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Prophylaxis and treatment of
influenza

ZITH the memory of the past
v vwinter's influenza pandemic fresh

in our minds a review article in the New
England Journal of Medicine is of in-
terest. There is a useful short resume of
the virus structure and behaviour with a
frank admission that 'we know little about
what starts and stops a specific epidemic,
which typically lasts only five to seven
weeks in a community' The target groups
for vaccination are outlined - adults and
children with chronic pulmonary and car-
diac diseases, residents of nursing homes
and other chronic care facilities, people
over 65 years of age, people with chronic
metabolic diseases, children and teenagers
receiving continuous aspirin therapy and
people capable of transmitting influenza
to any of these high-risk groups - and
the clinical trials which have shown a
70-80qo reduction in disease occurrence,
morbidity and mortality following vac-
cination are reviewed. The only contrain-
dication to vaccination is egg allergy but
studies have shown that 70%o of the peo-
ple who could benefit from an autumn
immunization programme failed to do so.
Amantadine and the newer rimantadine

are-effective in prophylaxis in 50-90%o of
subjects, and in the treatment of influen-
za (shortens the illness by two days). These
agents may be considered for high risk
groups where vaccination is contrain-
dicated or has failed. In the latter case
treatment (200 mg initially then 100 mg
per day for five days) should be given if
the patient is seen in the first 48 hours of
an illness comprising fever, cough,
headache and muscle aches when influen-
za A is known to be in epidemic form in
the community.

(F S)

Source: Douglas RG. Prophylaxis and treat-
ment of influenza. N Engi J Med 1990; 322:
443-450.

Self-assessment of severity
of colds
AM dying doctor I have got a cold'.
IThis is the all too familiar cry on a

winter's morning in an average general
practitioner's surgery, as we try to per-
suade yet another patient with the com-
mon cold that it is not the black death.
But how good are patients' assessments
of their own cold symptoms?

Some help towards this question may
come from this study in Glasgow. A group
of 1100 patients were recruited from those
attending the MRC common cold research
unit in Wiltshire. Patients and doctors
assessed both the clinical grade and the
clinical scores for common cold symp-
toms on a questionnaire and a visual
analogue scale.
The correlations between the patient

and doctor were high at 0.79. Young peo-
ple and women had the highest correla-
tions with the doctors' grades of cold.
However, the study found that more peo-
ple over-rated their colds (18.20o) than
under-rated their colds (7.1%). Men were
more likely to over-rate the clinical grade
of any cold they got, but were not more
likely to think they had one in the first
place when they did not. The clinical score
of the cold was assessed correctly by most
patients but young people and men were
again more likely to over-rate their
symptoms.

This study suggests that using self-
reported measures of health may be as
valid as objective measures such as doc-
tors' assessments. It also confirms
something most of us already know:
young men with colds exaggerate their
symptoms.

(J A)
Source: Macintyre S, Pritchard C. Compari-
sions between the self-assessed and observer-
assessed presence and severity of colds. Soc Sci
Med 1989; 29: 1243-1248.

Physical training in chronic
heart failure
L IKE so much of our practice, the ad-

vice we give to patients with heart
failure regarding exercise has never been
fully evaluated. Restriction of physical ac-
tivity is commonly advised. However, this
would appear to condemn people to spen-
ding the rest of their lives with little pro-
spect of enjoying many of life's pleasures.
Demoralization is then almost inevitable.

This Oxford group conducted a blind
trial of the effect of physical training in
11 patients with chronic heart failure
secondary to ischaemic heart disease. The
patients took part in a crossover trial of
eight weeks bicycle training versus eight
weeks activity restriction. Exercise dura-
tion and physical fitness both increased
with training. Perhaps more importantly
there were significant improvements in pa-
tients' assessments of their own general
well being and daily activities.

No adverse events occurred but the
possibility of exercise induced arrhythmias
was minimized by choosing patients in
sinus rhythm and by pulse rate monitor-
ing using an electrocardiogram for all ex-
ercise at home. From this and other
studies the risks seem remote and greatly
outweighed by the clear benefits.
The study concludes that 'the common-

ly held belief that rest is the mainstay of
treatment of chronic heart failure should
no longer be accepted. General prac-
titiners see the despondency that so often
follows the condemnation of previously
active people to the life of an invalid. Pro-
bably many of us have been encouraging
gentle exercise despite traditional teaching.
We may now do so in the knowledge that
this has proven benefits.

(J H)
Source: Coats AJS, Adamopoulos S, Meyer
TE, et al. Effect of physical training in chronic
heart failure Lancet 1990; 335: 63-66.

Mumps meningitis and MMR
vaccinations
FOLLOWING the widespread use of

the mumps, measles and rubella im-
munization neurological complications of
this vaccination have been highlighted in
the media. An editorial in the Lancet gives
an overview of the risk to benefit ratio of
the vaccine and reviews past experiences
with the vaccine and the current literature.

It is pointed out that the most common
neurological reaction to mumps contain-
ing live vaccines is meningitis which car-
ries the same favourable prognosis that is
so often found in the course of a natural
mumps infection. The other complication
is vaccine related encephalitis but the fre-
quency of this has been shown to be 0.4
per one million doses which is no higher
than the observed background incidence
for neurological dysfunction in the nor-
mal population. The complications of
mumps itself are highlighted and im-
munization seems to be quite justified.

Overall there would appear to be strong
evidence to support the use of this vac-
cine and it is hoped that exaggerated
reporting does not affect the uptake of the
MMR vaccine in the way that the uptake
of the pertussis vaccine was affected in the
mid-1970s.

(M K)

Source: Anonymous. Mumps meningitis and
MMR vaccination. Lancet 1989; 2: 1015-1016.
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Osteoporosis
THE number of fractures of the hip,

the wrist and the spine increase every
year. People live longer and the age
specific incidence of fractures has increas-
ed. As is made clear in this review, the
reason for this is unknown. Fractures of
the neck of the femur have almost doubl-
ed in incidence at every age in the past 30
years.
The incidence of osteoporosis steadily

increases by about 0.5% annually from
around the age of 40 years, but in women
there is an accelerated increase to about
3% a year after the menopause. This is
especially rapid after oophorectomy. In-
adequate activity, corticosteroids, anticon-
vulsants, and a gastrectomy increase the
rate of bone loss, as do hyperthyroidism
and a parathyroid adenoma. A reliable
method of estimating the level of
parathyroid hormone has become
available recently. Thiazide diuretics tend
to protect against loss of calcium, but
loop diuretics have the opposite effect.

Tobacco and alcohol are thought to be
deleterious to the osteoblists, thus mak-
ing bones fracture more easily. Thin
women are particularly liable to suffer
fractures, as they are 'not well padded';
in fatter women adipose tissue converts
adrenal hormones into oestrogens, thus
reducing the bone loss associated with the
menopause.
During the past three years effective

methods of assessing bone density have
been established, using dual contrast
photon absorptiometry. This is useful for
research, but is not a practical method of
assessing the risk of fracture in a patient.
Apart from mineral content, the architec-
ture of bones also affects their strength.

In 80% of patients with osteoporosis
no cause can be found and no treatment
is available. Oestrogen therapy, combin-
ed with progestogens, undoubtedly
prevents the rapid post-menopausal bone
changes, but it does not induce recalcifica-
tion. Long term effects on the breasts and
the vascular system still require elucida-
tion. It has been suggested that patients

should add calcium supplements to their
diets, but studies of this have produced
conflicting evidence. Diets grossly defi-
cient in calcium and vitamin D un-
doubtedly induce osteomalacia, but nor-
mal diets contain adequate amounts of
these substances. Excessive vitamin D un-
doubtedly induces renal damage. Fluoride
salts (in very much larger quantities than
required to prevent dental caries) increase
bone density, but are very toxic Calcitonin
stimulates the osteoblasts, but would re-
quire several daily injections, and this is
clearly not practical.
The most important practical advice we

can give to our patients is to ensure they
take reasonable precautions to avoid falls,
such as having adequate light in passages,
and no loose carpets or mats.

(G P)
Source: Cooper C. Osteoporosis - an
epidemiological perspective: a review. JR Soc
Med 1989; 82: 753-757.

Contributors: Frank Sullivan, Glasgow;
Jonathan Anderson, Glasgow; J Holden, St
Helens; Moya Kelly, Glasgow; Gus Plaut, York.

INFECTIOUS DISEASES UPDATE

Pneumococcal vaccination
Pneumococcal vaccine is not widely used
but it should be considered in certain
specific situations. The most important is
for those patients who are undergoing
splenectomy. Following splenectomy,
pneumococcal pneumonia, septicaemia
and meningitis are more common and
vaccination prior to splenectomy is recom-
mended. Further booster doses are not
normally given but chemoprophylaxis
with penicillin should be considered,
perhaps indefinitely. It is especially impor-
tant to inform these patients of the danger
of serious pneumococcal infection and to
advise them to seek prompt medical care
when febrile illnesses occur. The place of
pneumococcal vaccine in other conditions
is less well defined but it can be used for
example in elderly or debilitated people
or in the immuno-compromised, such as
those with the acquired immune
deficiency syndrome.

The benign malarias
Drug prophylaxis against malaria is main-
ly directed towards the malignant
falciparum type. This type rarely causes
illness more than four weeks after ex-
posure or, four weeks after discontinuing
prophylaxis, where there is partial drug
resistance. The benign Plasmodium ovalii
and vivax have a dormant or hypnozoite
phase which allows parasites to persist in
the liver. llUness then can occur months
or sometimes years after leaving the

endemic area. It is important to consider
this diagnosis when delayed fever occurs
and also to advise travellers that these
benign forms will only be prevented for
the duration of drug prophylaxis. It is
possible to try and eradicate residual liver
hypnozoites with a course of primaquine
when ordinary prophylaxis has been
discontinued. However, the risk of side ef-
fects usually makes this inappropriate.
Plasmodium vivax infection is a particular
problem in those returning from the In-
dian sub-continent and P ovalii in those
returning from Africa, where it may be on
the increase, especially in West African
countries.

Testing for viral hepatitis
In addition to testing for both hepatitis
A and B virus markers, many virus
laboratories now have available tests for
both C and D (delta) infection.

Serological tests for hepatitis A infec-
tion include detecting immunoglobulinM
(IgM) which is the marker of acute infec-
tion and immunoglobulin G (IgG) which
is helpful in confirming past infection.
The IgG test is useful in determining
whether a positive IgG test can obviate the
need for giving immunoglobulin to those
such as travellers to countries where food
and water hygiene is poor. Many travellers
over the age of 50 years are immune
following infection which may have been
asymptomatic

Useful tests for hepatitis B include sur-
face antigen (HbSag) and cor IgM. HbSag

is present in both acute and chronic in-
fections, whereas cor IgM, consistently
present in acute cases, is only occasional-
ly positive in carriers. The presence of E
antigen denotes high infectivity. E antigen
carriers are thought to be those in whom
complications such as cirrhosis and
hepatoma are most likely to occur.

Antibodies against hepatitis C, which
like hepatitis B is spread sexually or
through blood or blood products, become
detectable around six weeks after infec-
tion. With current tests therefore it is not
possible to make the diagnosis during an
acute hepatitis C illness. However, if
serological evidence of this infection is
sought during convalescence it can explain
a substantial proportion of sporadic non-
A non-B hepatitis. Hepatitis C infection
can take place concurrently with hepatitis
B.

Hepatitis D infection (delta) has been
discussed in a previous update. It cannot
occur without co-existent hepatitis B in-
fection with which it may be concurrent.
Infection later on can explain some ap-
parent hepatitis B 'relapses.

Epidemic non-A non-B hepatitis spread
by the faecal-oral route that causes both
sporadic cases and outbreaks especially in
Africa and Asia is due at least in part to
hepatitis E for which serological testing
may be available in the near future.
Contibuted by Dr E Walker, Communicable
Diseases (Scotland) Unit, Ruchill Hospital,
Glasgow G20 9NB (041 946 7120), from whom
further information about the current topics
can be obtained.
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