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Coxsackie or brucella?
Sir,
I was interested to read the paper on Cox-
sackie B viruses and the post viral syn-
drome by Dr Calder and colleagues
(January Journal, p.11). I was particular-
ly interested in the serological screen that
was carried out for infections other than
Coxsackie B virus. I was quite surprised
to note that brucella titres did not feature
in this list as brucellosis is a well recogniz-
ed illness with multiple symptoms.

I myself have had a similar group of pa-
tients that I followed up in my practice
some four years ago. I had a total of 35
patients in the study group, six male and
29 female and 57 patients in the control
group, 28 male and 29 female. I invited
both the index patients and the control pa-
tients to complete a questionnaire of
symptoms and Figures 1 and 2 show the
results of these questionnaires. The symp-
toms were the commonest listed for a large
group of patients with proven brucellosis
as listed in standard textbooks of infec-
tious diseases from a number of studies.
The index cases and controls were mat-
ched as well as possible giving an average
age for the index cases of 29 years and for
the control patients 28 years.

TWelve of the 35 index cases were in
medical or paramedical occupations. In
addition, there were two mother and
daughter pairs, one father and daughter
pair and four husband and wife pairs.
As regards brucella titres 24 of the 35

(69%) had positive tests as performed by
standard agglutination, complement fix-
ation and anti-human globulin tests. In
some of the patients all three tests show-
ed definite levels while in other patients
one or more of the tests had definite levels.
Of the controls only seven out of 57 (12%)
showed definite levels in any of these three
tests and none of them had more than one
of the three tests showing positive levels.
Fifteen of the index cases and three of the
controls were tested for anti-brucella abor-
tus antibodies as immunoglobulin G
levels: four of the index cases and one of
the controls showed abnormal levels while
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2 4 6 8
Symptoms

Day sweating
Night sweating
Weakness
Feeling unwell
Headache
Constipation
Cough
Sore throat
Arthralgia
Abdominal pain
Vomiting
Diarrhoea
Lymphadenopathy
Depression
Irritability
Difficulty concentratin
Sleep difficulty
Nightmares
Weight loss
Drowsiness
Photophobia
Menorrhagia
Dysmenorrhoea

* Index cases

26

El Control cases

Figure 1. Frequency of symptoms in female index cases (n =29) and female control cases
(n =29).

six of the index cases and two of the con-
trols had IgG levels greater than 30 units
per ml and five index cases and no con-
trols had IgM levels greater than 150 units
per ml. It was considered at the end of the
follow up that the brucella levels were cer-
tainly not compatible with acute
brucellosis and were not really compati-
ble with chronic brucellosis, suggesting
the possibility of some form of cross-
reaction rise in antibody levels to some
other infection. Serology titres were car-
ried out for cytomegalovirus, respiratory
viruses and toxoplasma without any rises
being demonstrated. Epstein Barr virus

IgM was negative in all the index cases
while Epstein Barr virus IgG was positive
in all of these cases except for two. Yer-
sinia enterocolitica antibody titres were
negative in all the index cases.
At the time that I was carrying out the

study there was not ready access to Cox-
sackie serology and towards the end of the
study period papers about Coxsackie in-
fection were starting to appear in the jour-
nals. There was enough serum available
for 18 of the index patients to have Cox-
sackie titres checked and of these six
showed raised titres of B4, the rest were
negative. Rheumatoid factor was negative
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Figure 2. Frequency of symptoms in male index cases (n =6) and male control cases (n =28).
in all but one patient, as was C reactive
protein. The sera of these same 18 patients
were also tested for antibodies to
chlamydia and found to have no signifi-
cant titres; antibodies to farmer's lung an-
tigen (Micropolyspora faeni) were also
measured and found to be within the nor-
mal range. These latter tests were carried
out for patients as a general assessment
of immunological reaction. Im-
munoglobulin electrophoresis of 11 of the
index cases showed nine to be normal
while two were decreased in all bands.
A further clinical feature of note related

to the obstetric history of six of the index
patients. Their ages were such that only
six had had babies about the time of the
symptoms. One woman had a normal
baby, the second had had two babies born
prematurely, the first at 32 weeks that sur-
vived and the second at 28 weeks that
died. A third woman had had two babies
born prematurely and later a termination
of pregnancy for psychosocial reasons.
The fourth woman had had a termination
of pregnancy for psychosocial reasons,
later an inevitable abortion at seven weeks
then a missed abortion at 27 weeks by
dates (16 weeks by scan) and eventually
a normal child in the fourth pregnancy.
The fifth woman who had had a normal
term baby prior to the onset of her symp-
toms then had two premature babies, each

at 35 weeks, after her symptoms. The sixth
woman had a premature baby at 34 weeks
gestation after the onset of her symptoms.

I was subsequently able to present my
study at the Scottish meeting of the
British Society for the Study of Infections
in December 1983 but in spite of a great
deal of interest among the audience I was
unable to clarify the aetiology of my pa-
tients' symptoms. In retrospect I have
often wondered about the possibility of
Coxsackie infection but was never able to
fully investigate this. I would be interested
to know if Dr Calder and colleagues have
any serum remaining that could be tested
for brucella antibodies? I would be in-
terested to receive any comments about
my group of patients. M.S. WILSON
Medical Centre
St Andrew Street
Dalkeith EH22 lAP

Personal versus shared lists
Sir,
The Journal is right to keep open this im-
portant debate with Dr Priestman's
balanced editorial on personal versus
shared lists (April Journal, p.147). Ac-
cessibility is a cornerstone of the quality
of general practice and personal lists a key
issue of accessibility.

Through working with young principals
on a management course at the Man-
chester Business School, I have come to
realize an important point in favour of
personal lists hitherto unreported. Young
principals, cut off from their familiar peer
support and faced with established part-
ners set in their ways, find it difficult to
create a climate within their practice
favourable for innovation and change.
The thought of auditing a whole group
practice or summarizing all the notes
singlehanded (with the full knowledge
others will not do their share) is over-
whelming. Personal lists allow the young
doctor to innovate, audit and produce
change within his own list of patients. He
derives the benefits personally and when
his partners see the advantages, they may
be tempted to follow suit. Goals are
achievable for 2000 patients which are too
daunting to attempt for 8000. I believe this
is important buoyancy in the 'sink or
swim' factor of early years in practice.
Dr Priestman correctly states that all

systems are a compromise, no doctor is
continuously available and we must all
choose our position on a spectrum of
availability. 'Getting the run around"
loses some force by overstatement but I
doubt any of us can read this article
without experiencing slight pain from a
dart of truth - there is a case to answer.

In an otherwise balanced editorial, I
was surprised to see terminal care grouped
with acute disease as not requiring the
continuity of one physician and I believe
in reality shared lists do not give freedom
of choice to all patients because of the
varying popularity and accessibility of
doctors within a group.

Let the debate proceed.

W.J.D. MCKINLAY
The Health Centre
Clitheroe
Lancashire BB7 2JG
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Sir,
I would like to congratulate Dr Priestman
(April Journal, p.147) on his thoughtful
editorial about personal versus shared
lists. He reminds us that there is no one
right answer to this dilemma now that
doctors in group practice are generally not
as available as patients would like. It is
particularly valuable to point out that dif-
ferent groups of patients benefit from the
two systems.
One sentence brought me up sharply:

'when a patient has to be seen by another
doctor they meet as strangers, to their
mutual disadvantage, and the consultation
is regarded as a stopgap' [in a personal list
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