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potential connexion. We hope that some
of the answers may be forthcoming from
studies of the kind reported here.—We are,
etc.,
M. SIURALA
M. KERKI
K. Varis
M. ISOKOSKI
T. IHAMAKI
Gastroenterological Unit,
Second Department of Medicine,

University of Helsinki,
Helsinki, Finland
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C. albicans Resistance to S-Fluorocytosine

Sir,—Following the recent letter from Drs.
R. J. Holt and R. L. Newman (17 June,
p. 714) concerning the emergence of 5-
fluorocytosine  (5-FC)-resistant  strains of
candida in urinary candidiasis we should like
to report a similar occurrence in a case of
monilial endocarditis.

The patient, a man aged 53, had an aortic
valve debridement in 1963. In April 1971 he was
admitted to another hospital with endocarditis
due to Streptococcus viridans which was ap-
parently successfully treated with a six-week
course of parenteral penicillin and streptomycin.
A few weeks later he relapsed and was trans-
ferred to this hospital. Candida albicans was
isolated from several blood cultures. The patient
was given amphotericin B for one month with
no response and the development of toxic effects
on the bone marrow. A recently isolated strain
of C. albicans, which appeared to be homo-
geneous, was shown to be fully sensitive to
5-FC (M.I.C.<<0-4 pg/ml), and from October
1971 the patient was given 200 mg/kg body
weight of the drug daily. Clinical improvement
was rapid and blood cultures soon became
sterile. Satisfactory blood levels of 5-FC (30-
110 ug/ml) were maintained. Agglutinins to
several species of candida which were present
in significant titre before the drug was given
(C. albicans 1/128, C. quilliermondii 1/512,
C. parapsilosis 1/512) fell to less than 1/4
within three months, though precipitin antibodies
which were demonstrated before treatment were
still present.

In January 1972 he was discharged on a
daily regimen of 200 mg/kg body weight of
5-FC. After six months’ continuous treatment,
during which the previous satisfactory blood
levels were maintained and the patient remained
well with no evidence of endocarditis, he re-
lapsed. C. albicans grown from his blood and
throat were resistant to S5-FC (M.I.C.>500
pg/ml) and the drug was discontinued. Agglu-
tination titres were still less than 1/4 and
precipitin tests positive. The organism was
moderately sensitive to clotrimazole, which was
given in a dose of 100 mg/kg body weight
daily. After 10 days of this treatment, when
there had been no clinical improvement and
C. albicans was still isolated from the blood,
the patient died suddenly after rupture of an
aortic valve cusp. C. albicans isolated from
vegetations on the aortic valve was fully resistant
to 5-FC.

It is of note that, unlike amphotericin
B, both S5-fluorocytosine in a large dose and

clotrimazole were well tolerated by this
patient and there was no evidence of hepa-
We thank Dr. N. S. Mair and Mr. E. Fox of
the Public Health Laboratory, Leicester, Dr. R.
Holt of Queen Mary’s Hospital, Carshalton; and
Miss Christine Philpot of the London School of
Tropical Medicine and Hygiene for the labora-
tory investigations and Dr. C. W. Lawson,
under whom the patient was admitted, for per-
mission to publish this letter.
We are, etc.,
R. L. LogaN
M. J. GOLDBERG

Leicester Regional Cardio-Thoracic Unit,
Groby Road Hospital,
Leicester

Erythema Multiforme, Addison’s Disease,
and Stevens-Johnson Syndrome

SIR,—With reference to your leading article
(8 January, p. 63), we would like to report
a very unusual case of Stevens-Johnson syn-
drome.

A woman aged 61 years was admitted for
the first time to our clinic in 1958 with a
subarachnoid haemorrhage. She had malig-
nant hypertension, the cause of which was
tuberculosis of the left kidney. The affected
kidney was removed and the symptoms of
malignant hypertension improved slowly.!
Thirteen years later the patient started com-
plaining of abdominal pains, violent vomit-
ing, muscular weakness. and asthenia. She
had pigmentation of the skin and her plasma
potassium was 7-2 mEq/l. The patient’s con-
dition when admitted, was serious. At first
it was thought that the cause was in-
sufficiency of the remaining kidney, yet a
thorough examination excluded renal in-
sufficiency. Addison’s disease was diagnosed,
and within two days after starting substitu-
tion treatment her condition improved
dramatically. At that time, however,
symptoms of erythema multiforme appeared,
the skin and all mucosal membranes being
affected. Coma and death followed in spite
of energetic treatment. Postmortem showed
tuberculosis of the remaining suprarenal
gland, and in the skin a collection of pig-
ment, characteristic of Addison’s disease. The
inflammatory changes found in the skin and
mucous membranes were consistent with the
Stevens-Johnson syndrome.

The case described above seems to us to
be interesting in so far as we have never
found, in the available literature, coincidence
of three such rare disease unities. This
coincidence may confirm to some degree the
hypothesis of tuberculous origin for the
Stevens-Johnson syndrome.2—We are, etc.,

W. WERMUT

A. KUBASIK
Second Clinic of Medicine,
Gdansk Medical Academy,
Polana
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2 Mayrixofer, H., Zeitschrift fiir Tuberkulose und
Erkrankungen der Thoraxorgane, 1935, 72, 15.

Profession’s Relation to Cultural
Environment

SIR,—Dr. E. T. O’Brien’s Personal View
(22 July, p. 230) is both charming and
facetious. He also manages to place before
the profession its most pressing dilemma—
the profession’s estrangement from its
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cultural environment. This is a serious prob-
lem, both personally and collectively.

From the collective point of view the
culture of the great outside may matter
little to a few categories of specialist, but
to the general practitioner it is of extreme
importance and to the psychiatrist it is
crucial. Sooner or later the profession will
have to face up to defining its norm for
patient behaviour, and as universally accep-
table moral attitudes no longer exist this
will have to be done on a biological basis.
This raises the conflict between species wel-
fare and individual welfare. Should medicine
continue to practise on the exclusive basis
of individual welfare even if this seems
socially or biologically unsound?

On the personal side I do not know how
rewarding is the doctor’s “total involvement”
in medicine. Where, for instance, does the
family fit in? Exclusive involvement in medi-
cine is something not acceptable to my
personal culture, even if it were generally
considered highly desirable, which for
general medical practice I think it is not.
While some may consider total involvement
most commendable, I have every sympathy
with Dr. O’Brien’s desire to scream.—I am,
etc.,

M. D. CouLTER
Sandy, Beds

Expedition to Asia

SIR,—I was pleased to read Dr. C. D.
Holme’s letter (27 May, p. 534) referring to
the coming Comex expedition. His com-
ments that hazards to health are numerous
and “a doctor will find himself dealing with
a host of emergencies, both major and
minor,” are timely in view of the some-
what inept comment in the article in The
Times of 24 May dealing with the same
expedition, in which the statement was
made that “fitness is an essential, but not
necessarily a guarantee of immunity from
dysentery and other minor horrors” (my
italics).

Among the latter I presume was included
malignant malaria, which is endemic in some
of the areas visited. With proper anti-
malarial precautions the chances of infection
should be small, but it is possible that some-
one one day will return from an expedition
of this sort with malignant malaria which
is a killer if not diagnosed promptly and
treated. The numbers involved are likely
to be very small, but it will be little com-~
pensation for the patient or for his family
to know as he is dying from malaria that
he represents only a minute statistic.

I hope, therefore, that the members of
these expeditions will be advised, should
they become ill on return, to seek medical
advice and tell the doctor where they have
been and when.—I am, etc.,

BRIAN MAEGRAITH

Liverpool School of Tropical Medicine,
Liverpool

Conquest of General Paralysis

SIR—Dr. J. Purdon Martin’s fascinating
account (15 July, p. 159) calls to mind the
extraordinary fillip which general paralysis



