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by the variety of other foods eaten. This
will explain why it is not everyone on a
high cassava diet who suffers from neuro-
pathy. Availability of first-class proteins
may be important, in view of the qualitative
changes demonstrable in the plasma amino-
acid pattern in the tropical degenerative
neuropathy.6 It is also possible that other
nutritional deficiencies are important in the
pathogenesis. There is clinical and bio-
chemical evidence of riboflavine deficiency
in these patients.'

All the questions raised by Dr. Tuboku-
Metzger have been discussed in detail in an
earlier paper,' and lack of space does not
justify a repetition. We would like, however,
to mention briefly that one of us (B. O. 0.)
has now successfully induced ataxia in Wistar
rats fed on a diet of cassava for 18 months.
The plasma thiocyanate level in these animals
when killed was higher than in the con-
trols. Concentration of rhodanese in the liver
in affected rats was lower than in the control
group, but the difference is not statistically
significant. Single nerve fibre preparations
of peripheral nerves show segmental demye-
lination which we have described in biopsy
specimens from patients. These results will
be published in greater detail elsewhere.-
We are, etc.,

B. 0. OSUNTOKUN.
Department of Neurology and

Psychiatry,
University College Hospital,

Ibadan, Nigeria.
G. L. MONEKOSSO.

Department of Medicine,
University of Tanzania,

Dar-Es-Salaam.
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Pain in the Neck

SIR,-Dr. D. A. H. Yates gave an excel-
lent summary of the cervical spine's diseases
and mechanical problems (28 June, p. 807).
Although he places due emphasis on the
diseases which cause pain in the neck, a
greater emphasis than is usual in medical
writings on this subject is given to mechanical
factors and to nervous tension factors.
Mechanical and nervous tension factors are
present in at least 75 % of the patients who
attend my department complaining of neck
pain. He also stresses that forcible manipu-
lations are best avoided and that gentle trac-
tion, rotation, and mobilization techniques
are more appropriate. I heartily concur and
consider that the rule should be to use the
minimum of force consistent with achieving
the objective-not the maximum of force, as
is often used in some schools of manipula-
tion.

I would like to disagree about movements
at the occipito-atlantal and atlanto-axial
joints. Although it is widely thought that
nodding takes place at the occipito-atlantal
joint, in fact a greater range of flexion-exten-
sion occurs at the atlanto-axial joint. On

average the ranges are 10' at the occipito-
atlantal joint compared with 15' at the
atlanto-axial joint in adults.-I am, etc.,

ALAN STODDARD.
London W. 1.

Hormonal Management of Breast Cancer
SIR,-Dr. B. A. Stoll has ably summarized

much clinical experience on the hormonal
treatment of advanced breast cancer (3 May,
p. 293). In the discussion of male breast
cancer the author alludes to the effectiveness
of castration, and mentions as possible
secondary therapies corticosteroids, major
endocrine ablation, and oestrogens, experience
with the latter generally having been dis-
appointing. Considering the small number of
patients with this disease treated in any one
institution, two patients recently treated with
progestins are noteworthy, and are described
below.
A 61-year-old man, previously reported,'

developed local recurrence in the left thoracic
wall four years after mastectomy. Orchidectomy
resulted in objective regression and control of
the disease for two years ; diethylstilboestrol 15
mg. daily having been added subsequently.
While on this treatment for nine months, pro-
gression of disease with extension to pleura and
bones prompted a trial of 5-fluorouracil and
triethylenethiophosphoramide (Thio-tepa). One
year later the patient was hospitalized in a
markedly deteriorated state with fever, anaemia,
ulcerations, and bleeding from the chest wall.
Medroxyprogesterone acetate (Depo-Provera)
100 mg. i.m. three times weekly was begun, and
six weeks later, because of no objective change,
diethylstilboestrol 15 mg. daily was added. On
this progestin-oestrogen combination almost total
regression of local nodules was noted, associated
with a return of well-being. After six months
of treatment, disease exacerbation occurred, and
the patient died three months later. It is likely
that the response was secondary to progestin-
oestrogen treatment, since the patient was pre-
viously oestrogen resistant.
An 80-year-old man had a right radical

mastectomy, March 1967; the axillary lymph
nodes were positive for carcinoma. One year
later atrial fibrillation and a right pleural effusion
were identified, and he received digoxin and
diuretics with no effect. In October 1968 he
was hospitalized for dyspnoea and bilateral
pleural effusions; no other signs of congestive
heart failure were present. A right thoracentesis
revealed a straw-coloured fluid with a specific
gravity of 1022, and pleural biopsy confirmed
metastatic carcinoma. Osteoblastic metastases
were present in the pelvis and lumbar spine.
Bilateral orchidectomy was therefore performed
(30 October 1968). The following month he
required readmission for recurrent accumulation
of pleural fluid and rapid atrial arrhythmias
refractory to digitalis and propranolol. Because
of his precarious state he was begun on medroxy-
progesterone acetate 100 mg. three times weekly
on 22 November 1968. He showed gradual im-
provement with slowing of the heart rate and
no further need for thoracentesis. He continues
to be active and asymptomatic, although in the
past month further progression in bony meta-
stases has been observed. One cannot exclude
a delayed response to orchidectomy in the im-
provement noted while on progestin.

In addition to the above, one other patient
with bone metastases and hypercalcaemia re-
ceived medroxyprogesterone acetate.' Because
of further rise in serum calcium the drug was
discontinued after three doses, and orchid-
ectomy was performed. A satisfactory re-

sponse to progestins prior to castration was
reported by Geller, Volk, and Lewin2 in a
61-year-old man; inhibition of testicular
hormone secretion as a result of decreased
pituitary gonadotrophins induced by the 17-
alpha hydroxyprogesterone caproate (Dela-
lutin) was believed to have been instrumental
in producing the remission. However, a
response after orchidectomy and adrenal-
ectomy to progesterone-oestrogen combina-
tion has also been reported3 ; this experience
is analogous to that seen in women receiving
similar therapy following major ablation, as
cited by Dr. Stoll. Possibly reflecting the
personal experience of the contributor (Ken-
dall Emerson, jun.), Harrison's Principles of
Internal Medicine mentions that "progesta-
tional compounds may be of value " in this
disease.'

In view of these preliminary observations,
progestins with or without oestrogen should
receive further trial in the treatment of male
breast carcinoma. Because they lack andro-
genic activity relative to the other progestins,
possible androgen-mediated stimulation of
tumour growth would be best avoided by
using derivatives of 17-alpha hydroxypro-
gesterone.-I am, etc.,

FRANCO M. MUGGIA.
Breast Tumor Clinic,
Albert Einstein College of Medicine,
New York.
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Cardiomyopathies
SIR,-At a time when cardiomyopathies

are becoming more frequently diagnosed it
was refreshing to read your recent leading
article (7 June, p. 589).

I appreciate that the author was probably
only attempting to review the recent publica-
tion by the International Society of Cardio-
logy referred to, and therefore kept within
the limits set by that publication. I was,
however, disappointed that the possible " tie-
up " between such conditions as eosinophilic
leukaemia and erdomyocardial fibrosis was
not mentioned. Indeed, the short comment
about endomyocardial fibrosis appeared to
dismiss any such connexion. The common
features of eosinophilic leukaemia, endomyo-
cardial fibrosis, and one or two other con-
ditions are fully discussed in a recent article
in the American Journal of Medicine.'
May I hope for a further leading article

giving the British view on what appears to
be a truly international problem in the field
of cardiomyopathies ?-I am, etc.,

ROBERT G. TWYCROSS.
Cuddington Hospital,

Banstead, Surrey.
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