
voluntary subscription. Moreover, they are a tax allowable
expense and have acceptably low revenue implications.
Disturbances of cardiac rhythm are common in general
practice,68 and Shaper was able to show electrocardiographic
evidence of ischaemic heart disease in 15% of a large sample of
men aged 40-59.9 Perhaps most tellingly, home care of
patients with acute myocardial infarction cannot be con-
templated without establishing the diagnosis. More recent
entrants to general practice have some familiarity with
electrocardiography; and there are specific courses in inter-
preting electrocardiograms and an increasing volume
of educational material. There are also semiautomatic
"intelligent" instruments with inbuilt interpretation and
reporting. Though it is true that thrombolytic treatment has
abolished the days of the leisurely diagnostic process based
on serial electrocardiograms and measurements of enzyme
concentrations, Gordon's group in Scotland achieved an
impressive diagnostic accuracy based on electrocardiographic
evidence before starting streptokinase treatment at home or in
a general practitioner hospital. 11)-13

At Chequers in 1936 Evans's diagnosis produced immediate
anxiolysis, and subsequent events proved his prognosis to be
correct. The increase in ischaemic heart disease since then,
coupled with our increased understanding of the patho-

physiology of heart disease, should strengthen our resolve to
improve the use of electrocardiography in general practice.
All general practitioners should aspire to own and be able to
use an electrocardiograph.

ARWYN DAVIES
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Ruperra House,
Bredon,
Powys LD3 7AA
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Antenatal screening for syphilis

Must continue

Syphilis is now rare in Britain,' causing questions to be asked
about continuing to test pregnant women for antibodies to
treponemes.25 But some are concerned about waning commit-
ment to preventing this devastating but treatable disease,67
and analogies have inevitably been drawn with screening for
equally rare diseases such as phenylketonuria and neonatal
hypothyroidism.7 8

Antenatal screening for syphilis has not only provided a
service to individual mothers but has also played a crucial part
in maintaining the decline of the disease. As most women
become pregnant at least once the serological tests performed
on them constitute a massive screening programme on them
(and indirectly men) shortly after the maximum period of
risk. By common consent virtually everyone identified in
antenatal clinics and by the blood transfusion service as
having syphilis is referred to sexually transmitted disease
clinics. In addition to further investigation and treatment the
clinics provide a service to trace contacts that is coordinated
nationwide, whereby infected partners, children, siblings,
and parents are identified and brought to treatment.

Standard screening for syphilis in the first trimester is still
cost effective,3" even when the medicolegal aspects and the
strong possibility of recrudescence in the absence of con-
tinued vigilance are taken into account. Apart from the
notable exception of male homosexuals and bisexuals there is
no evidence ofchanges in behaviour among the sexually active
population since the appearance of HIV. In fact, reported
cases of most sexually transmissible diseases in heterosexuals
continue to increase, especially in young people. Further-
more, local outbreaks of disease still occur -often unpredict-
ably.9

Results of treatment in early pregnancy are excellent
for both mother and fetus,'0'12 but cases continue to be
missed.8 913 14

Failures in first trimester screening are important and arise

because of late booking, failure of treatment, reinfection,
omission oftesting or treatment, laboratory error, or failure to
retest patients at high risk in the third trimester.8 13 Optimal
treatment regimens for eradicating the treponemes in late
pregnancy have not been determined even for penicillin,'5 and
failure with second line erythromycin treatment is well
recognised.'3 Moreover, the fetoplacental unit may already be
too compromised for survival after treatment, or permanent
functional damage may have been incurred.

Second and even third tests have been recommended as a
routine or for high risk populations'6I9 13 16 but are unlikely to
be implemented because of cost.4 14 Repeat testing will not
identify all infected subjects as some will still not have
antibodies against the organism at delivery,8 13 and concentrat-
ing on high risk subjects may not be effective.'7 The problem
is that traditional criteria of risk may not accurately account
for a particular outbreak, or if they do they may encompass
only a minority core group. One example is the current
outbreak in Connecticut and Philadelphia: a strong associa-
tion was shown retrospectively with prostitution and use of
cocaine, but most of those who were affected were neither
prostitutes nor used cocaine.'8

Finally, as in the case of AIDS, if prevention is done
properly then precisely nothing happens.'9 Perhaps if
we learnt to take pride in an achievement that has been
laboriously and quietly attained we would recover the en-
thusiasm necessary for continued commitment to screening
for syphilis.
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Comatose patients smelling of alcohol

All need measurements of blood alcohol concentrations and skull radiography

Most Friday and Saturday nights casualty officers are
presented with the dilemma of comatose patients smelling of
alcohol. Are the patients simply drunk or might they have
some underlying structural brain lesion that could be reversed
by prompt treatment? Although it is a century since Sir
William MacEwen noted the difficulty of differentiating
between alcohol intoxication and brain injury, the diagnosis is
still difficult today.' Structural brain lesions are common in
both habitual and intermittent drinkers. Trauma may result
from fights, which are common among drinkers, or the falls
that occur with the incoordination of the later stages of
drunkenness. Chronic alcoholics may have cerebral atrophy,
which predisposes them to subdural haematomas from torn,
stretched cortical veins, and disordered coagulation, which
renders them more liable to intracerebral haemorrhages.
Epileptic fits may complicate any of these problems.
Faced with this sort of patient the doctor in the accident

department must maintain an open mind and not dismiss the
cause of the coma as simply alcohol. Ideally all patients in
coma should have an urgent computed tomogram, but until
scanners are available 24 hours a day in all hospitals with
accident and emergency departments patients have to be
selected for computed tomography.

History and examination are, as always, vitally important.
A history of trauma or sudden collapse is important, as are
external signs of head injury. Alcohol intoxication rarely
causes focal neurological signs, and if these are present they
should not be dismissed as being caused by the alcohol.2 Two
investigations are of fundamental importance in managing
comatose patients smelling of alcohol: the blood alcohol
concentration and a skull radiograph.

Although alcohol is a central nervous system depressant, it
is unlikely to cause coma below a blood concentration of 44
mmol/l (200 mg/100 ml). In the habitual drinker even higher
concentrations may be present without reduced conscious-
ness. It is therefore essential when coma is thought to be
caused by alcohol that a high concentration of alcohol is
shown by breath or blood testing. If a low alcohol concentra-
tion is found then the altered level ofconsciousness should not
be attributed to intoxication, and another cause should be
sought. If sufficient alcohol is present then an improvement in

consciousness should be expected within eight hours after the
initial assessment. If this does not occur it is important at that
stage to exclude underlying brain injury.4
The second fundamental investigation in these patients is

skull radiography. After trauma a patient with reduced
consciousness who has no skull fracture has a one in 32 chance
of harbouring an important intracranial haematoma whereas
a patient with a fracture has a one in four chance.5 All
comatose patients smelling of alcohol, even those with no
history oftrauma, should have a skull radiograph. If a fracture
is present the patient should be referred immediately for
computed tomography.6
A patient in coma or with altered consciousness who

smells of alcohol should therefore be considered to be at risk
of having an underlying intracranial problem. If there is a
history of trauma or sudden collapse, focal neurological signs,
evidence of external head injury, an inappropriately low
breath or blood alcohol concentration, or a skull fracture then
this patient should be referred urgently for computed tomo-
graphy. If none of these apply the patient should be watched
closely and referred for scanning if there is any deterioration
or no improvement after eight hours. The longer a patient is
left with an enlarging intracranial haematoma the worse is the
prognosis. Delay should not occur because it is thought the
patient was drunk.
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