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suspension and rapidly becomes inactive in this form. Orphenadrine may be
suspended in solution but remains stable for only 14 days at a pH below 5.
Our patient had been obtaining monthly supplies of each drug, and often up
to six weeks elapsed between her obtaining and finishing each supply. Her
rapid deterioration was probably due to the inactivity of her drugs in
suspension.
Amantadine syrup was continued, the bromocriptine suspension stopped,

and benzhexol suspension substituted for orphenadrine. As the dose of
benzhexol was gradually increased her akathisia resolved and her tremor and
dysphagia improved. After removal of the nasogastric tube she could
manage a soft diet and started gaining weight. She was discharged taking this
drug regimen and subsequently made satisfactory progress.

Discussion

Impaired mastication, dysphagia, and drooling of saliva have
been recognised features of paralysis agitans since James Parkin-
son's original description of this condition.' They occur commonly
in, and are present at, all stages of the condition.2 Despite extensive
studies no single cause of these symptoms in Parkinson's disease is
generally accepted, and various hypotheses have been advanced.26
Recommendations for treatment are equally varied. Case reports
have been published showing improvement in dysphagia after the
administration of levodopa.7x A controlled study, however, showed
no appreciable change in deglutition before or after such treatment.9
Our patient seemed to respond satisfactorily to the centrally acting
anticholinergic drug benzhexol.

Patients with dysphagia from whatever cause, whether they are
elderly, unconscious, or terminally ill, often require drugs in the
form of syrups or suspensions to overcome the problems of
swallowing tablets. Great care needs to be taken to ensure that the
drugs are not being inactivated by administering them in this
manner. Manufacturers' formulations should be used when poss-
ible. If the formulation of a drug needs to be altered expert pharma-
ceutical advice must be obtained. The table gives details of the
availability of common drugs used in the treatment of Parkinson's

disease and precautions to be taken when the preparations can be
given as a syrup or suspension.

Anti-parkinsonian drugs

Preparation Tablets or capsules Svrup

Amantadine 100 mg 50 mg in 5 ml
Levodopa 125, 250, 500 mg Yes*
Levodopa and benserazide Madopar 62 5, 125, 250 No
Levodopa and carbidopa Sinemet 110, 275, Plus No
Bromocriptine 2-5, 5, 10 mg No
Benzhexol 2, 5 mg 5 mg in 5 ml
Orphenadrine 50 mg Yest
Procvclidine 5 mg 2 5 or 5 mg in 5 ml
Benztropine 2 mg Yest
Selegilene 5 mg Yes§

*Extemporarv formula available. Stable for 14 davs. Protect from light.
tExtemporarv formula available. Stable for 14 days at pH<5.
4Highly soluble in water. Stable for seven days in syrup.
§Extemporary formula available. Stable for five days.

We thank Dr P Hudgson for permission to report this case and for his
helpful advice and criticism. We also thank the manufacturers of the drugs
mentioned for information.
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Medicine and the Media

Booze on the telly

Alcohol misuse and the portrayal of health problems in the media
are both fashionable topics, so I find it surprising that there has not
been more study in Britain of how alcohol is portrayed in the
media. The Independent Broadcasting Authority (IBA) did do two
small surveys in the mid '70s and the suppressed Think Tank
report on alcohol recommended that both the government and the
broadcasting authorities look more closely at "the presentation of
alcohol consumption on television and radio," but the problem has
been largely forgotten. The tide of amnesia may, however, be
turned by a meeting last week on the presentation of alcohol in the
mass media which was organised by the Institute of Alcohol
Studies and held in the lion's den-the headquarters of the IBA.

But, oddly, it was the lions themselves who seemed to expect to be
eaten. The motley crew of doctors, health workers, and media
researchers who turned up wanted to talk about whether the media
could help them out in their battle to combat Britain's alcohol
problem, whereas the four representatives of the IBA (two ofwhom
smoked almost continuously) and one producer from the BBC
seemed to imagine that they were being confronted by a gang of
zealots who wanted to force various characters to stop drinking their
way through each episode of Dallas. Professor Anthony Clare (not
unknown on television himself) got very upset at being labelled as

part of the lunatic fringe and pointed out that he could hardly be
more ordinary, with six children watching masses of television and
himself (so he is) a Dallas addict.
But before the meeting drifted into confrontation some useful

points were made. Advertising, sponsorship, health education,
newspapers, and radio were all mentioned briefly, but the meeting
was primarily concerned with how alcohol is portrayed in dramas
and soap operas on television. American research has shown that
alcohol features a great deal in these programmes. A study carried
out by the Annenberg School of Communications in Pennsylvania
and summarised in the New England 7ournal of Medicine in 1981
(305:901-4) showed that 80% of prime time programmes show or
mention alcohol. The researchers calculated that "conservatively, a
youngster too young to drink, will be exposed to 10 drinking acts on
television during a day's viewing... ." The portrayal of alcohol was
only one part of the study, which concluded generally that prime
time television is a television of mayhem, action, power, danger,
violence, and crime. The main characters eat and drink hugely (but,
importantly, smoke little) and yet rarely suffer any consequences
from their excesses. Another American study published in the
Journal ofCommunication in 1981 (31:58-67) looked at what people
drank on television and found that in order of frequency it was
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alcohol, coffee and tea, soft drinks, and water. But in "real life" the
order is water, coffee and tea, soft drinks, and, lastly, alcohol:
drinking water is boring. That same study showed that those who
drink the most are settled, adult, "good guys," and that "televised
disapproval of alcohol use is infrequent and mild." The researchers
also confirmed the finding that characters rarely suffer any conse-
quences from their drinking.
At last week's meeting Mr Anders Hansen from the Centre for

Mass Communication Research in Leicester gave the results of a
study carried out in Britain. (These will be published in full within
the next few weeks.) His study of the programmes broadcast on all
four channels between 6 pm and 10 30 pm over two weeks shows a
similar pattern to the American studies. Three quarters of the pro-
grammes mention alcohol, and a third show alcohol being drunk.
There are few mentions of the negative effects of alcohol, and even
in the news programmes alcohol crops up most often as part of
a celebration. Mr Hansen also looked at who does the drinking,
what they drink, and where they drink, and some of his findings
were disturbing or surprising. For instance, 13% of the drinking
was done by people under 25 when the IBA code on advertising
standards and practice expressly forbids advertisements for alcohol
to show anybody under 25 drinking. Another finding was that 12%
of the drinking was done by people at work, while a surprising
finding was that the commonest alcoholic drink consumed on tele-
vision was wine, which is surprising because in Britain the
commonest drinks are still beer and spirits.

Does it matter how alcohol is presented on television?

Mr Hansen was the first to point out that his content analysis does
not show for a moment that this portrayal of alcohol on television is
harmful. But what it does show is that alcohol features much more
in programmes than in advertisements and that therefore the trad-
itional preoccupation with the effects of advertising may be
misplaced.
Dr Nicholas Dorn from the Institute of Drug Dependence in

London followed Mr Hansen by explaining the various models that
are used in mass media studies for trying to understand the way that
the messages of the media act on people. The first is the "com-
mercial model" that says that individuals pick what they want from
the range of messages on television and reject the rest. In contrast,
the old fashioned "effects model" (which is the model of many of
those, including doctors, who attack the media most vociferously)
says that individuals are acted on deterministically by the media.
The "consensus model" suggests that the media act less on in-
dividuals and more on populations to "frame the debate," while the
final model, the "cultural model," hypothesises that people take
from the many messages of the media those which "resonate" most
with their own cultural expectations.
Whether people who make television programmes believe in any

of these models was not made clear, but they were certainly not keen
on the idea that the way their programmes depict alcohol con-
tributes much to Britain's alcohol problems. Dr Robert Towler, the
head of research at the IBA, gave the results of the IBA's two
content analyses of drinking on television and said that they largely
agreed with the results from Leicester-although the IBA had not
looked at adverse consequences of drinking. He then went on to say
that he thought social science was incapable of ever proving that the
media's depiction of alcohol consumption affected people's alcohol
consumption. What could be shown, however, was that people
could tell the difference between the fictional world of television and
reality, and that "context" was all important-for instance,
research has shown that viewers see a punch on the nose in
Coronation Street as a much more violent act than most of the more
extreme violence that goes on all the time in American copshows.
Both the IBA and the BBC, he continued, are not keen on what

they call "prosocial programming"-using television programmes
to put over messages on issues like sex stereotyping, racial
problems, and health matters. They don't mind making docu-
mentaries on these matters but they resent being pressurised to have
breastfeeding mothers in Crossroads and women doctors in Postman

Pat. Clare Mulholland, deputy director of television at the IBA,
explained that they were worried about pushing one particular line
both because it created problems with those who oppose the line and
because they then had fewer defences against other individuals who
wanted different lines pushed. She and Dr Towler both agreed that
it was up to television to follow not lead; once there was a social
consensus that smoking was a bad thing then television characters
smoked less, and now that women doctors are common Postman Pat
can be ministered to by a woman. But they don't think that tele-
vision has a duty to reduce alcohol consumption on the screen and
show more of the consequences. While the population at large is
ignorant of the harmful effects of alcohol, the makers of the pro-
grammes are allowed to be just as ignorant-despite their Reithian
(and now much despised) mission to "educate and inform."
Many of those concerned about alcohol problems thus went away

rather disappointed by the meeting. They applauded the increasing
number of documentaries about alcohol problems but were dis-
appointed by the programme makers' reluctance to take more
seriously the possible problems that there may be with the way their
dramas show alcohol being used. (Coincidentally, since the con-
ference the BBC has announced that it is to show a comedy series
about four characters drying out in a hospital for alcoholics. The
controller of BBC 1, Mr Michael Grade, has recommended it as
"marvellous, a very adventurous, high risk programme"; there
seems to be ample scope here for either effective prosocial pro-
gramming or an antisocial disaster.)
The last word should belong, however, to Ms Sue Barker, the

community education officer of Central Television, who made the
most positive contribution of the day. She suggested that those
concerned about alcohol problems should-instead of whingeing
about the inadequacies of the media-get in touch with programme
makers and community education officers (and every ITV company
has one) and start helping to make the "right" sort of programmes.
-RICHARD SMITH, assistant editor, BM7.

What immunisation plan is advised for an infant who developed severe
respiratory distress shortly after birth and required two weeks of intensive care,
including ventilation? He has since made good progress.

Assuming that there was no evidence of secondary cerebral irritation or
damage in the neonatal period, respiratory distress is not a contraindication
to later immunisation and does not increase the likelihood of adverse effects.
The immunisation schedule should therefore be that recommended as
standard by the Joint Committee on Vaccination and Immunisation. If some
residual lung damage remains the benefit to risk ratio when immunising
against infections with a pronounced respiratory component such as measles
or pertussis is even increased.-GLYN R WILLIAMS, lecturer in infectious
diseases, Glasgow.

Should all children be tested for colour vision and if so what is the most suitable
method?

All children should be tested for congenital colour vision defects and their
parents ought to be told of the result, since this may affect the choice of
career and help avoid disappointment later. From this standpoint, it is
probably unnecessary to test very young children, unless peculiar difficulties
arise. Above the age of 8 if a single test is to be used for mass screening the
Panel D-15 test* has much to commend it.' 2 It is portable, easy to do, and
distinguishes between the types of defect. The last consideration is not well
met by the renowned Ishihara test. No one test is definitive and several
should be used in cases of doubt.-D A PALMER, senior lecturer, Institute of
Ophthalmology, London.

1 Birch J, Chisholm IA, Kinnear P, et al. Clinical testing methods. In: Pokorny J, Smith VC, Verriest
G, et al. eds. Congenital and acquired color vision defects. New York: Grune and Stratton,
1979:132.

2 Potts AM. Assessment of uisualfunction. Saint Louis: C V Mosby Company, 1972:143.

*Manufactured by the Psychological Company, New York. British agents, rIintometer Limited,
Waterloo Road, Salisbury. Wilts.
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