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tight hand grip the wrist is straighter, increasing
the tension at the common extensor origin and in
the extensor radialis brevis. I have no doubt that
the other factors referred to by Mr Wadsworth can
be contributory in some cases, but my experience
suggests that a little attention to the size of racquet
and other handles can work wonders in the relief
and permanent cure of this tiresome condition in
tennis players, gardeners, and other sufferers.

SIR REGINALD MURLEY
Radlett,
Hertfordshire WD7 7JN

Portraits from memory: Dr E C Smith

SIR,-I thank Sir James Howie (21 February,
p 501) for his portrait of the late Dr E C Smith of
the medical research institute at Yaba, Lagos.
As a junior officer in the Royal Army Medical

Corps, newly arrived in Nigeria, I had the privilege
ofmeeting Dr Smith and found him to be a mine of
knowledge and a tower of strength in 1942, when
we were confronted by so many difficult clinical
and microbiological problems. His Introduction to
Pathology and Bacteriology for Medical Students
in the Tropics, published in 1939, became an
immediate success in west Africa.

His kindness equalled his experience, and his
lectures were full of clarity and good sense. As Sir
James pointed out, the dangers ofyellow fever and
malaria were very serious in 1941-2, when the
Lagos airfield at Apapa became one of the nodal
links of the little known but vital transcontinental
ferry service of the Royal Air Force, essential in
providing a steady supply of front line aircraft
for north Africa and the Middle East after the
Mediterranean sea route was blocked by enemy
forces.

Fighter planes (mainly Hurricanes) were
shipped in crates from Britain to west Africa.
Takorad'i in Ghana and the Lagos airfield at Apapa
in Nigeria served as main bases for the assembly
and test ffights of those single engine, one man
planes. From Lagos these fighter planes were
flown by civilian pilots of the Air Transport
Auxiliary Group (Canadians, French, Polish,
Yugoslavs, men well over the age of40, and several
women) across Africa in short hops, with refuelling
every 400-500 miles at primitive landing strips.
They flew in air caravans, consisting of six to eight
planes following the leader, a light bomber with
navigational facilities. The air route was across
Nigeria, French Equatorial Africa, and Sudan,
and then up the Nile valley to Luxor or Cairo.
Several thousand planes were delivered thus in
1943-4, with very few losses.
As early as 1941 it became evident that the Lagos

airbase was situated near a highly malarious coastal
mangrove swamp. Up to 500 blood fed Anopheles
gambiae were found daily in airmen's tents, and the
weekly incidence of malaria was about 100/1000.
In mid-1942 the main swamp was drained, and, as
this was very successful, the work carried out by
Lieutenant Colonel Alan Gilroy and his No 7 field
malaria laboratory was soon extended to all
swampy lands within a one mile perimeter of the
airbase.
The possibility of importing yellow fever into

Egypt and beyond by infected Aedes aegypti was
even more worrying in the long run, as the only
preventive action that could be taken was the
immunisation of all those working at the base and
the use of appropriate antimosquito measures,
rather to ease our consciences than to prevent the
spread of yellow fever. Much of this work was
carried out under the supervision of the Royal
Army Medical Corps, but the task at smaller
Nigerian airfields between Lagos and Maiduguri

was enormous and beyond the available technical
means or resources.

In all of the discussions and decisions agreed
between the military and civilian authorities Dr
E C Smith's experience, balanced views, and wide
knowledge were invaluable. Though the pathology
of yellow fever and other viral diseases was his
main interest, his 1942 study of mortality in Lagos
was of great public health importance for the
government of Nigeria.

L J BRUCE-CHWATT
Wellcome Tropical Institute,
London NWI 2BQ

Points
Low serum selenium concentration and
glutathione peroxidase activity in intrahepatic
cholestasis ofpregnancy

Drs DAVID SHENNAN and CA R BOYD (Department of
Human Anatomy, University of Oxford, Oxford OX1
3QX) write: We were interested in the discovery by
Professor A Kauppila and others (17 January, p 150)
of the association between reduced serum concentra-
tions of selenium and intrahepatic cholestasis of
pregnancy. In addition to the pronounced reduction
associated with the disease, their figure 1 showed
clearly that selenium concentrations in the control
group fell significantly during the last trimester of
pregnancy and that this fall reversed very quickly after
delivery. In discussing this finding and the finding of
Butler et al,I the authors consider the possibility that
increased metabolism of selenium "might be respon-
sible for the low serum concentrations ... in patients
with intrahepatic cholestasis of pregnancy." They do
not comment further on the possible reasons for the
fall in plasma selenium concentration during normal
pregnancy. The first (discussed by Butler et al) is the
haemodilution that occurs in pregnancy, and the
second is placental transport of selenium. A pathway
for the membrane transport of selenium (in the form
of selenate) is present in the brush border of the
human placenta.23 The findings ofProfessor Kauppila
and colleagues in normal pregnancy, together with
their observation that twin pregnancy is a risk factor
for intrahepatic cholestasis, may be related to the
physiology of placental transport of this essential trace
element.

1 Butler JA, Whanger PD, Tripp MJ. Blood selenium and
glutathione peroxidase activity in pregnant woman. Compara-
tive assays in primates and other animals. Am J Clin Nuir
1982;36: 15-23.

2 Shennan DB, Boyd CAR. Sulphate transport in human placental
brush-border membrane vesicles: competitive inhibition by
selenate. Biochim Biophys Acta 1986;859:1224.

3 Boyd CAR, Shennan DB. Sulphate transport into vesicles
prepared from human placental brush border membranes:
inhibition by trace element oxides.I Physiol (Lond) 1986;379:
367-76.

Hyperpigmentation of skin in patients with
AIDS

Dr ROBERTO EsPosITo and others (University of
Milan, Italy) write: To the many dermatological
manifestations in patients with the acquired immune
deficiency syndrome (AIDS) and related syndromes
described by Dr M M Walker and coworkers
(3 January, p 29) we would add diffuse brown hyper-
melanosis of the skin. Among the 120 cases of AIDS
followed up so far at the clinic of infectious diseases in
Milan we have seen six men (three homosexuals and
three drug abusers) who, in the most advanced stage of
the disease, showed a generalised brown darkening of
both exposed and unexposed areas of the body. In all
cases skin biopsies showed an increase in epidermal
melanin. In addition to hyperpigmentation other
clinical signs of adrenocortical deficiency (weakness,
weight loss, abdominal pain, hypotension) developed
progressively. Concentrations of serum sodium,
chloride, and bicarbonate were reduced considerably.
Urinary steroid excretion and plasma cortisol concen-
tration were at the lower end of the normal range,
while stimulation tests with adrenocorticotrophic

hormone showed a response characteristic of primary
adrenal insufficiency. All the patients died within
three months ofthe development ofthe dermatological
signs. Necropsy was performed in four cases and
showed adrenal atrophy without evidence of in-
fectious disease or neoplasia. Hypofunction of the
adrenal cortex seems to be a fairly common manifesta-
tion offull blownAIDS, and the progressive darkening
of a patient's skin is its earliest and most striking
symptom.

Is "Lesson of the Week" really a lesson?

Dr PETER SANDERCOCK (Department of Neurology,
Walton Hospital, Liverpool L9 1AE) writes: I was
very disappointed to read the recent Lesson of the
Week on brain abscess presenting as an intracranial
gas shadow by Drs Kui Chung Lee, J P McCann, and
D P Nicholls (7 February, p 365). Having presumably
weighed up the risks and benefits, they undertook a
lumbar puncture in a patient with impaired conscious-
ness.and focal neurological signs. Mercifully, though
the patient had a cerebral abscess, transtentorial
herniation did not occur. I am surprised that Drs Lee,
McCann, and Nicholls did not mention the hazards of
lumbar puncture in patients with focal neurological
signs or impaired consciousness, which were des-
cribed in a previous Lesson of the Week and in the
extensive correspondence that followed.' While I
accept that perfection may be difficult to achieve in
everyday clinical practice, the authors might have
referred to the hazards and emphasised this very
important lesson.

1 Richards PG. Towu-Aghantse E. Dangers of lumbar puncture.
BrMedJ 1986;292:605-6.

Continued medical education must not be an
optional extra

Dr PAUL PRESLEY (Cheltenham Postgraduate Medical
Centre, Cheltenham GL53 7AG) writes: Dr T P C
Schofield suggests that finance is a major problem for
postgraduate education (28 February, p 526). In the
present financial climate, with course organisers'
pay demands being effectively rejected and clinical
audit unpaid, extra cash cannot be expected from
government sources. The section 63 budget could be
reorganised, however, to reward group leaders. The
government would still get something (increased
standards of care and effectiveness in practice) for
nothing, but this is the price of professionalism.

Comprehensive care of patients with head
injuries

Dr IAN MCKINLAY (Royal Manchester Children's
Hospital, Manchester M27 IHA) writes: Dr Gordon
Brocklehurst and colleagues (7 February, p 345)
described a comprehensive admissions policy but not
comprehensive care. No details are given of their
rehabilitation service, and patient outcome is scarcely
dealt with. Oddy et al have indicated the extensive
long term psychological consequences of residual
disability and the impact on family and social adjust-
ment, closely associated with cognitive impairment
and personality change. Comprehensive care must
address these issues as well as emergency neuro-
surgery.

1 Oddy M, Coughlan T, Tyerman A, Jenkins D. Social adjustment
after closed head injury: a further follow up seven years after
injury.J,NeurolNeurosurPsychiatry 198,48:564-8.

Royal Free disease: risk of suicide

Dr P D WHITE (Department of Psychological Medi-
cine, St Bartholomew's Hospital, London EClA 7BE)
writes: I am concerned that patients with "benign
myalgic encephalomyelitis" may be considered to be
suffering from either an "organic" postvirai disease or
a psychogenic disorder (7 February, p327). Ifmyalgic
encephalomyelitis is regarded as purely "organic"
then any psychiatric illness (whether primary, second-
ary or in a more complex interaction) may not be
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