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Godwin-Austen and Corston reply

We found Professor Young's letter most
interesting, and would like to apologise for
misquoting his important paper. But the
implication of his comments must be that
spasmolytic drugs such as baclofen, while
demonstrably able to relieve the increased
resistance to passive movement in the spas-
tic limb, have no value in the treatment of
patients whose complaint is one of
difficulty with walking. We believe that
these drugs are widely recommended for
this purpose.
We were hesitant to conclude that baclo-

fen (and DS103-282) has no value in the
treatment of patients with spastic legs
whose complaint is one of difficulty with
walking, on the basis of a study of a small
group. But we agree with Professor Young
that where disturbance of gait is studied in
spastic subjects it is difficult or impossible
to demonstrate improvement attributable
to these drugs.

RB GODWIN-AUSTEN
RN CORSTON

What should neurologists do?

Sir: Your December Editorial and the
paper by Fitzpatrick and Hopkins' seem to
predict an era when social esteem rather
than professional excellence will come to
dominate neurological practice and when,
for much of the neurologist's day, hard clin-
ical truth will have to give way to expansive
symptomatic comforting. I doubt it. The
opening of neurological clinics to all com-
ers may have made the search for real ill-
ness more difficult but the search itself
need not be engulfed by social irrelevance.
Training "in the techniques of taking a
careful history and of scrupulous physical
examination" cannot be bettered for
excluding organic illness with a minimum
of fuss yet ensuring that the patient's symp-
toms are given a fair hearing. At the same
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time coincident, non-neurological ailments
are likely to be recognised and suitably tre-
ated. The finding by Fitzpatrick and Hop-
kins' that patients made less demands on
the family doctor after a hospital consulta-
tion is not without therapeutic meaning
and will be quoted as a justification, both
cost-effectively and socially, of such refer-
rals. On the other hand their suggestion
that the neurologist has a "minimal role" in
the care of working-class patients with
headache and psychiatric symptoms but a
more exalted place in managing middle-
class and dissatisfied migrainers seemed
something of a non sequitur.
During 1977, 1978 and 1979 approxi-

mately one-fifth of all my outpatients,
drawn from a population of 1-5 millions
served by two neurologists (Dr John
Graham and myself), were referred with
headache, blackout or dizzy spell as their
pnme symptom. When their records were
reviewed in 1981 those with an introduc-
tory letter suggesting organic symptoms
and those with a story of probable epilepsy
were excluded from the tally and there
remained 940 patients who were not
expected to have a physical lesion. After
interview and examination the majority
were given appropriate advice and sent
back to their doctor; some had simple
tests-such as exclusion of anaemia, dia-
betes or myxoedema; a few had more
sophisticated procedures including EEG
and radiology; and an occasional patient
was admitted to hospital for full investiga-
tion and therapy. A minority of those with-
out physical disease were followed up as
outpatients. No independent survey was
made of the patients' reaction to their hos-
pital visit but if this was thought to be
unfavourable a note was added in the letter
to the referring doctor. Dissatisfied
patients and re-referrals were, by local
arrangement, returned to me.
The accompanying Table refers to these

940 patients, presenting with headache,
blackout or dizzy spell, who were examined
exclusively by me and thus represent a
cross-section of such patients in an open
neurological clinic of industrial and rural
South Wales. They indicate an annual
referral rate of 42 per 100,000 population.
The figures are the bones of this retrospec-
tive review. I have added some notes,
based on more detailed break-down, to
clothe these bare facts with sufficient can-
vas for a picture of this kind of consultation
to emerge. In each group the second most
common aetiology was "psychogenic".
Whereas this section of the headache group
was divided into three distinct entities (ten-

Table

1977 1978 1979 Total

Headaches
migraine 84 85 95
physical disorder 27 33 28
neurological 6 5 4
psychogenic 52 33 45

169 156 172 497
Blackouts

fainting 41 38 31
systemic disorder 5 7 6
neurological 4 5 8
other 17 12 7
psychogenic 33 20 41

100 82 93 275
Duizzy. spells

penpleral vertigo 31 29 27
miscellaneous 2 3 1
central vertigo 10 16 7
psychogenic 20 13 9

63 61 44 168

sion, depression, psychosis), each with a

therapeutic opportunity, no such division
was made for patients in the two other
groups with resultant imprecision and lack
of firm advice. Here certainly was matter
for reflection.
Of the 497 patients with headache in one

patient only was tumour the cause, 14
others having a neurological disorder.
These 15 patients contrasted with 88
whose headache was related to a non-
neurological but physical illness. Among
the migrainers seven patients had a story
and/or signs of a stroke, severe and recur-
rent in one, related to the contraceptive pill
although no mention of stroke or pill was
made in the referring letter. As a result of
this startling experience a doctor writing in
about a headache-patient at risk for taking
the pill is now warned at once by telephone
and letter. A similar procedure has been
adopted over the elderly unless the doctor
has specifically excluded cranial arteritis.
One patient previously examined two years
after a head injury had then shown no
abnormal signs and had had a normal skull
radiograph and EEG. Referred a second
time because of headache, nine years after
the injury, he had a bony ridge from temple
to mastoid, the outward sign of a calcified
sub-periosteal haemotoma. Another
patient with a 20-year history of coughheadache was first examined in 1962. She
had no signs and CSF, radiographs of the
cranio-vertebral junction, and myelogram
were all normal. When she returned in
1978 with persistent headache she had
oscillopsia, facial numbness, gag areflexia
and ataxia. Her 36-year-old headache was
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cured by decompression of the Chiari mal-
formation shown by a second myelogram.
Three patients with hypercapnia, one with
frank papilloedema and haemorrhages,
have led to a greater awareness of this
cause of headache and of the sleep apnoea
syndrome which may accompany it.
Of the 36 patients with "other" cause for

blackout, drugs were judged responsible in
23 and there were six cases of postural
hypotension induced by antihypertensive
therapy. Surprisingly only five patients had
cardiac arrhythmia (Holter monitoring was
negative in other suspects) and four had
cough syncope. Nine had episodes of
hypoglycaemia, either insulin-induced or
reactive after abdominal surgery. Of
neurological causes of blackout nine had
transient ischaemic attacks, five idiopathic
drop attacks and three the narcolepsy tet-
rad. No clue to these organic causes
appeared in the referral letters. Twenty of
1 10 patients with an unremarkable story of
simple fainting had a photosensitive
response during EEG. The abnormality
was limited to a polyspike-and-wave burst
on photic stimulation at 10-30 Hz, not con-
tinuing beyond the time of the stimulus and
usually shorter, and always suppressed by
occlusion of one eye by the patient's own
hand.
The yield of organic disease from the

patients with dizzy spells was unexpectedly
high. Among the 33 whose dizzy spell was
due to central vertigo was one patient with
cerebral tumour, nine with an episode of
demyelination and the rest had either
vertebro-basilar disease or minor epilepsy.
Benign paroxysmal positional nystagmus
and vestibular neuronitis were poorly rec-
ognised but relatively common disorders.
Curiosities were two cases of Lermoyez'
syndrome2 3 (allergy, deafness and tinnitus
culminating in a vertiginous bout from
which the patient emerged with restored
hearing) and one with the disputed syn-
drome known as Tumarkin's otolithic
crisis:4 a farmer with a long history of
active middle-ear infection was looking
over the rails at his cattle when he experi-
enced "crynnu"-a goose walking over his
grave-then found himself on the ground.

CEC WELLS
University Hospital of Wales,

Heath Park,
Cardiff CF4 4XW, UK.
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Erythrocyte deformability in multiple
sderosis

Sir: Brunetti et al' have recently reported
an elevation in whole blood viscosity in 36
patients with multiple sclerosis when com-
pared with unmatched normal controls. In
the absence of a significant difference in
plasma viscosity or haematocrit between
the two groups the authors attributed the
rise to a reduction in erythrocyte deforma-
bility although this property was not
examined. Ernst2 however, has pointed out
that the relative viscosity does not always
correlate with red cell deformability which
moreover may have been affected by the
steroid therapy the patients had recently
received.
We have measured erythrocyte deforma-

bility in multiple sclerosis by microfiltra-
tion using a modification3 of the method of
Reid et al.4 Samples from 15 patients (11
female and 4 male) with established dis-
ease in remission were compared with heal-
thy age and sex matched controls. Subjects
with a raised ESR, fasting blood sugar or
fasting lipids were excluded as were those
patients receiving steroids or other medica-
tion thought to influence red cell deforma-
bility.
No significant difference in the mean red

cell deformability was detected between
the patient and control groups, in either
native plasma or saline (table).

Table Mean deformability index

Plasma Saline HCT

Multiple
sclerosis 0-54 ± 0-07 0-72 + 0-09 40-7 + 4-1
Controls 0-48 ± 0-06 0-71 + 0-10 43-3 + 2-6
Student's
paired t
test NS NS NS

There are several possibilities that may
explain our failure to confirm Brunetti's
conclusion. The administration of steroids
may have influenced the red cell deforma-
bility as suggested by Ernst. Alternatively
red cell deformability may be reduced in
this condition but only during relapse.
Finally the existence of a raised whole
blood viscosity may not necessarily imply
the presence of reduced red cell deforma-
bility.

S POLLOCK
MJG HARRISON
G O'CONNELL

Reta Lila Weston Institute ofNeurological
Studies,

The Middlesex Hospital,
London WIN 8AA, UK
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Notice
The IXth International Congress of
Neuropathology will be held in Vienna,
5-10 September, 1982. Address for
enquiries: Dr H Lassmann, c/o Vienna
Medical Academy, Alser Str 4, A-1090
Vienna, Austria.

A one day symposium entitled "The
Guillain-Barre syndrome: recent
advances" will be held at the historic
Abbaye de Royaumont (near Paris) France
on 20 September, 1982. For details and
registration, contact Prof Gerard Said, Ser-
vice de Neurologie, Centre Hospitalier de
Bicetre, 94270 Le Kremlin-Bicetre,
France.
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