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tions with an adjuvant, or by a combination of whole-cell
vaccine and toxoid.5 Alternatively the use of live attenuated
vaccines, given by mouth as recommended by R. Freter,6
will have to be explored. Meanwhile the risk to countries
with poor sanitation from the chance importation of cholera
by persons with mild or inapparent infection will need to
be met by constant vigilance.

Tropical Splenomegaly Syndrome
In malarious zones, of the tropics a familiar syndrome is
massive splenomegaly in adults for which no underlying cause
is apparent. The condition is not due to active malarial
infection, since parasitaemia is scanty or absent and malaria
pigment is not found in biopsy material from liver or spleen.
Nevertheless, malaria probably plays some part in the aetio-
logy of the disease.' 2
The disease occurs only in malarious areas and has become

less frequent where malaria control is effective. Serum
samples show high titres of malarial antibody detected by the
fluorescent technique,3 and in a clinical trial in Nigeria con-
tinuous antimalarial chemotherapy was associated with a
regression of splenomegaly.' In addition, recent studies in
Uganda indicate that the syndrome may not occur in people
heterozygous for sickle-cell haemoglobin, which confers
protection from severe Plasmodium falcipamum malaria.5
A reasonable hypothesis is that the tropical splenomegaly
syndrome represents an abnormal immunological reaction to
malarial antigen, owing to genetic or acquired host factors
or to inoculation with an unusual species of malaria parasite,
a combination of species, or an unusual frequency of infection.
In support of this idea are the common findings of lympho-
cytic proliferation in the spleen and in the sinusoids and portal
tracts of the liver and occasionally in the bone marrow,
together with hyperplasia of reticuloendothelial cells and a
high concentration of the serum immunoglobulin, IgM.6
Working in Uganda, Dr. J. L. Ziegler, Dr. M. H. Cohen,

and Professor M. S. R. Hutt have investigated immunologi-
cal reactions in patients with this disorder, and report their
findings at page 15 of the B.M.7. this week. Patients with
the tropical splenomegaly syndrome react normally to a
variety of skin-test antigens, and their lymphocytes transform
normally in culture in response to phytohaemagglutinin.
Furthermore, they make antibodies normally in response to
a selected foreign antigen. The results show that the patients
do not suffer from immunological deficiency as judged by the
usual tests-though they do not indicate whether these people
would have normal immunological responses to malarial
antigens.

J. V. Dacie and his colleagues7 have recently pointed out
that a syndrome of massive splenomegaly affecting people
in Britain who have not been exposed to malaria has many

of the clinical and histological features of the tropical spleno-
megaly syndrome. They go on to suggest that in both condi-
tions the cellular proliferation in spleen and liver is a response
to antigenic stimuli, in the non-tropical cases possibly to
autoantigens and in the tropics to repeated infection with
malarial or other antigens. This unifying concept suggests
that the abnormality is in the response of the host and that
no one particular antigen is involved. And it would explain
why, usually, only a small proportion of people develop the
tropical splenomegaly syndrome when the entire population
is exposed to the same degree of malaria inoculation. In
certain inbred populations, such as inhabit the Upper Watut
valley in New Guinea, where there is a high incidence of
tropical splenomegaly syndrome,8 it could be- postulated that
this host factor is genetically acquired.
The tropical splenomegaly syndrome causes illness and

death. Anaemia is often severe, and the lowest haemoglobin
values are found in the patients with the largest spleens. The
anaemia is due to a combination of increased red-cell destruc-
tion in the spleen, splenic pooling of red cells, and an
expanded plasma volume.9 10 Splenectomy restores the life
span of the red cells to normal, removes the splenic pool, and
is associated with a reduction in the plasma volume. Never-
theless, this operation should not be undertaken in tropical
countries without considering the increased risk to the patient
of fulminating malaria or bacterial infections, for he may live
far from medical supervision. Continuous treatment with
proguanil4 has proved effective in one clinical trial in reducing
the size of the spleen and improving haemoglobin values.
Trials with proguanil or alternative forms of antimalarial
chemotherapy are indicated in other areas, since there is some
evidence that the tropical splenomegaly syndrome may not
everywhere be the same condition. Chemotherapy, if shown
to be generally effective, would appear to be preferable to
splenectomy for those patients whose clinical condition
warrants treatment and for whom continuing medical care
is possible.
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The Team
Teamwork between doctors, nurses, and other staff has for
long been an accepted part of the hospital scene. However,
the great majority of health care is practised in a domiciliary
setting, and here the evolution of a team approach is a com-
paratively recent development.' Similarly, though there are
notable exceptions to the generalization, there has been all
too little coming and going between the various members of
the team who provide care in hospitals and their. colleagues in
the communities which these hospitals serve.
The slow development of the team approach in the com-

munity stems partly from defects in medical education, partly
from the administrative separateness of the general practi-
tioner and public health services, but mainly from attitudes
which had their origins in the days when these two branches
of the medical profession were competitors in the provision
of care for certain groups. Such entrenched attitudes die
hard, but one of the best ways of altering them is by discus-
sion between those directly concerned. An opportunity for
this arose last month at a conference in Edinburgh on " The
Team," sponsored by four nursing organizations and by the
Scottish branches of the Royal College of General Practi-
tioners and of the Society of Medical Officers of Health.
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The conference first considered the team concept in the
provision of primary medical care. Significantly, discussion
quickly centred not on whether there was need for a joint
approach by general practitioners, health visitors, district
nurses, midwives, nursing auxiliaries, and others but rather
on how such schemes of working could best be developed.
By a happy coincidence, local health authorities south of
Hadrian's wall were simultaneously receiving advice2 from
the Department of Health and Social Security about the
attachment of their nursing staff to general practices, together
with a publication3 4 which indicated the measurable
advantages to be derived from such arrangements.
As Dr. J. H. F. Brotherston, Chief Medical Officer to the

Scottish Home and Health Department, remarked in his wel-
come to the conference, the building up of teams is not a
question of one professional group getting " something for
free " from another, and the time is past for arguing about
whether attachments should take place. Likewise, when
attention was turned to the co-ordination of services at present
arbitrarily divided into those supplied within and those pro-
vided outside hospitals, the scope for urgent action again
became apparent. Success was reported from local schemes
in fields such as midwifery, psychiatry, and geriatrics, but
these are, unfortunately, the exception. In many branches
of medical and surgical care throughout the country lack of
co-ordination remains the rule and perpetuates the wasteful
use of limited resources of manpower and money.5

It is one thing to talk about teamwork and another to prac-
tise it. We are often, as one speaker put it, the prisoners of
our own insecurity. It is all too easy to resist change and to
rationalize the resistance by declaring that things cannot
be improved. Teamwork implies a degree of subjugation
of self and a willingness to rethink roles in order to render the
best possible service to members of the community, and it
frequently demands a willingness to hand over some function
to another member of the team. Much has been said and
written about who should lead the team but too little about
the direction in which it should be led.

Dr. Ronald Gibson, speaking at a conference on priorities
in present-day medicine at the University of East Anglia last
weekend, placed first in the needs for the practice of good
general-practitioner medicine the need for more time. His
second priority-and he stressed that his concept of good
general practice was based on the " whole care of the whole
patient "-was that a doctor should be able to work as a
member of a team, each unit of which was responsible for
the same group of patients. The papers read at the Edin-
burgh conference amply confirmed the findings of a recent
study that most obstacles to teamwork can be overcome.6
Sometimes difficulties lie in the political sphere, and these
'range from such elementary matters as the failure of a few
local authorities to permit members of their nursing staffs
to use cars to the wider question of the apportionment of
finance between the branches of a tripartite National Health
Service. The solution of certain of these matters must await
administrative unification of the N.H.S. but many of them

could be tackled now, on a local basis, by discussion between
members of the professions providing health care for the
community. The Scottish conference amply showed the need
and scope for such action.
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Accidental Inhalation of Talcum
Powder

The accidental inhalation of talcum powder may have grave
consequences. Of five reported cases three were fatal in
10 to 20 hours." Their clinical and pathological features
were so similar that an accurate appraisal of their character-
istics can now be made. Young children aged 1 to 2 years,
perhaps playing with a container, spill a fairly large quantity
of powder on the face. Some is inhaled, and within an hour
respiratory distress, choking, tachycardia, cyanosis, intercostal
retraction, and signs of bronchitis develop.
The diagnosis is simple if the danger is recognized. The

container lies near by, and the lips and mouth are spattered
with powder. Emergency admission to hospital is obviously
necessary. There treatment is likely to consist of humidified
dxygen in a tent and antibiotics in the first instance. This
may be all that is necessary, but the two recorded survivors
out of five were the only ones to have corticosteroid drugs in
addition. Indeed, corticosteroid therapy, on this rather
slender evidence, would seem to be an essential emergency
measure. The clinical state of one child aged 24 months
remained stationary on corticosteroids for 40 hours after
admission to hospital and then rapidly deteriorated with a
high fever and respiratory failure. Orotracheal intubation
with intermittent positive-pressure breathing administered
continuously for 24 hours and then intermittently for 12 hours
led to recovery and discharge home after 12 days.5 The
corticosteroid drugs were considered, probably correctly, to
have suppressed the inflammatory reaction, though intubation
was necessary in addition. Perhaps oxygen could have been
given effectively by bag and mouth at an earlier stage.
The well-documented pathological changes of the three

fatal cases were similar. 13 The outstanding feature was a
sticky inflammatory exudate in the larynx, trachea, bronchi,
and bronchioles, with gross obstruction of the lower air
passages. The lungs were voluminous, with alternating
patches of atelectasis and compensatory emphysema. These
findings were in keeping with the radiological appearances,
which varied from normality to patchy infiltrations corres-
ponding with the atelectasis. Microscopy showed cellular
desquamation and leucocytic infiltration, examination by
polarized light disclosing particles and fragments of talc in the
bronchial and peribronchial exudate and in the patches of
atelectasis.
Talcum powder consists of about 90% talc (anhydrous

magnesium silicate), the remainder being mainly magnesium
carbonate or zinc oxide according to the preparation. The
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