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also the rest of the hippocampal region9), whereas this lesion
was found in 18 out of 62 undergoing surgery; a high
incidence at operation has also been reported by J. R.
Green'0 and M. A. Falconer and colleagues.12 A tumour is
the second commonest lesion found at operation. This was
present in 18% of the patients studied by Currie and his
colleagues,3 11 a similar proportion to that in other series.10 12
Usually these tumours are small (or "cryptic") and produce
no focal clinical signs. They consist of small glial malforma-
tions, slowly growing gliomas, or occasionally angiomas.
The outcome of surgical treatment in temporal lobe

epilepsy is best when mesial temporal sclerosis is present.
J. H. Margerison and J. A. N. Corsellis"3 found a very
strong correlation between clinical temporal lobe epilepsy,
a temporal lobe focus on the electroencephalogram, and
mesial temporal sclerosis. The cause of mesial temporal
sclerosis is not known for certain, but any theory of its
origin has to explain the known familial incidence of
epilepsy. It is known, however, that children with a family
history of epilepsy are much more liable to suffer from
status epilepticus or a febrile convulsion in childhood,
and possibly the consequent anoxia and hyperthermia might
lead to mesial temporal sclerosis.7 10 This theory has re-
ceived some experimental support from the production of
mesial temporal sclerosis in guinea-pigs under conditions
of hypoxia and hyperthermia.14

Hence, though a few patients with temporal lobe epilepsy
are disabled (more often by psychiatric problems than by
epilepsy), for the majority the prognosis is good. In selected
patients, moreover, surgery can often produce a definite
improvement.
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Transatlantic Debate on
Addiction
The- British and the Americans have for long taken an
interest in each other's drug problems.'-5 At times cousinly
comment has been distinctly acerbic. As long ago as 1920,
when the Dangerous Drugs Act was first introduced, Cap-
tain Walter Elliot commented during the course of a
Parliamentary debate that to follow the American model
of narcotics prohibition would be to court disaster. He
went on to stigmatize the Americans as "barbarians". "I
do not think that it is too strong a phrase to use of
people who have such an extraordinary savage idea of
stamping out all people who happen to disagree with
their particular views."6

The traffic in tart comment has been two-way. D. P.
Ausubel, in curtly dismissing the relevance of British ex-
perience to the American scene, denounced the practice
of legalized prescribing of heroin as "the epitome of amoral
expediency".7 The most recent contribution in this genre
has come from the U.S. Attorney General,8 who denounced
the British approach as "surrender."
A thoughtful American contribution to serious debate

now comes from F. B. Glaser and J. C. Ball.9 They
suggest that a simple historical reason for the United
States having chosen a style of response characterized
by emphasis on enforcement policies, while Britain in con-
trast chose to permit legalized prescribing of heroin and left
much in the hands of the doctors, lay in the relative size
of the narcotic problems in the two countries 50 or so
years ago. They state that in 1913 the U.S.A. had some
782,118 addicts10 and contend that the corresponding pre-
valence in the U.K. was in comparison "negligible."
Surprisingly, no one seems in fact ever to have attempted
the task of historical reconstruction which would be in-
volved in providing an estimate of the United Kingdom's
prevalence at the comparable period. Perhaps Glaser and
Ball's contention will set some scholar to work. The
general assertion that this country's problem was in the
early part of this century smaller than America's would
probably in the event be amply substantiated, and yet
in the nineteenth century opium addiction was endemic
in some parts of Britain."

Glaser and Ball then describe the workings of the
present British system, and are perhaps being a little too
arbitrary when they state that the system is a "myth."
A system which leaves much to the individual doctor,
which leaves many matters undefined, is as much a system
as one which is based on tightly defined legislative controls.
To suggest then as these authors do that "the British . . .

have moved in a direction similar to the United States"
is an incomplete interpretation of recent developments,
and one which incidentally invites us to overlook what
are still profound differences in emphasis. To suppose
that the British prescribing system was discredited by
the alarming growth in heroin addiction in the 1960s,12 13
and thereafter abandoned, would be a considerable mis-
reading of history. The same essential policy is being
maintained as heretofore, with the difference that pre-
scribing is limited to specially approved doctors operating
from specified clinics and with notification now compul-
sory.14 This issue should not be clouded. The British
response still permits the prescribing of heroin and still
gives central responsibility to the individual physician. And
without undue complacency it may be claimed that this
policy seems to have had some real success in containing
what threatened to be an explosive epidemic.

Glaser and Ball then go on to discuss the British system
for "registration", or notification, of narcotic addicts. They
look on this feature of our response with particular favour,
and see it as the one certain transferable lesson. American
policies have always been hampered by inability to monitor
impact of legislation on prevalence of addiction. Home
Office records in Britain have provided a useful if some-
what rough-and-ready basis for framing and monitoring
policy decisions. The American commentators must here
find themselves in something of a dilemma, for the pre-
scribing clinics provide the essential basis for the recording
system. However, the weakness of our records is overlooked.
We are without adequate information on the prevalence
of barbiturate or amphetamine injection, and in an era
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of poly-drug abuse this is a serious gap in intelligence.
P. H. Connell,"5 in furnishing a very complete description

of the British system and the thinking which lay behind
the design of that system, has put emphasis on the need
for careful epidemiological and sociological research. It
is much to be desired that the Anglo-American debate
will increasingly be fed by hard facts, and while eschewing
the riskier type of inference we may surely hope that
each country will learn considerably from the other's
still evolving experience.
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sibility of gonorrhoeal infection was even considered-as
indeed happened in two of their cases. These patients
are usually referred to the general physician, rheumatolo-
gist, or dermatologist, rather than the venereologist or
gynaecologist, who might more readily suspect the pos-
sibility of venereal infection. The arthritis may suggest
rheumatic fever, drug reaction, serum sickness, rheumatoid
arthritis, systemic lupus erythematosus, Reiter's disease,
or various other conditions. The rash may be mistaken for
erythema multiforme, especially the bullous type, surface
infection with ordinary cocci, or erythema nodosum.

Probably the atypical gonorrhoea syndrome will be seen
more frequently in future, and all those in general or
specialist practice who may see these patients should be
alert to the possibility. Thorough investigation of the usual
sites of gonococcal infection is essential whenever suspicion
arises. Moreover, the correct diagnosis will be made much
easier if the doctor has access to a supply of the right
culture medium for growing the gonococcus and also to
a laboratory which can undertake fluorescent antibody
studies for detecting the organism.
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Atypical Gonorrhoea
The increase in cases of gonorrhoea throughout the world
has been accompanied by more frequent recognition of
a relatively mild form of metastatic infection which seems
to be difficult to diagnose. The salient characteristics of
this condition have been described in the B.M.Y. from time
to time,1 2 but the fact that the correct diagnosis is so
frequently missed in the early stages makes them worthy
of repetition.
The syndrome occurs more often in women than in

men, presumably because uncomplicated gonorrhoea is
often symptomless or difficult to diagnose in women, and
treatment is therefore delayed. It is apt to present as a
triad of fever; polyarthritis, which may be migratory; and
lesions of the skin. The fever is usually moderate and may
begin with one or more rigors. The arthritis may affect
large or small joints and joints of the arms or legs. Effusions
may or may not be present and gonococci have been isolated
from the joint fluid in some cases. The rashes appear to
be of two kinds. Firstly there may be papulopustular
lesions, which tend to be widely scattered and are often
situated on the extremities near to joints. Sometimes
these become vesicular or pustular lesions which may show
haemorrhagic centres. The gonococcus has been grown from
the contents of vesicles or pustules in some cases. On
healing, the papules tend to become crusted. The second
kind of rash is urticarial or one resembling erythema
nodosum.

In a few patients with atypical gonorrhoea the gono-
coccus has been grown in blood culture. The patient usually
has undiagnosed genital gonorrhoea and may have
signs of salpingitis. The response to systemic penicillin
is prompt and satisfactory. J. K. Wheeler and his colleagues3
describing five cases in women, pointed out that the ap-
pearance and course of the manifestations are so variable
that there might be a considerable delay before the pos-

Pulmonary Candidiasis in
Infants
Pulmonary candidiasis was first described by A. Castellanil
in 1912 in adults, and several cases have been reported
since. In older children the disease almost always occurs
after prolonged antibiotic therapy. The incidence in infancy
is very low despite the frequency of oral and other forms
of thrush.

This rarity of pulmonary infections is attributed to a
natural resistance of columnar epithelium to invasion by
the candida, which is particularly prone to attack stratified
epithelium. In 1962 B. Emanuel and his colleagues2 des-
cribed two cases in newborn infants seen during a period
of 13 years. They reviewed the literature and found till
then only 15 authenticated cases. All these occurred
sporadically. Later A. Linhartova and W. Chung3 found
a 1% incidence among 1,000 necropsies carried out on
newborn infants. However, recently U. D. Koenig4 found
five fatal instances within a few months among 38 necropsies
carried out on infants and children. Unless this was a
remarkable chance, the condition may be occurring more
often than it is diagnosed. This is all the more likely
because the illness is not necessarily fatal and its diagnosis
in life is most difficult.
The predisposing causes are infections of the maternal

birth canal and the free but not necessarily wise pro-
phylactic or therapeutic administration of antibiotic drugs
to newborn and especially premature babies.5 In the majority
of patients oral or less commonly oesophageal thrush was
present, but it was not invariably so even in pathologically
proved cases. The correct diagnosis can rarely be made with
certainty in life, partly because the pneumonic illness has
no distinguishing clinical or radiological features and partly
because the isolation of candida from the mouth or pharynx
is no proof of the diagnosis of pulmonary candidiasis. The
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