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data did not support the conclusion drawn. Finally, and most
uiportant, the conclusion in the Drug and Therapeutics
Bulletin about the interval between dental check ups was
unfounded.

All this debate is exactly what science is about: truth is
arrived at through data, analysis, and argument. The sad
thing here is that the debate cannot be thrashed out in the
forum where it started last October; hence many readers of
the Drug and Therapeutics Bulletin, including the media, will
be unaware of the cogency of the opposing case. The bulletin
recognises the need for its articles to give a consensus of
critical and supportable opinions on treatment and related
subjects. "We try hard to come off the fence," its notes for
authors state, "but where there really is no consensus each
school of thought should be discussed with enough evidence
to enable the reader to evaluate it for himself '-and
"in general, trials should be included only if they are
scientifically unacceptable... .'

Usually in Britain opponents have some right of reply, and
most newspapers have correspondence columns in which
issues can be thrashed out. Nowhere is such debate more
important than in journals-both those reporting only
original work and those carrying a mixture of original and
review articles-where data can be challenged and con-
clusions re-examined. A wise editorial policy will balance the
maximum amount and range of comment against the space
needed for other debates and the tolerance of the readers.

Where public policy is concerned, moreover, the need for
a wide expression of views is paramount. Semi-official
publications which aim at summarising the current scientific
consensus must surely recognise an obligation to admit the
possibility of error.
The Drug and Therapeutics Bulletin performs a valuable

service in informing its readers about the uses, side effects,
and contraindications of drugs old and new. It submits the
drafts of its articles to a number of experts in the subject
under discussion. No amount ofcare and peer review of draft
articles, however, can take the place of open debate and in
not having a correspondence column I believe the bulletin
does its readers a disservice. So I have two major reservations
about the present policy of the Drug and Therapeutics
Bulletin: as an editor, I believe that the balance on any subject
is difficult if not impossible to achieve without a forum for
discussion; as a taxpayer, I am concerned that the govern-
ment pays to send a free copy of the bulletin in its present
form to every general practitioner in the apparent belief that
its opinions are non-controversial.

STEPHEN LOCK
Editor, BMJ
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Malignant otitis externa
Otitis externa may cause severe pain and irritation, but it
never threatens the patient's life or general health. Neverthe-
less, a rare form of necrotising infection of the external
auditory meatus spreads into the surrounding tissues and
carries a high mortality. This malignant, or invasive, otitis
externa is generally a disease of elderly diabetics,' 2 though it
may occur in younger diabetics' and elderly people who do
not have diabetes.'"3 A similar, but not identical, condition
has been described in children.45 Pseudomonas aeruginosa has
been isolated from virtually all the reported cases.6 The
response to metronidazole in some cases has suggested that
anaerobic organisms may also play some part.6
Once established the infection may spread, destroying the

bone of the external auditory meatus and subsequently other
parts ofthe base ofthe skull. This extension ofthe infection is
facilitated by fissures in the floor of the cartilaginous portion
of the external auditory meatus (the incisura of Santorini).
The infection may spread to the soft tissues, including the
parotid gland. Facial palsy is frequent and paralysis may also
develop of the 9th, 10th, 11th, and 12th cranial nerves.78
Other complications include mastoiditis,9 meningitis,310
thrombosis of the sigmoid sinus,8 and septic arthritis of the
temporomandibular joint."
The diagnosis should be considered in any elderly patient

with external otitis which does not respond to local treatment
or is associated with unusual features such as parotid swelling
or facial palsy. Men are more commonly affected than
women.212 Examination of the external auditory meatus
shows oedema of its wall, profuse discharge, and granula-
tions on its floor. Probing the wall of the canal deep to the
granulations shows local erosion of bone. The chief differen-
tial diagnosis is neoplasia of the temporal bone.

The erythrocyte sedimentation rate is usually raised.6
Destruction of bone can be shown by polytomography or
computed tomography,'2"3 and the latter will also show
abnormalities in the soft tissues.'2 Isotope scanning using
gallium or technetium will show areas of active infection and
may be used to monitor the response to treatment. 12-14

Prolonged local and systemic treatment is required, for if it
is too brief the disease tends to flare up again even when the
ear has clinically healed.'5 Regular aural toilet is needed
together with wicks impregnated with gentamicin and sys-
temic antibiotics given intravenously. In the past the stan-
dard treatment has been a combination of gentamicin and
carbenicillin.6" Tobramycin"'5 and colistin' have also been
used, and more recently newer penicillins have been tried-
such as ticarcillin,' pirbenicillin,' pipricillin, and azlocillin,'4
as has a new cephalosporin, ceftazidime."6 These newer
agents have the advantage that they are less toxic than the
earlier antibiotics such as gentamicin.

In some cases surgical treatment may be restricted to
removal of granulations, but when the disease is more
advanced wide excision of the affected tissue (including
mastoidectomy) may be required.6 718 When the bony lesions
are extensive partial resection of the temporal bone has been
performed.'9
The overall mortality has been reported as one third,2 but

when cranial nerves are affected it may be as high as
80%.' Death may be due to concomitant arterial disease,
exacerbated by the severity of the illness, leading to myo-
cardial infarction or cerebrovascular accidents,"12 or to direct
complications of the disease such as meningitis. Early
diagnosis is essential: the prognosis seems to be related
directly to the stage that the disease has reached at the onset
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of treatment.'0 This in turn requires greater awareness of the
condition.

ROBERT MILLS
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Ear, Nose, and Throat Department,
King's College Hospital, London SE5 9RS
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Surgical treatment of male pattern baldness
In an image conscious society a high premium is attached to
youthful appearance. Baldness is unfashionable. Publicity
and intrigue surrounding the alleged treatment of famous
heads and extensive advertising by some private clinics have
heightened public interest.

Various classifications have been proposed,'2 but the
essential feature of male pattern baldness is that hair is lost
most obviously in the frontal region and at the vertex.
Parieto-occipital growth is spared, perhaps because of
a differential response by hair follicles to circulating
androgens.3 A permanent "cure" could be achieved in theory
if some of these unaffected follicles could be transferred to
the bald area without leaving obvious defects at the donor
site. This may be achieved in practice by free grafting of
small discs (punch grafts)4 or thin strips5 of hair bearing skin
or by transposing vascularised hairy flaps.'640 The bald
area may be reduced by staged excision as an adjunctive
procedure.2
The choice of technique (or combination of techniques)

depends on individual requirements. Punch grafting has
gained great popularity because of its simplicity. Discs of
occipital scalp are excised with a punch similar to that used
by dermatologists for skin biopsy. A 4 mm disc will contain
about 12 to 15 hairs. At each visit between 10 and 60 such
discs (depending on the endurance of both patient and
surgeon) may be transferred to recipient sites prepared by
excising discs of bald scalp with a slightly smaller punch.
After grafting the original hairs fall out after about two weeks
with permanent growth beginning two to three months later.
The procedure may be repeated at intervals. Very careful
planning is essential to minimise a tufted appearance of the
grafts. This is often -noticeable- at the frontal hairline, and a
5-7mm wide strip may provide a more acceptable contour. A
combination of these two methods may be used to cover a
substantial bald area, but the procedure is very tedious and
time consuming.

Transposition of vascularised hairy scalp flaps has the
advantage of transferring a much larger area ofhair in a single
operation without a postoperative delay in growth. Greater
surgical skill and judgment are required, since the attach-
ment of the flap limits its mobility. Design is crucial in
providing a flap of adequate size which will reach the
required recipient site with an assured blood supply-and
with hair growing in the correct direction. It must be possible

to close the donor site directly. The number and variety of
published flap configurations attest to the difficulty of
meeting these requirements. Satisfying results may be
produced, however, particularly in the frontal region.

Scalp reduction uses the principle of staged excision to
reduce the size of a bald patch over a series of up to four
operations. At each procedure a segment of scalp is removed
and the resulting defect closed directly. Between operations
the surrounding tissues stretch, effectively expanding the
hair covered scalp. For isolated baldness at the vertex this
may be an adequate treatment alone, but more usually it
is combined with free grafting. The technique of tissue
expansion using inflatable prostheses has provided another
option." This has proved very effective in the treatment of
alopecia of congenital or traumatic origin.

Reconstructive surgeons have been reserved in their
enthusiasm for treating baldness. Their attitude stems in part
from the tedious nature of some of the methods described
and in part from the inadequate results frequently seen.
Clearly, however, there is a public demand-and one which
will continue to be satisfied by less well qualified personnel if
reconstructive surgeons are unable to provide the service.

BARRY M JONES
Consultant Plastic and Reconstructive Surgeon,
The Hospital for Sick Children,
London WC1; and
University College Hospital,
London WC1E 6AU
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