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tion " or latent period between presumed
disease onset and symptom onset.
These are the details that Dr. Kurtzke

requests:

Age at Immigration, Onset of Symptoms and at
Prevalence Day of 72 European Immigrants
(Multikle Sclerosis)

Age Age at Age Age at
at Age at Preva- at Age at Preva-

Immi- Onset lence Immi- Onset lence
gration Day gration Day

2 35 35 26 36 40
3 21 25 26 32 47
3 29 40 26 35 56
5 23 35 27 29 31
7 41 53 27 37 67
7 30 62 27 29 59
9 39 48 28 45 51
10 18 42 28 43 49
10 18 61 28 39 41
15 40 54 28 36 61
16 33 52 28 43 66
16 37 40 29 30 47
16 23 42 29 40 54
17 25 38 29 32 39
17 29 51 30 41 44
17 29 38 30 43 56
17 30 51 31 38 41
17 34 43 31 42 43
18 38 58 32 43 44
18 23 37 33 41 67
18 35 61 33 35 46
18 24 65 33 40 52
19 35 68 34 38 46
19 42 59 35 47 49
20 29 40 37 39 50
21 23 69 39 40 53
21 31 59 39 41 48
21 24 31 39 54 69
22 29 30 40 42 51
22 35 40 41 44 47
22 28 53 41 52 64
23 24 25 42 47 53
24 34 43 43 47 55
24 44 58 47 49 58
25 46 52 52 53 56
25 38 47 53 54 62

I hesitate to make any comments as to how
the table should be interpreted.

Dr. Kurtzke is impressed, as I was myself,
by the high proportion of English-speaking
South African born multiple sclerosis patients
who had visited Europe (46 out of 101), 39
of these before the onset of multiple sclerosis.
Nevertheless, when the English-speaking
South African born controls are matched by
sex, age group, and by birthplace of parents
the " expected" number to have visited
Europe (40.5) is not significantly different
from the actual number (46). The controls
must be matched by birthplace of parents
because a higher proportion of the English-
speaking South African born murtiple
sclerosis patients (40 out of 101) than of
the English-speaking South African born
population at risk matched for age and sex
only (23.5), had- both parents who had been
born in Europe.

It is not therefore correct for Dr. Kurtzke
to take only the remaining 55 out of 101
English-speaking South African born and
divide 55 by the total English-speaking
population at risk, bringing the rate down
from 11 per 100,000 (101 out of 925,000) to
6 per 100,000 (55 out of 925,000) as com-
pared with the rate for the Afrikaans speak-
ing of 3 per 100,000.

Dr. Kurtzke suggests that multiple
sclerosis is perhaps caught in the high risk
area and brought to the low risk area rather
than vice versa. This, I agree, is a possible
explanation-however, the low risk areas are
those that particularly favour infection early
in life. Furthermore the higher risk in the
English-speaking than in the Afrikaans-
speaking white South African born and the
higher risk in the upper economic class that
Kurtzke has shown occurs in the United

States' and which has also been reported in
the United Kingdom" suggests that multiple
sclerosis is, like poliomyelitis, an infection
which if caught early in infancy is not likely
to cause neurological damage. If, on the
other hand, the infection is delayed the pre-
disposed may develop the syndrome we know
as multiple sclerosis.-I am, etc.,

Port Elizabeth, GEOFFREY DEAN.
South Africa.
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Mushroom-worker's Lung
SIR,-I read the article on mushroom-

worker's lung by Dr. A. Sakula (16 Septem-
ber, p. 708) with much interest; for mush-
room production is a local industry. In
particular, I was struck by the similarity of
Case 3 to a patient I saw in 1965, and I
am prompted to give details.
He was aged 55, and he had worked on a

mushroom farm for three years in connexion
with the spawning process. Late in April 1965 he
developed troublesome breathlessness, together
with non-productive cough, anorexia, tiredness,
and weakness, and he had to stop work. A chest
x-ray showed extensive fairly coarse reticulo-
nodular shadowing throughout both lungs, with
some coalescence but no hilar lymphadenopathy.
The nature of his work raised the suspicion
that these appearances were due to extrinsic
allergic alveolitis, but precipitin tests with his
serum were negative. A Mantoux test (1 :100)
was also negative. Biopsy of a scalene node,
however, showed changes considered to require
recognition as sarcoidosis.
The diagnosis in this patient was proved

qnly by biopsy. Undoubtedly a few indi-
viduals with occupational lung disease do
have negative precipitin tests, but in the
present state of knowledge when this is so
I suggest that sarcoidosis does need to be
excluded, histologically if possible, either by
examination of a scalene node or a Kveim
test. As Dr. Sakula recognizes, both types
of illness are not dissimilar, and one'knows
that in some instances they can be differen-
tiated only by biopsy methods. I feel it
would have been interesting to have studied
tissue from his Case 3. Admittedly this
patient was tuberculin positive, but, although
tuberculin sensitivity is frequently depressed
or absent in sarcoidosis, it is not invari-
ably so.

Dr. J. Edgar Morison, of the department
of histopathology, Belfast City Hospital,
recently re-examined the scalene gland
obtained from my patient (personal com-
munication). He confirmed that it showed
granulomatous lesions indistinguishable from
Boeck's sarcoidosis. He points out that, in
contrast with sarcoidosis, and as far as is
known at present, granulomatous lesions in
farmer's lung do not extend beyond the lung.
Presumably this also applies to other forms
of allergic alveolitis of similar aetiology.
The occurrence of acute sarcoidosis in this
mushroom worker probably was fortuitous
and coincidental, but it is impossible not to
speculate that it might have resulted from
exposure to something at work, as in beryl-

liosis. However, there is no indication of
what this could have been, and there have
been no other comparable cases.

Finally, in Dr. Sakula's Cases 1 and 2
an association between their work with mush-
rooms and the respiratory symptoms certainly
appears likely, although the precipitins in
their blood might possibly have resulted from
dust exposure during previous jobs. The
indications are that serum precipitins, once
induced, can persist for eight years at least.
-I am, etc.,

C. T. B. ADAMS.
Coleraine,
Northern Ireland.

Stress Incontinence
SIR,-I have been interested to read the

recent articles on the treatment of stress in-
continence by electrical stimulation of the
levator muscles by Mr. T. Moore (16 Sep-
tember, p. 740) and Mr. S. A. Vincent (19
August, p. 498).
Mr. K. P. S. Caldwell (21 October, p.

175) states that he has observed a "lift
forward " of the bladder neck on stimulation
and that " this fits in well with the theories
of continence put forward by Jeffcoate and
the Liverpool school."

I should like to draw these authors' atten-
tion to my own articles.`' In these the
development of the operation of colpo-
fixation for the worst cases of stress inconti-
nence in the female was based upon the
physiological theories enunciated in Liver-
pool. This operation, which elevates and
fixes the upper urethra to effect a permanent
cure, was followed up in more than a hundred
cases over periods of two, five, and ten years
to show a symptomatic and anatomical cure
rate of over 80% after 10 years.
The treatment of this condition by electri-

cal stimulation of the admittedly weak and
attenuated levator and perineal muscles must
therefore stand the test of time such as this
in order to show itself of more than tempor-
ary benefit and thus to prove its worth.-I
am, etc.,

Manchester. K. VERNON BAILES.
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Glycosuria in Pregnancy

SIR,-I would appreciate an opportunity
of replying to Dr. T. Lind (24 June, p. 841).

Dr. Lind states that the glucose oxidase
method of estimating glucose in urine is
valueless for small quantities up to 5 mg./
100 ml.
He will change his mind if he cares to dip

a Clinistix paper into a 5 mg./100 ml. glucose
solution and obtains a distinctly blue colour;
he will also get a recognizable change with
2.5 mg./100 ml. The oxidase test is more
sensitive than Clinistix, since the reaction
continues to completion, and detection of
colour change is enhanced by the use of a
spectrophotometer with approppiate colour
filter. He also criticizes the method because
of the loss of glucose which occurs when urine
is treated with charcoal. I observed this loss
early in my study of the method, and solved
the problem it involved by the two-tube
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