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agreement among well qualified neurolog- It was around the time Dr Weisberg's
ists about the presence or absence of a cer- publication was reported that I received
tain sign in a particular patient, and some the report on my third patient with colloid
of the "focal signs" referred to in these cyst of the third ventricle in 18 months and
patients could have been seen differently my second patient with a meningioma in six
by another colleague. I would like to bring months-all without or with questionable
a study reported in this journal to Dr clinical manifestations. I had had a lot
Weisberg's attention about the unreliabil- more reports on "incidental" abnor-
ity of our interpretation of the most preci- malities, but these five cases made me
ous of the neurological signs, that of wonder how many people in my commun-
Babinski.5 Radiologists interpreting CT ity are walking around with similar treat-
scans are not infallible, nor is the technique able and-in the case of colloid cysts-
itself. It certainly is an objective test, and potentially lethal lesions. I am also deeply
leaves much less room for argumnents disturbed by my patients with subarachoid
among interpreters than the great variety haemorrhage from ruptured aneurysms
of signs encountered during neurological with its devastating personal and social
examination among clinicians. effects on people in their prime years. The

His second conclusion is even more con- risks and costs of angiography are too high
troversial. He quotes two reports from to detect them before bleeding occurs, and
pathology journals about the high occur- I am very hopeful that the day is not far
rence of subclinical pituitary adenomas when the sensitivity of CT scan will reach
and incidental meningiomas. CT scan the point that even small aneurysms will be
would probably not detect-at least not detected with no risk to the patients, and
at this stage-the microscopic pituitary enable us to operate on them before they
adenomas, and with the newer neurosurgi- rupture.
cal techniques even those are treated.6 As Dr Weisberg's study is based on retros-
for meningiomas I believe all "incidental" pective analysis of patients referred for CT
cases in accessible location should be scan, and this is a step in the right direction,
removed. A recent study presented at the even if our opinions about the conclusions
1982 meeting of the Society of British are so different. If we are to resolve the
Neurological Surgeons shows that a high question of who should be referred for CT
percentage of meningiomas become symp- scan and with what indications, a minimum
tomatic if left untreated, and mortality of two other types of studies are needed:
from surgery increases with age.' It would (1) to determine the frequency of inciden-
be difficult not to conclude that surgery at tal CT abnormalities in a well defined
an early stage is highly recommended. It is neurological patient population and (2) to
probably true that early detection of do the same in a sufficiently high number of
malignant tumours does not influence the healthy people. My anticipation is that
eventual outcome, but is there anything unexpected correctible CT abnormalities
that does? At the time of ordering a scan are frequent enough to warrant rather lib-
we are more interested in finding lesions eral use of this test in our patients, and I am
that are correctible and really need early hopeful that in the reasonably near future
detection, than finding an incurable malig- it will be used as a highly reliable screening
nant tumour. The same applies to cere- procedure without specific indications for
brovascular disease; the clinical picture the general population as well. For the time
might be quite typical for an ischaemic pro- being I do not think we should put restric-
cess, and haemorrhage or other non- tions on who is and who is not allowed to
vascular abnormality is found on the CT ask for a CT scan. During my years as a
scan. Three of the patients in his study had consultant neurologist it has not been my
chronic subdural haematomas. The report impression that non-neurologists would
he quotes about non-surgical treatment of liave had a great deal of difficulty recognis-
chronic subdural haematomas was not well ing basic neurological syndromes and
received by neurosurgeons. I wonder if Dr initiating the appropriate investigation.
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Weisberg replies:

Sir: Dr Suranyi raises many complex and
provocative issues. The difference in our
opinions is due to a deep philosophical
schism. I welcome the opportunity to
respond to the general philosophical dif-
ference; however, a point for point discus-
sion would require more space and words
than I an allowed in this letter. Our major
point of difference is that I do not believe
that CT should be used as a screening pro-
cedure. I believe that clinical neurological
practice should remain an art and it should
be the responsibility of neurologists to
teach our colleagues, for example inter-
nists, general practitioners, psychiatrists,
family practitioners, paediatricians, how
they may be well versed in the art of
neurological history taking and examina-
tion. To become a "Picasso" in this art,
physicians without formal training in
neurodiagnostic skills need to interact with
their colleagues who do have training in
neurodiagnosis so as to learn how well they
can approach most patientg with neurologi-
cal disease. If nonneurologically trained
physicians cannot approach common
neurological conditions with confidence,
neurologists have failed in a primary func-
tion, that is, education. However, there are
multiple textbooks which are well written
and concise whose purpose is education of
the non-neurologist in the approach to the
patient with neurological disease. Two
books' 2 are mentioned because I use them;
however there are at least 10 other good
books.
The importance of the clinical neurologic

examination has been stressed by Dr Old-
endorf.3 The clinical assessment of a
patient by a neurologist requires 30 to 60
minutes and the physician is mobile, that is,
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Matters arising

he may go to the emergency room. A
routine plain and post-contrast heat CT
takes 45 minutes and additional time and
medical personnel is necessary as the
patient must be transported to the scanner.
In some cases the transportation of the
patient is potentially dangerous to a patient
who requires ventilatory support and other
vital sign monitoring. The use of intraven-
ous contrast is associated with a mortality
of one death in 10 to 50,000 cases. This is
frequently necessary to detect certain
occult lesions. In addition, I have seen

cases in which physician used the CT scan

as a screening procedure to "rule out"
neurological disease. In one such case CT
was negative and therefore, since the
patient had no obvious neurological dis-
ease, she was discharged to be readmitted
one week later with fungal meningitis. Ini-
tially, lumbar puncture had not been per-

formed and neurological consultation had
not been obtained because negative CT
had excluded neurological disease in the
mind of the primary physician. In another
case, I saw a bright mentally intact 70-

year-old woman who was devastated
because a CT diagnosis of "Alzheimer
dementia" had been made. Based upon a

radiological finding, a clinical diagnosis had
been made. This may be very dangerous. I
believe that it is bad medicine to use CT as

a screening procedure and doubt that soci-
ety can afford this luxury. If we scanned all
patients with headaches, the cost would be
staggering. That there are not adequate
neurologists to service certain geographical
regions is not reason to believe that good
medical care will be provided by routine
screening with CT.

In reference to the second point, that is
the detection of certain asymptomatic inci-
dental findings by CT is not always helpful,
I think that we need more data on the
natural history of certain neurological dis-
orders. The sudden and tragic death of a

college student from a colloid cyst indicates
that we need better ways to make this
diagnosis. However, is CT scanning of one
million patients with headache more effec-
tive than educating physicians about the
more serious features of headache which
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can be obtained only from careful clinical
history? Based on careful history taking the
determination should be made who should
have a CT scan. Remember that one
patient in ten to 50,000 dies from
intravenous contrast administration. No
one will dispute that CT represents a quan-
tum leap forward in the diagnosis of intra-
cranial disease. We have a limited 12 year
experience with CT. Hopefully we will use
this technique to learn more about the
natural history of certain intra-
cranial diseases. Also we will learn how
and when CT is most efficacious such that
the art of neurologic practice is refined and
CT is used in the most cost effective man-
ner.
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