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quarter. Full details of the PRESTEL tariffs are available
from your PRESTEL centre.

HOMELINK and MICRONET
A home banking service is being launched on PRESTEL
called HOMELINK. This service is a joint venture between
the Nottingham Building Society and the Bank of Scotland.
From June users of the system who maintain a minimum
balance of £1,000 with the Nottingham Building Society will,
in addition to receiving the usual interest payments, be lent
an alphanumeric PRESTEL adaptor, free of charge. This
adaptor can be used to access most of the PRESTEL
database as well as the HOMELINK. MEDITEL believes that
the HOMELINK project offers an excellent way for the
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general practitioner to acquire PRESTEL.
Another project called MICRONET, which is aimed at the

microcomputer user, also offers a means of obtaining PRES-
TEL equipment at reduced cost. This project may be a
suitable way of obtaining PRESTEL for the doctor who is a
keen microcomputer enthusiast.

More information and help
Information about PRESTEL generally is available from your
local PRESTEL centre. Dial 100 and ask for Freefone 2043.
MEDITEL is happy to provide information to existing and
potential medical PRESTEL users. Our address is MEDITEL
Ltd, 309 High Street, West Bromwich, West Midlands B70
8ND. (Tel: 021 553-4864), and, of course, information is
available via PRESTEL, see page 5671.

An assault on the nostrils can open the eyes!
House odours and the general practitioner
J. D. E. KNOX
Professor, Department of General Practice, University of Dundee

P. M. OWENS
Registrar, Accident and Emergency Department, West Cheshire Hospital

Connoisseurs of tele-advertising will be familiar with the media's recent attempts to cast house odour ('HO') in
the role of the latest threat to self respect and clean living. Yet smell is an integral part of every household,
contributing to the individuality of each.

The farm cottage, in which live a couple now in their 80s,
remains much as it was, though long since swallowed by

encroaching suburban sprawl. There at the rear, still intact,
is the dairy complete with cow stalls. On the kitchen stove, a
continuously boiling stockpot and its attendant aroma adds
to the illusion of rus in urbe. But the significance of this
aroma goes beyond the aesthetic-the doctor need have no
worries about the nutrition of these octogenarians, and may
be alert to the possibility of accidents in this home.

During their initial hospital-based training, students and
doctors, cocooned in an antiseptic atmosphere, have little
opportunity to savour household smells, learn their possible
significance in medical care, or, indeed, make full use of the
nose in diagnosis. This paper illustrates the theme by

examples drawn from home visiting in everyday general
practice.

Damp
The musty smell of the damp house is easily recognized and
may even be associated with mildew on shoes and clothing.
Condensation may be blamed, but in the past such an
explanation has made it all too easy to shift full responsi-
bility, possibly unfairly, to the occupiers, in terms of their
failure to maintain adequate heating and ventilation. The
possible role of other factors, including design, building
materials and climate, is now gaining wider recognition.
Whatever the aetiology, those who live in damp houses are
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often quick to ascribe to the phenomenon all their ails, from
asthma to zoster. Although most general practitioners
would support their patients' claims, if only on aesthetic
grounds, scientifically based evidence on the adverse ef-
fects of damp housing on health is hard to come by.'

'Bad' smells
The dirty-smelling house, with odours from different sources
such as sweat, stale cooking and decaying food, may be of
medical significance in several ways. Some general prac-
titioners include these malodours in an index of their
patients' inability to cope-an important consideration for
example in interpreting the urgency of a%house call, and in
making management decisions regarding the prescribing of
drugs or continuing to look after an ill patient at home.
The presence of children of preschool ages may add a

contribution, and with windows tightly closed against the
night air the atmosphere soon becomes fetid. Its impact is
unforgettable and to the doctor, making an out-of-hours
call for a minor malady, has added significance.
The odour of incontinence of urine has a sweetish com-

ponent which differs from the more offensive malodour of
urinary tract infection. These smells, usually more directly
related to individuals and their clothing, may permeate a
house. Once a distressing feature of institutions for the care
of the elderly; nowadays they have been rendered less
obtrusive.
The truly impoverished household may be characterized

by odours from other sources, including various infestations
such as bed-bugs, fleas and lice.2 Such a combination of
smells is remarkable in two respects. Though the smell may
be overpowering at first, one quickly becomes acclimatized:
after initial contact, the smell may cling to one's clothes for
several days.

The malodours described above may be of significance in
themselves-and so may be a change in the household
smell. Detecting malodour for the first time in a house
previously known to be odour-free may provide the doctor
with additional evidence to corroborate suspicions of incip-
ient senile dementia or depressive illness.

Health hazards associated with urea formaldehyde insula-
tion have recently been in the news. Under certain condi-
tions the chemical may give off an unpleasant odour.
Whether this may cause illness is still open to question.
Household pets may add their contribution and the sense

of smell might prompt the doctor to consider the possibility
of one of the zoonoses in appropriate circumstances. Such a
smell may also indicate poverty or possibly diminished
social responsibility, for example in the household with the
peculiarly pungent smell of a tomcat which has not been
taken to the vet to be neutered.
On the other hand, a spick-and-span household fragrant

with furniture polish and perhaps with a hint of antiseptic
may betoken more than just the houseproud: is there a
possible obsessional neurosis in the offing?

Conclusion
Cleanliness, it may be, is next to godliness. At the same time,
perhaps our society's preoccupation with BO, HO and
deodorants contains a denial of individuality. Life would be
a lot duller without smells, good and bad, and as doctors we
would be the poorer. An assault on the nostrils can open the
eyes!
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LETTERS

Measles Vaccine
Sir,
I refer to Dr A. P. Bennett's letter on
the efficacy of measles vaccine (De-
cember Journal, p. 781). No real com-
ment can be made on the efficacy of
the vaccine on the figures presented
and certainly the conclusions drawn
about 'patchy success rates' are just
not possible unless a comparison of the
attack rates in the immunized and non-
immunized groups is made in those
exposed to the infection. The compari-
son of numerators without their ac-
companying denominators is not
helpful and all too common. Attack
rates are best demonstrated within
schools, or even streets, exposed and
containing immunized and nonimmun-
ized children.
The campaign for the elimination of

indigenous measles in the United
States demonstrates dramatically the
efficacy of efficient measles immuni-
zation. Immunization rates are now 97

per cent for children entering kinder-
garten or first grade. The number of
measles cases in the USA in the first 37
weeks of 1982 was 1,230 compared
with 12,843 in 1980 and 53,023 in 1977.
The number of US counties reporting
measles in the same period in 1982 was
165; 714 in 1980 and 1,429 in 1977.
Such a policy will, of course, necessi-
tate the continuation of high immuni-
zation levels and effective surveillance
systems and responses to the occur-
rence of suspected cases, since the
importation of measles from outside
the USA will continue unchanged.

JULIAN E. PEDLEY
Peverel Court
Portway
Stone
Aylesbury
Bucks HP17 8RP.
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Teams for the Year 2000
Sir,
David Brookes raises an extremely im-
portant point (February Journal, p. 67)
when he says that the primary health
care team needs to encompass those
people who used to work for and from
the hospitals, and who have been con-
sidered to be ancillary workers in the
past. These are nurses of various
genres, technicians and the like, whom
he strongly recommends to be drawn
into the primary care team concept
and management to the degree of total
involvement. This is correct and praise-
worthy, though probably impractical in
the light of current medical politics.

However, his closing remarks worry
me. He concurs with David Metcalfe's
published opinion that 'hospital ser-
vices are not geared to cope with the
primary health care needs of the com-
munity and are bound to perform bad-
ly because they function best at
finding and rectifying pathophysiologi-
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