcal infections, to prevent secondary cases.

Although several drugs are effective against H influenzae in
vitro, they do not reduce the rate of nasopharyngeal carriage.
These include ampicillin,4 co-trimoxazole,5 cefaclor, and
erythromycin with sulphonamide.6 Rifampicin, however, does
greatly diminish carriage rates.7 8 An effective dose is 10 mg/kg
body weight twice daily for four days; the same dose given for
two days gives poor results.9 A recent double blind prospective
trial showed that the effect of a course of rifampicin persisted,
but to a decreasing extent, for several weeks.7 One month later
a quarter of the under 5 year old children had become re-
colonised, whereas three quarters of the carriers treated with
placebo remained positive. Most of the strains ofH influenzae
reisolated after prophylactic treatment with rifampicin are still
susceptible to the drug, although highly resistant strains have
been found. There is also a small increase in the level of
resistance even in supposedly sensitive strains.
These factors provide a reasonable basis for the American

recommendations that chemoprophylaxis should be given to
the index patient (since treatment of the disease does not
eradicate nasal carriage), to all household contacts when the
household includes a child aged under 4, and to children and
adults in day centres if invasive H influenzae disease occurs.
Although such a policy may reduce the incidence ofthe disease
in contacts, it is not yet known whether the benefits outweigh
the drawbacks and difficulties of prophylaxis with rifampicin.
Certainly there are many reasons why attempts at prophylaxis
may fail, and any scheme of chemoprophylaxis in no way
removes the need for a good information system about
contacts and for early reporting and evaluation of any illness
that they may develop.
How widely, then, should the net be cast? In Murphy's

study carriers were found in seven out of 19 households who
would not have received prophylaxis by the conventional
recommendations, and carrier rates in contact households with
young children without a case were little different from those
in the index households.7 The larger the group given prophy-
laxis the greater the problems of logistics and drug compliance.
Recolonisation of treated carriers is an unsolved problem, and
one child developed meningitis three weeks after receiving
correct prophylaxis.10 The importance of rifampicin resistance
is uncertain; that such strains may not be at any great selective
disadvantage is indicated by their persistence in a mother and
her child for one and a halfmonths.7 Even without a change of
resistance rifampicin sometimes fails to eradicate nasopharyn-
geal carriage ofH influenzae in young children.
What should be done in Britain ? Reports of H influenzae

bacteraemia and meningitis are increasing. In 1980 and 1982
this organism was the most commonly reported cause of
meningitis, although associated cases in families or nurseries
have rarely been reported here." There is a case, albeit a weak
one, for giving rifampicin prophylaxis to contacts aged under
4, either in households or in nurseries. Nevertheless, selective
chemoprophylaxis must not be regarded as a substitute for a
careful watch over all those who have had contact with the
index case.
A better solution would be the production of an effective

H influenzae vaccine, and this may not be too far off.12
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Difficult diagnoses in back
pain
Despite the number of patients who suffer from back pain and
the social and economic costs that result, there is frequently a
remarkable lack of interest in the problem, and all too often
patients are treated without thought to the underlying diagno-
sis. Back pain is a symptom, not a diagnosis, and each case
should be assessed individually. In many cases it is impossible
to make a specific diagnosis and we are left with back pain of
mechanical cause but an uncertain source of the symptoms.
This is called non-specific back pain-a term which admits the
difficulties in diagnosis rather than implying knowledge of the
underlying problem. It is possible, however, to separate out
particular problems from within this morass of back pain,
and it is most important to do so, for in these cases a logical
treatment programme may offer potential for improved control.

Back pain may arise in the spine from mechanical, inflam-
matory, metabolic, or neoplastic disorders or be referred from
abdominal or pelvic disease. A careful clinical history and
physical examination together with blood tests and, when
indicated, radiographs and specialised imaging investigations
form the basis for the diagnosis.

Diagnosis of a prolapsed intervertebral disc is relatively
straightforward. Lumbar spondylosis is more difficult for there
is poor correlation between the extent ofradiological degenera-
tive disease and the prevalence of back pain.' Pain may arise
from degeneration of the disc or the facet joints. This has
been shown by reproducing the pain by injecting saline into
the disc2 or facet joint3 under radiological control and then
abolishing symptoms by injecting local anaesthetic.
Major fractures of vertebrae, either after trauma or in the

osteoporotic spine, are usually an obvious diagnosis based on
both the history and the radiographs. Small fractures, however,
may occur in the apophysial processes4 and in the trabeculae,
particularly around the vertebral end plates,5 and may cause
sudden severe episodes of back pain which resolve with a few

days' rest. These fractures are difficult if not impossible to
recognise in conventional radiographs.
Narrowing ofthe vertebral canal may lead to spinal stenosis.

The nerve roots in the cauda equina are tightly packed and the
emerging nerve root exits through a shallow lateral recess and
may be compressed easily. The patient with this syndrome may
develop a characteristic pattern of symptoms with back pain,
numbness, and paraesthesiae in the leg, which develop after
walking perhaps a few hundred yards. He may be forced to stop
and obtains relief after resting for four or five minutes. The
pattern ofsymptoms is similar to intermittent claudication, and
this often leads to diagnostic confusion. The vertebral canal is
wider when the spine is flexed so that symptoms vary, and
when walking some patients will squat as if to tie their shoe
laces to avoid the embarrassment of appearing to flex their
spines forward. The small vertebral canal also increases the
risk of developing sciatica from a prolapsed intervertebral
disc without any features suggestive of claudication.6 The
development of sciatica is due not only to the disc prolapse
but also because the patient was already at risk ofthis problem
due to alteration in the shape and use of the vertebral canal.
Diagnosis of spinal stenosis has been aided by computed tomo-
graphy and standard measurements of the dimensions of the
vertebral canal.7 Confusion with spinal stenosis syndromes
may occur owing to ischaemia of the sciatic nerve. Atheroma-
tous change in the internal iliac artery may lead to sciatic pain
with claudicant like symptoms.8
A distinct pattern of back pain occurs in middle aged,

usually overweight women, who retain good spinal movements
despite florid degenerative changes in radiographs of the spine.
They frequently show features of hypermobility in other
joints.9 A few may have evidence ofMarfan's or Ehlers-Danlos
syndrome. The patient is often labelled as neurotic because
her severe back pain is combined with excellent spinal
movements. It is likely that the pain is a long term consequence
ofa mild hypermobility syndrome with premature degenerative
changes and perhaps overstretching of spinal ligaments.

Fibrositis is a term used commonly by patients and by
physicians for lack of a better diagnostic label. It refers to a
syndrome of pain and stiffness in the back usually associated
with localised tender areas and even nodules.'0 The nature of
these nodules is uncertain as there is no indication for biopsy;
certainly there is no inflammation of muscle or collagen fibres.
In a recent report Light described 20 patients who developed
back pain associated with a tender mass in the inferior lumbar
space which lay posterolaterally above the iliac crest. The
discomfort was aggravated by exercise and relieved by rest
and frequently prevented patients from working, sitting com-
fortably, or withstanding palpation of the mass. All the
patients were physically active and none was obese. In some the
mass was thought to be a lipoma, but Light showed that it
was retroperitoneal fat which had herniated through a defect
in the lumbodorsal fascia." The female pelvis is wider than the
male with a larger inferior lumbar space, and this explains the
preponderance of women in that study. The patients were
treated by surgical excision and repair of the lumbodorsal
fascia, and in one patient the excised fat was noted to be
gangrenous as a result of strangulation of the blood supply.

Inflammatory, metabolic, and neoplastic causes for back
pain are readily recognised. But mild forms of ankylosing
spondylitis are frequently misdiagnosed.'2 Such patients have
longstanding back pain and stiffness of gradual onset, aggra-
vated by rest and relieved by exercise, but may have normal
erythrocyte sedimentation rates and no radiographic features of
ankylosing spondylitis. The tissue type HLA-B27 is present,
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