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current experience. The report defines the function of an
intensive therapy unit (I.T.U.) as " the care of patients who
are deemed recoverable but who need continuous supervision
and need or are likely to need prompt use of specialized tech-
niques by skilled personnel." When large hospitals have a
divisional system the report suggests that specialties might
have their own units, while in district general hospitals a
communal I.T.U. might be better. The optimum size is
said to be six to eight beds.
The report confirms earlier suggestions that the physician

or anaesthetist in administrative charge of the unit should not
have clinical responsibility for all patients, but it goes on to
emphasize that the success of an I.T.U. depends on its staff-
ing. "An I.T.U. succeeds if it has a dedicated staff who
have the confidence and good will of the hospital-whatever
formal arrangements are made." Two accounts published
last month' 5 of the future organization of medical work in
hospitals drew attention to the benefits of wider co-operation
among hospital staff, and intensive therapy units will flourish
only where this atmosphere exists. Perhaps most important,
the report draws attention to the strain on patients and their
relatives of the bustle of activity in these units, and the need
for doctors to find time to explain what is going on. Techno-
logical medicine must not be allowed to become dehumanized.'

Outbreaks of Coxsackie B Infection
Nearly every year, generally in the summer months, outbreaks
of infections caused by the enteroviruses make their
appearance. Now that poliomyelitis can be controlled by
immunization, the main pathogens are the E.C.H.O. and
Coxsackie viruses. Fortunately these are more benign
than poliovirus, but under certain circumstances severe and
fatal disease can occur.' In the past few years laboratories
throughout Britain have been sending in reports of micro-
organisms isolated to the Central Public Health Laboratory
at Colindale, and details of these are subsequently circulated
weekly to many other laboratories and hospitals. This is a
valuable and informative service.
Coxsackie viruses are isolated quite often in the summer

and usually each year one or two strains are predominant.
This year there were many isolations of Coxsackie B2 and
B3 and of Coxsackie A strains from hand-foot-and-mouth
disease.2 In a report from the Public Health Laboratory
Service published on page 575 of this week's B.M.7. it is clear
that 1965 was a Cocksackie B5 year-the number of identi-
fications made was greatly in excess of any year since 1960.
A high proportion of the 1,160 reports came from London
and the south-east, with very few isolations in the north of
England, a few in Scotland, and none in Northern Ireland.
The number of infections reported in 1965 started to increase
in May and reached a peak in July and August. Infections
were noted most frequently in children-41% of infections

occurred in children aged up to 9 years, and a further 190/
in patients aged 10 to 19. Few were reported in patients
over 50 years of age. The varied clinical features in the 900
cases ran true to form for Coxsackie B infections. Those
observed most often were infections of the central nervous
system (31%), with aseptic meningitis predominating. Next
in order of frequency were cases of myalgia and Bornholm
disease (23%), followed by respiratory disorders (15%),
ranging from a cold, sore throat, croup, and pharyngitis to
pneumonia. Gastrointestinal symptoms of diarrhoea, vomit-
ing, and abdominal pain were encountered in 9%. Among
the 48 patients (5%) with cardiac symptoms 41 had peri-
carditis, five had myocarditis, and in two a precise diagnosis
was not made. In 13 patients a rash was the predominant
symptom, usually rubelliform. Altogether there were six
deaths, including two cases of myocarditis (one in an infant
aged 11 days and one in an adult), and two infants died of
" respiratory involvement." Respiratory and gastrointestinal
symptoms were most common in children under 10, and next
in order of frequency were disorders of the central nervous
system. Over the age of 10 the systems most affected were
the central nervous system and the muscles.

During the same epidemic a number of cases of Coxsackie
B5 infection occurred in Essex, and in a recent study K. W. G
Heathfield and his colleagues' report a detailed study on the
neurological aspects of infection with Coxsackie B virus.
Thirty-two patients were studied, and in 21 the central
nervous system was clearly affected. Ten patients developed
an aseptic meningitis with clinical features typical of this
type of illness. Eleven patients were seen with a more exten-
sive infection. These included three severe cases of acute
meningoencephalitis in infants, all of whom recovered,
though one remained retarded. In addition, there were four
cases of acute meningoencephalitis in children, all of whom
recovered, and two examples of a brain stem encephalitis in
adults. Two fatal cases were observed: one, a patient of 28,
died after four months in coma, and at necropsy the brain
showed a severe necrotizing encephalitis, which affected in the
main the medial parts of both temporal lobes. Coxsackie B5
had been isolated from the cerebrospinal fluid during life
The second death occurred suddenly in an adult ; at necropsy
an acute haemorrhagic leucoencephalitis was found. This
account is of interest in the light of recent observations' on
the effect of herpes simplex virus on the central nervous
system, for herpes virus can also produce a fulminating infec-
tion with sudden death and a subacute necrotizing lesion
which seems to have a predilection for the temporal lobes
These reports remind us that though the non-polio entero-
viruses are usually less virulent than poliovirus serious
diseases can occur in which a brain-stem encephalitis and
necrotizing encephalitis are among the more severe features
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