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EMERGENCY ADMISSIONS TO A GERIATRIC MEDICAL UNIT

R. W. STOUT, M.D., M.R.C.P.
L. A. HOBSON, M.B.
ANONA E. WALMSLEY, M.B., D.R.C.0.G.
Geriatric Medical Unit,
Belfast City Hospital.

DIRECT admission of patients from home is the predominant method of ad-
mission to geriatric medical units. Admission may take place as the result of a
telephone consultation with the general practitioner or, in less urgent cases,
following a domiciliary assessment visit by a member of the medical staff of the
unit. However, in recent years the pattern of referral to hospitals in Belfast has
changed. This has been brought about by the simultaneous development of
general practitioner deputizing services and the emergency bed service. As a
result, many more elderly patients are admitted from the casualty department
without direct contact between the family doctor and the hospital medical staff.
As it has been the custom for general medical units to accept all medical
admissions from the casualty department, this has resulted in a change in the
pattern of admission to both the geriatric medical and general medical units.
To take account of this change in referral pattern it was decided to start a
system of direct admissions from the casualty department to the geriatric medical
unit of the Belfast City Hospital. This paper describes the results of the first
year’s working of this system.

METHOD

One of the features of geriatric medicine is that it provides a continuing com-
mitment to a defined section of the elderly population. This is organized on a
geographical basis. The wards of the Geriatric Medical Unit, Belfast City
Hospital provide the hospital facilities for Geriatric Sector A which is mainly
located in South Belfast and corresponds to postal districts 2, 6, 7, 8 and 9
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(Adams, 1969). It also provides part of the services for Geriatric Sector B, mainly
West Belfast, postal districts 10, 11 and 12. On the other hand, general medical
emergency admissions are shared between the Belfast hospitals on time based
criteria. This results in the Belfast City Hospital accepting all emergency medical
admissions from the Greater Belfast Area on Sunday, Wednesday and Friday of
each week. Hence, on these days, elderly patients requiring emergency admission
come to the Belfast City Hospital even if their homes are outside the parts of
Belfast served by the Geriatric Medical Unit of this hospital.

A system was started in which all patients requiring emergency medical
admission who were over the age of 75 and whose homes were in Geriatric
Sectors A and B, were admitted direct from the Casualty Department to the
Geriatric Medical Unit. The criteria for admission were the same as those for
admission to the general medical wards. For practical reasons, patients were
admitted directly from the Casualty Department during the day, but at night
and week-ends they were admitted to the general medical ward and transferred
to the Geriatric Medical Unit the following day. The only exceptions were
patients who were too ill for transfer. The number, diagnosis and fate of all the
admissions from this source in 1977 were recorded. The system started with the
Friday take-in on December 1976, the Sunday take-in was included in April 1977,
and the Wednesday take-in November 1977.

REsuLTS

In 1977 there were 128 emergency admissions via the Casualty Department.
In the same year 424 patients were admitted direct from home or transferred
from other wards or hospitals. The fate of the patients coming from the two
sources of admission is shown in Table 1. The mortality of those admitted as

TABLE 1
Fate of Patients Admitted to Geriatric Medical Unit, 1977

Fate Admissions

via casualty by other routes

No % No %
Total number 128 —_ 424 —
Discharged 66 51.6 215 50.7
Deaths 45 35.0 81 19.1
Continuing care 10 7.8 63 14.9

emergencies is predictably higher but the number of patients requiring continuing
hospital care is much less. The figures, of course, are not comparable as the
planned admissions are a selected group of elderly patients.

The average age of the 128 patients was 81.4 years with a range of 75-94,
and 62.5 per cent were female. The age and sex distribution and the fate in
relation to age are shown in Table 2. Apart fromthe very small number of
patients over 90 years old, there is, as expected, a trend towards a higher pro-
portion of deaths and requirement for continuing care in the older age groups.
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TABLE 2
Fate of Emergency Admissions in Relation to Age

Age No. Discharges Deaths Continuing Care

(no. females)
No % No % No %

75-179 49(28 24 49.0 16 32.7 3 6.1
80-84 45(30 25 55.6 14 31.1 4 8.9
85-89 28(18) 12 42.9 13 46.4 3 10.7
90 - 94 6(4) 5 83.3 1 16.7 0 0

The major diagnosis at the time of admission is shown in Table 3. The one

TABLE 3
The Most Common Diagnoses on Admission

Diagnosis Males Females

No % No %
Respiratory Disease 20 41.7 22 21.5
Cardiovascular Disease 9 18.8 15 18.8
Stroke 11 22.9 13 16.3
GIT Disease 1 2.1 6 7.5
Anaemia 1 2.1 6 1.5

most important diagnosis was chosen for each patient, and the five most common
diagnoses are shown in the table. The commonest diagnosis was respiratory
disease, usually bronchopneumonia or an infective exacerbation of chronic ob-
structive airways disease. Cardiovascular disease and cerebrovascular disease
were also common reasons for admission. There was no difference in the average
age of patients in the various diagnostic categories.

The fate of the patients admitted with difierent diagnoses is shown in Table 4.
The mortality was highest in the patients with cerebrovascular disease and these
patients also provided the highest proportion of patients requiring continuing
hospital care. The average length of stay of all patients was 40.7 days. There

TABLE 4

Fate and Length of Stay in Relation to Diagnosis
Continuing  Average length of

Disease Discharges Deaths care stay (days)
dis-
No % No % No % total charges deaths

Respiratory

disease (42) 19 452 17 40.5 3 7.1 364 413 12.3
Cardiovascular

disease (24) 13 54.2 10 417 0 0 244 211 21.7
Stroke (24) 7 29.0 12 50.0 4 16.7 56.1 28.5 24.5
GIT disease (7) 5 71.4 1 14.3 1 14.3 42.1 9.8 28.0
Anaemia (7) 5 71.4 2 286 O 0 2.7 264 10.0



were no important differences in length of stay of patients in the different
diagnostic categories.

DiScussION

It is notable that the majority of elderly patients who have severe enough
illnesses to require emergency admission to hospital are able to return home
again. There is, nevertheless, a fairly high mortality. However, the proportion
of patients requiring continuing hospital care for a prolonged period is small.

Admission via the casualty department accounted for 23 per cent of total
admissions to the geriatric medical unit. This is in contrast to the 90 per cent
emergency admission rate in the general medical wards of the Belfast City
Hospital (Grant, 1975). The length of stay of the patients is considerably longer
than that of patients admitted to the general medical wards. The average length
of stay of our patients was 40.7 days whereas the average length of stay of
patients in general medical wards is between 11 and 14 days. However, the figures
for admissions to the Geriatric Medical Unit are weighted by a relatively small
number of patients who spend a long time in hospital. Nevertheless, it is one of
the features of medicine in the elderly that recovery is slower, rehabilitation is
more prolonged and length of stay in hospital is increased.

It was unexpected that such a large proportion of admissions should be due
to respiratory disease. It is sometimes suggested that severe respiratory disease
is a disease of middle aged adults and that chronic respiratory disease is incom-
patible with survival to advanced age. This is clearly not the case. It seems that
measures to prevent respiratory disease, such as discouraging smoking and avoid-
ing industrial exposure to air polution will have beneficial effects in the elderly
as well as patients in other age groups.

After the scheme in the Belfast City Hospital had started a paper appeared
describing a comprehensive geriatric medical service in Hull (Bagnall et al, 1977).
The principles used were similar to those in the Belfast City Hospital. The
geriatric department offered to admit directly all medical emergencies aged 75 or
over. Additionally the unit undertook to readmit any patient previously treated
by it and those patients of 74 and below whose circumstances made it likely that
they would benefit from their first treatment being in the department. As in the
Belfast City Hospital, non-transfer of patients within the geriatric medical unit
was the policy and commitments for long-term care and intermittent admission
for social and holiday relief were maintained within the same admission wards.
The results for a much larger number of patients are very similar to those re-
ported in this paper. Of these admissions 28 per cent were aged 75-79, 28 per
cent between 80 and 84, 19 per cent between 85 and 90, and 10 per cent over 90.
The average duration of stay was 30 days but 80 per cent of all admissions were
emergencies. Only 1.8 per cent of all admissions remained in hospital for six
months or more.

A comprehensive system of care for the elderly sick is a logical way of
developing geriatric medicine. The age limit of 75 years is arbitrary and was
chosen mainly because of the availability of resources. However, in practice it
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proved to be a good indicator of need for the specialized care of the geriatric
medical unit. This is supported by the fact that in the Belfast City Hospital
requests for transfer from other medical wards have been negligible since the
direct admission scheme was introduced. As the over seventy-fives are the
section of the population which is going to increase in number most rapidly
in the next decade it seems reasonable to concentrate the resources of geriatric
medcine on this age group. Further development of this system in Belfast is
hindered by the present system of general medical emergency admissions. A
geographically based medical admission system would make possible much
closer cooperation between the general medical and the geriatric medical
services. Such cooperation is essential if the increasing numbers of elderly sick
are to be properly managed in hospital.

We thank Dr. J. A. C. Ball for permission to include his patients in this survey and the
physicians of the Belfast City Hospital for their co-operation in this scheme.

REFERENCES
AbpAMS, G. F. (1969). Review of Geriatric Services in Northern Ireland Hospitals. A report
to the Northern Ireland Hospitals Authority.
BAGNALL, W. E., DATTA, S. R., KNOX, J. and HORROCKS, P. (1977). Geriatric medicine in Hull:
a comprehensive service. British Medical Jourral, 2, 102.
GRANT, 4. P. (1975). A preliminary examination of general medical admissions to Belfast
hospitals in 1973. Ulster Medical Journal, 44, 62.

Address for correspondence :
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ERRATA

“Nosocomial Rotavirus Gastroenteritis in a Neonatal Nursery” by J. F. T. Glasgow, B. G.
McClure, J. H. Connolly and H. J. O’Neill. This volume (47) pages 50-56.

In this article the authors’ legend of Table II was omitted. The maximum number of cots
in each of the six cubicles was indicated by the number in brackets. Rd indicated a rotavirus
infection with diarrhoea; R rotavirus infection with no diarrhoea; d dimrrhoea without
(c)(fmthﬁl;m.tion of a rotavirus infection. The dates gave the time of onset of illness or recovery

virus.

On page 52 “Laboratory Studies” paragraph 2, line 16 ‘aggravated® should read ‘aggregated’.
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R. J. KERNOHAN, M.D,, F.R.C.P.,, F.R.CP.(1), D.P.H,, D.CH., 1919-75
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A CASE OF THE CARDIO-AUDITORY SYNDROME (LONG QT

INTERVAL AND PROFOUND DEAFNESS) DIAGNOSED IN THE

PERINATAL PERIOD AND KEPT UNDER SURVEILLANCE FOR
TWO YEARS *

by

P. FROGGATT
Vice-Chancellor’s Office, The Queen’s University, Belfast

and

A. A. J. ADGEY
Cardiac Unit, The Royal Victoria Hospital, Belfast

PROLOGUE

I first met Bert Kernohan in the spring of 1964. He was keen to enrol the
help of my senior colleague John Pemberton (then Professor of Social and
Preventive Medicine) with some work he was planning in the Ballymena area
into the aetiology of ischaemic heart disease and the early detection (in school-
children) of hypertension with a view to an intervensionist study: the general
concern of the profession allied to his own developing interest stimulated the
former;the incrimination of hypertension in ischaemic heart disease and the
recent marketing of suitable corrective drugs, mainly beta-adrenergic blocking
agents, focussed his attention on the latter. I fancy Pemberton was somewhat
sceptical; he couldn’t believe that a physician remote from a teaching centre
and running a busy consultant practice could organise and supervise the necessary
large-scale studies on these complex subjects which were at that time attracting
some of the best brains and the heaviest funding in the medical world. But he
was sympathetic — he was after all the biographer and former assistant of Will
Pick'es (Pemberton, 1970), the country doctor who was an ideal prototype for
Samuel Smiles who had added significantly to our knowledge of inter alia
infectious hepatitis and Bornholm disease from observations made in his single-
handed practice in Wensleydale. He asked me if I knew Kernohan: Bert and
had not then met, but I knew his reputation by the tongue of good report — a
busy and esteemed physician with a first-rate mind (he had graduated in 1941
with first-class honours and in three post-RAMC years had collected the MD,
MRCP, MRCPI, DPH and DCH(Eng.) ) and who had published widely,
remarkable for one unconnected with a major teaching hospital or medical
school. When Bert arrived Pemberton and myself were quickly convinced by

*This material comprised much of the first Kernohan Memorial Lecture given
at the Postgraduate Centre, Waveney Hospital, on 18th October 1977 by one of
us (P.F.) who is, however, solely responsible for the Prologue.
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his knowledge, drive, and above all sheer enthusiasm, and but for the facts
that Pemberton was already conducting a study of his own into deaths from
coronary disease in Belfast (which became one of the important pioneer
epidemiological works in this field in the 1960s (McNeilly and Pemberton, 1968))
and the notorious unreliability of blood pressure readings ‘“in the field”, he
would I believe have been pleased to co-operate in the proposed Ballymena
studies. Though he had not received tangible help, only encouragement, Bert
and I at once became friends. About this time two articles of mine on certain
cardiac conduction anomalies and their genesis were published (Fraser es al,
1964a,b) and from that time we added a common interest to our friendship and
we used to sit and and talk about electrophysiology of the heart, a subject about
which I knew, and know, very little, and he knew even then quite a lot and
came to know even more. I hope I don’t delude myself too outrageously in
believing that Bert’s increasing interest in cardiac dysrhythmias (Kernohan,
1966a,b; Grant et al, 1966) owes something to those days.

In 1971 I became Dean of the Faculty of Medicine : Bert’s congratulatory
note was among the first I received. He was then as he remained post-graduate,
and to some extent medical, Pooh-Bah at the Waveney Hospital but unlike his
fictional prototype he was courageously making a great success of his many
activities including the postgraduate centre (Biggart and Kernohan, 1974), and
when the hospital came to be more closely connected with Queen’s in the
developing undergraduate teaching and attachment programmes Bert became
a member of the University Faculty of Medicine and until his death rarely
missed a meeting. In 1973 he was appointed Clinical Lecturer and Examiner in
Medicine (for final MB) and discharged his duties with customary skill and
gusto and a certain modest regard for convention. He contributed frequently
and constructively to Faculty business, took a deep interest of all aspects of
medical education, and I believe cherished these links with his old University
and Medical School as deeply as he cherished his distinction in being examiner,
and latterly senior examiner, for the Royal College of Physicians of Ireland.

About this time Bert helped me in a more personal way: he asked me if I
wished to be proposed for ad eundem Fellowship of the Dublin College. The
occasion of the invitation, if not his invitation itself, was of some moment. We
were staying overnight in Dublin in Buswell’s Hotel in Molesworth Street and
this, as it turned out, gave us a ringside seat for the great Sinn Fein march on
the Dail to protest against the emergency anti-terrorist measures which the
Fianna Fail government of 1972 was introducing in its dying days. The crucial
debate and division were to take place that very evening and trouble was widely
forecast: even an attack on Leinster House itself was only ridiculed by the over-
confident or the under-informed! Molesworth Street was soon packed with a lusty
placard-bearing and shouting mob which rushed in from Dawson Street and
was only stopped by a massive police barricade which stretched from the hotel
to, appropriately perhaps, the headquarters of the Masonic Order in Ireland
(Irish Constitution)! Speeches were made from the back of a slogan-bedecked
lorry by Bernadette Devlin and colleagues, and things looked ugly for a time,
but eventually the crowd was part broken-up by the Garda, part dispersed, and

116



left Molesworth Street, Leinster House, Buswell’s Hotel, and the State intact.
(Earlier, while parking my car in Merrion Square, the street lights were exting-
uished and a dozen or so tenders of fully-accoutred troops passed my car and
entered Leinster House from the rear, a reminder of how seriously Dublin at
that time took the Sinn Fein threat!) This vision of Gdtterdimmerung seemed
an appropriate backdrop for my entry to this new stage in my career, and so
I agreed to Bert’s suggestion. He at once went ahead, successfully as it turned
out. He then even more daringly proposed my name to the Censors of the
London College for election to their Membership under bye-law 117 — election
through the evidence of published work. (He spared my blushes from likely
failure by keeping this initiative to himself!) Surprisingly he was again successful
and he attended the ceremony in London making the journey for this sole
purpose, a gesture completely typical of this warm-hearted man. All this he did
through altruism and genuine friendship: he sought from me no favour for I
had none to give; he was not advancing a protégé for I was not that; he was
not acting on my wink or nod because, although I greatly respect and enjoy
my connections with these great Colleges, I am immodest enough to believe that
my career, such as it was, had not suffered from their lack. Bert also invited me
to speak at post-graduate meetings and symposia and we always kept in touch
on unusual cases of cardiac arrhythmias, and during all this time I came to
esteem him highly for his wide knowledge, his compassion, his vitality, and
above all for his complete commitment to his profession and to those he served.
By force of knowledge, energy, character, and personality he dominated his local
scene to a degree that, without disrespect to his colleagues, Bert and Waveney
medicine became almost synonymous. I last saw him a month before he died:
typically he had driven from Ballymena to my house late one evening after a
full day’s work to tell me some follow-up facts of a case we had reported
(Kernohan and Froggatt, 1974). His sudden and untimely death removed an
outstanding doctor, one of Ulster’s best physicians and a man I was proud to
call my friend.

A lecturer in a memorial series often tries to assess the place his subject
occupied in his discipline and his profession. I think it is too proximal to Bert’s
death to be able to present a balanced perspective: some later lecturer will I
hope attempt the task. Furthermore, though Bert published regularly and, for a
busy physician, also extensively, his greatest legacies are outside the covers of
journals — the strength and reputation of the Waveney, its postgraduate centre,
and the admiration and thanks of thousands of patients who worshipped him.
Bert’s major clinical and research interest was cardiology and I hope I may
adequately serve his memory if I offer as a personal Festschrift a hitherto
unreported case of a syndrome on which he and I had previously published
(Kernohan and Froggatt, 1974), about which he was intensely interested, and
which a decade before I had helped to delineate (Fraser et al, 1964a,b) and the
unusual aspects of which had I believe done something to stimulate Bert’s interest
in cardiac dysrhythms all those years ago. Much of the clinical work in this case
is due to my colleague, Dr. Jennifer Adgey, consultant cardiologist at the Royal
Victoria Hospital, who appropriately appears as joint author.
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THE HEREDITARY QT PROLONGATION SYNDROMES

In the 1950s a brief case abstract (Moller, 1957) and two detailed reports
(Jervell and Lange-Nielsen, 1957; Levine and Woodworth, 1958) were published
from Scandinavia and America describing in all six children (in three sibships)
who were severely deaf from infancy and had had recurrent syncopal attacks
during which four had died suddenly. This combination of profound “congenital”
deafness, syncope, and sudden death in a child had only once been previously
reported — by Meissner (1856) in anecdotal form in a lengthy book (Fraser el
al, 1964(b). The electrocardiogram (ECG) was unique and characterised by a
grossly prolonged QT (or QU) interval and certain TU wave changes (mainly
biphasic or alternating polarity, and high voltage on the unipolar chest leads)
most especially following emotional disturbance, and (frequently) sinus brady-
cardia. The clinical picture is fully reviewed by Fraser et al (1964a) and Jervell
(1971). Later studies (e.g., Jervell and Sivertssen, 1967; Olley and Fowler, 1970)
showed the syncope (and sudden death) to be due to ventricular fibrillation or
asystole: the prolonged QT interval whatever its cause (it was then assumed to
be due to a cellular biochemical anomaly), indicates a myocardium unusually
vulnerable to minor supraventricular aberrant rhythms and dysrhythmia-trig-
gering mechanisms generally which would be harmless in a normal heart.
Associated and unusual pathology in the blood vessels and neural elements in
the sinus node (Fraser et al, 1964a) and inner ear (Friedmann et al, 1966, 1968)
of equivocal significance were also reported. The condition segregated in families
as an autosomal recessive trait (Fraser et al, 1964b). Six years after the first
reports two other families were described with affected members displaying all
the above features except that they heard normally (Romano et al, 1963; Ward,
1964), the pattern of inheritance being autosomal dominant with varying express-
ion. Since then well over 100 families have been described world-wide of either
the rarer cardio-auditory syndrome or the commoner Romano-Ward syndrome
(see Schwartz et al (1975) for review) and further cases are regularly documented.
Research has mainly aimed at (a) delineating the syndromes and searching for
any genetic connection, or linkage with other identifiable genes, (b) elucidating
the cause of the QT prolongation and TU changes with a view to rational treat-
ment or correction, (c) identifying the mechanisms triggering and self-limiting
the potentially lethal ventricular arrhythmias, (d) introducing an effective
therapeutic regimen to reduce the number and length of the attacks of syncope
and hence reduce mortality, (e) instigating basic biochemical and pathophysio-
logical research into possible underlying mechanisms and the mode of gene
action which produces the pleotropic stigmata of the syndromes, and (f) invest-
igating whether these or any associated syndromes could account for a significant
proportion of cases of unexplained death in childhood or ‘“‘cot death” (Froggatt

and James, 1973).

This paper describes a case of the cardio-auditory syndrome which exhibits
some important features not previously described and which provides information
under (a), (b), (d) and (f) above. It has been referred to briefly in another
context (Froggatt and James, 1973). Discussion and recent reviews of these
syndromes are in Schwartz et al (1975) and Vincent et al (1974a).
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CASE REPORT

Gerard S. was born in the Royal Maternity on 18th May, 1971. At 37 weeks
maturity an amniocentesis had been carried out (because of maternal Rhesus
iso-immunisation) during which foetal bradycardia, taken as indicating foetal
distress, was noted and a lower section was performed. Birth weight was 2.6kg;
Apgar score 5; heart rate 160 per min; no cardiac murmurs; haemoglobin
13.2 g/dl; liver and spleen enlarged; direct Coombs’ test positive. There were
no other significant findings. At age four days exchange transfusion was
initiated. Bilirubin was 350 pmol/1 (20.4 mg/100 ml); heart rate 116 per min.
After 30 mins (with 135 ml of blood withdrawn and 125 ml replaced) the child
became cyanosed and ‘“‘quiet”. Heart rate was 80 per min and noted as
“irregu'ar”. Exchange transfusion was stopped, the clinical picture improved
but bradycardia persisted at 80-100 per min and an ECG was taken. This
showed a prolonged QT interval (Fig. 1)* and was provisionally attributed to

xs

FiG. 1: Gerard S. age 4 days (22nd May, 1971). Note the grossly prolonged QT interval
(RR = 0.53 secs., QT, = 0.43, QT, = 0.36, QT, —QT, = 0.13, (P < 0.001)) and
TU wave anomalies including alternating polarity of the T waves in the lead I
strip. (In all tracings in this article each small square represents 0.04 secs.).

* The parameters and notation used in the text and figure captions with reference to
measurement of the QT interval are explained in Appendix B.
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electrolyte imbalance: potassium was 5.60 mmol/l1 (=Eq/l1), calcium 1.62
mmol/1 (6.50 mg/100 ml), magnesium 0.70 mmol/1 (1.65 mg/100 ml), and
bilirubin 217 pmol/1 (12.70 mg/100 ml). Calcium gluconate and magnesium
sulphate improved the electrolyte picture and a second exchange transfusion was
successfully completed. Four days later blood electrolytes were considered normal
(particularly : potassium was 5.80 mmol/1 and calcium 2.08 mmol/1) but the
QT prolongation and TU changes persisted. The child was discharged on 31st
May and the paediatric registrar (the late Dr. Cynthia Steele) referred the case to
one of us (P.F.) as possibly a QT prolongation syndrome. On 7th July the
child was found to be totally unresponsive to sound and a provisional diagnosis
of the cardio-auditory syndrome was made.

First admission. This was on 2nd August 1971 to the Cardiac Unit, Royal
Victoria Hospital (AAJA). Examination showed an alert child of normal-for-
age physique. Heart rate was 120 per min and there was an ejection systolic
murmur at the left sternal edge. The ECG was as previously with characteristic
TU wave changes now marked (Fig. 2). Results of all the other extensive range
of special tests and investigations were unremarkable. Continuous ECG oscill-
oscope monitoring with hourly print-outs was carried out for one month and
disclosed permanent though variable QT prolongation and aberrant TU waves
which characterise these syndromes, several short episodes of self-terminating
nodal bradycardia, and several single late cycle ventricular ectopics (see Froggatt
and James, 1973, Figure 2). Sequential stellate ganglion blockade (with xyloc-
aine) of the left and right ganglion as a trial therapeutic measure was performed.
The results were equivocal : there was no important effect on the QT interval
or TU appearance but neither was there an ipsilateral Horner’s. Repeat trial was
postponed (see later). On the experience of Jervell and Lange-Nielsen (1957)
and Jervell et al (1966) the patient was digitalised and, though remaining prolong-
ed, a persistent shortening of the QT interval compared to previous tracings
resulted (e.g. on 2nd September: RR=0.480 sec, QT,=0.344 sec, QT.=0.284
sec; (QT,—QT.)=0.060 sec (P=0.001). (For explanation see Appendix B). It is
impossible to say how much of this improvement was unequivocally due to the
therapy since the QT interval in these syndromes is remarkably variable (see
Appendix A), but the more favourable picture persisted and the child was
discharged on digitalis on 11th September, 1971. Frequent ECGs over the next
15 months showed maintenance of the digitalised, seemingly improved, pattern.
In October 1971, aged 5 months, while taking digitalis, the child had his first
serious syncopal attack characteristically while annoyed at being constrained at
play. It followed the classic pattern of “severe” attacks described by e.g., Fraser
et al (1964a) and Jervell (1971). In April 1972 he had a second similar one after
a tantrum, and in September a third. During all this time he attended as an out-
patient for check assessments and was judged to be regularly taking the medica-
tion.

First re-admission. This was on 23rd January 1973. Continuous ECG monit-
oring was re-commenced, digoxin was discontinued, and assessment of other
relevant cardio-active drugs which had been previously described as efficacious
in these syndromes was initiated viz sodium diphenylhydantoin (Dilantin;
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Fi1G. 2: Gerard S. age 11 weeks (2nd August, 1971). Similar to Fig. 1.
This ECG picture characterises the two recognised prolonged
QT syndromes. (Reproduced from Ulster Medical Journal, 42,
140 (1973), by courtesy of the editor).

Epanutin) as a single intravenous bolus of 36 mg; isoprenaline (or isoproterenol)
(Saventrine) 5 mg gid for 3 days; and practolol (Eraldin) 10 mg gid. Dilantin
and Eraldin, but not Saventrine, decreased the degree of QT prolongation and
were later therapeutically used. (The assessment of these drugs is confounded
by the often marked variation in the QT prolongation and TU complex changes
from one time to another which occur in this syndrome necessitating detailed
statistical analysis to isolate any drug effect. This is explained in Appendix A
and illustrated in Fig 3). During the insertion of the intravenous cannula into
the child’s arm for Dilantin injection he became very distressed, the QT interval
elongated further and the T wave (precordial monitor lead) became prominent
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Fic. 3: Gerard S. (7th February, 1973). The tracings are from the monitor lead and cover
44 hours. Note the variability in the TU wave pattern unrelated to medication and
wakefulness.
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and inverted, and ventricular tachycardia and fibrillation (VF) ensued which was
terminated by a “precordial thump” to the lower end of the sternum. In all,
five such episodes of VF were documented : each was terminated in the same
way (see later), Sinus rhythm returning usually after several beats of AV nodal
rhythms (Figs. 4 and 5). Of the drugs therapeutically tested Eraldin had the most
beneficial effect, though not as marked on the ECG as was digitalis, and the
patient was dischargcd on 14th February on 10 mg gid. The parents were
instructed how to thump the lower end of the sternum during a syncopal attack.
The child was regularly reviewed and the Eraldin reduced to 10 mg tid because
of complaints of ‘“staggering” and ‘dul'ness”. Audiogram confirmed severe
bilateral perceptive deafness most marked in the higher tones. No further attacks
were noted until 7th September when the child, now 28 months old, had a
severe one and another three days later. The mother thought her “chest thump-
ing” had stopped the second and possibly also the first.

Second re-admission. This was on 11th September. Continuous ECG monitor-
ing was recommenced and Eraldin discontinued. On 28th September a left cervical
sympathetic block at the level C6/C7 was effected using xylocaine. The following
day he had a further episode of VF immediately preceded by R on T ectopics.
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F16. 4: Gerard S. (31st January, 1973). Note the run of ventricular tachyarrhythmia which
reverted after a precordial “thump” (arrowed in third strip).

FiG. 5: Gerard S. (29th September, 1973). An episode of unequivocal ventricular fibrillation
terminated by a precordial “thump” (arrowed on second strip).
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This was terminated by a chest thump. On 1st October a right block (as above)
was carried out. The results of these two blocks are in Figs 6 and 7: they are
discussed in detail later but they appeared to effect a dramatic improvement in
the ECG picture both on the length of the QT interval and on the TU complex.
On 3rd October a self-terminating episode of ventricular flutter was recorded,
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FiGg. 6 Gerard S.: Left stellate ganglion blockade (28th September,
1973). The top tracing (lead II) was recorded several minutes
before blockade; the lower tracing 11 minutes after the start
of blockade procedure and at the appearance of an ocular
Horner’s. Note improvement in the ECG picture, post-blockadc
readings being (10 complexes): RR = 0.71 secs., QT, =
0.44, QT, = 0.33, and (QT,—QT,) now 0.11 secs. (P < 0.001).

but there were no further attacks and the patient was discharged on 7th October
on Dilantin, digoxin and Nacton to be re-admitted a week later for permanent
cervical sympathetic block. Unfortunately on 9th October he had a further
syncopal attack at home which proved refractory to parents’ precordial “thump
ing”. A post-mortem was not obtained.

Family information. The patient was the younger of two children (1F; 1M)
born to healthy unrelated parents. Information covering kinships up to the third
degree gave no history of syncope, fits, significant deafness, or unexplained or
untimely sudden death. Audiograms on parents showed, for the father, bilateral
loss up to 30 db at 4000-8000 Hz, and for the mother, left unilateral loss up to
55 db at 8000 Hz. Using Ljung’s (1949) formula for estimating QT. in adults,
ECGs of first-degree relatives of proband (mother, father, sister) were normal.
Blood grouping (ABO, Rhesus, K, k, Kp?, Fy2, Jka, Le2, MNS, Pi, Di?) did not
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: Gerard S.: Right stellate ganglion blockade (Ist
October, 1973). Procedure as in Fig. 6, the lower
tracing being 9 minutes after the start of blockade:
RR = 0.76 secs., QT, = 0.42, QT, = 0.34, (QT,
-QT,) = 0.08 (P < 0.001).
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discredit the suggestion of Friedmann ez al (1968) of possible close linkage of the
determinant gene with the cde allele though the Cv allele, segregating in two other
Northern Ireland families containing members with this syndrome (Friedmann
et al, 1968) was not identified.

DISCUSSION

This case of the cardio-auditory syndrome presents some unusual or previously
unreported features of therapeutic value, as follows.

Early diagnosis

In this syndrome the first syncopal attack usually occurs in childhood but
rarely as early (5 months of age) as was the case in this patient (of the 203
cases of the long QT syndromes collected by Schwartz et al (1975) only six had
attacks recorded so young): and diagnosis has been made in only four patients
prior to the first attack of syncope — all were close relatives of probands and
investigated routinely (Schwartz et al, 1975). Our patient is only the second child
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reported in which the cardiac anomaly has been demonstrated in the perinatal
period (first week of life) and the first to be diagnosed so early: the other
(Langslet and Sorland, 1975) had an ECG taken two hours after birth because
of foetal cardiac distress during labour though the significance of the documented
abnormality was not recognised at the time. The presence of the cardiac anomaly
at birth confirms what was previously only speculation, is of embryological and
developmental importance, and provides a basis for postulating that the QT
prolongation syndromes can contribute to infant mortality over its full age range
(birth to onec year) and possibly also to stillbirths and foetal loss.

Therapy

This is aimed at (a) decreasing the myocardial vulnerability by shortening the
(prolonged) QT interval and stabilising the TU complex, (b) reducing the number
and severity of VF-triggering arrhythmias (premature and ectopic beats, etc), (c)
reducing those factors known to enhance myocardial vulnerability and VF-
triggering arrhythmias in these conditions e.g., fright, emotional stress, severe
physical exertion, water immersion as in swimming, and (d) terminating, as an
emergency, any potentially lethal ventricular dysrhythmia which arises. New
evidence is provided here on (a) and (d), as follows.

Stellate ganglion block. Evidence, both hypothetical and experimental, has
recently accumulated to suggest that the conduction disturbance in the long QT
syndromes may be due to asymmetrical cardiac sympathetic innervation or
imbalance rather than to metabolic disturbance at the cellular level per se. (i)
Most victims have their attacks of syncope during periods of emotional or physical
stress, or bathing, when neural influences will be marked and these have been
shown also to worsen their ECG picture (e.g., Fraser et al, 1964a, Figure 11).
(ii) Postmortem cardiac anomalies — focal neuritis and neural degeneration
within the sinus node, AV node, bundle of His, and ventricular myocardium —
are concentrated in cardiac neurological tissue and have been accepted as deter-
minants of, or at least correlates with, the clinical cardiological findings (James,
Froggatt, et al, 1978). (iii) Experimentation has demonstrated that asymmetrical
sympathetic neural control of the heart may cause anomalies in myocardial
repolarisation (Yanowitz, et al, 1966; Abildskov, 1972) and left side sympathetic
stimulation, or right side block, produces ventricular tachyarrhythmias including
VF in certain instances particularly with a damaged or vulnerable myocardium
(see Schwartz et al (1975) for review). (iv) Beta-adrenergic blockade has had a
putative efficacy in alleviating symptoms (Schwartz et al, 1975). (v) Atrial pacing
studies in some cases show QT shortening without T wave inversion as in normal
subjects (Roy et al, 1976). (vi) T wave polarity alternation, common in this
syndrome and marked in the present case, can also be obtained by sequential
unilateral stellate ganglion stimulation (Schwartz and Malliani, 1975). (vii)
Cerebrovascular accident and central nervous system disease may produce
lengthening of the QT interval and large T waves (Burch et al, 1954; Hugenholtz,
1963). (viii) Direct interference with the existing cardiac neurological control in
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QT prolongation syndromes affects the electrical conduction picture: thus several
authors have demonstrated QT shortening in the Romano-Ward syndrome (pro-
longed QT interval without deafness) by stellate ganglion pharmacologic blockade
and/or surgical ablation either of the left side (Moss and McDonald, 1971;
Schwartz and Malliani, 1975), the right side (Ramon et al, 1972), or after both
separately (Vincent et al, 1974b), though the longer-term persistence of the
improvement is not yet established (Moss, 1973; Schwartz et al, 1975); others
have found no change (Dear, 1975; Curtiss et al, 1978); and in the case of Ratshin
et al (1971) the QT prolongation was increased after both right and then left
side blockade. In the present case, seemingly the first patient with the cardio-
auditory syndrome to be so treated, both left and then right side blockade
shortened the QT interval and normalised the TU complex (Figs. 6 and 7) but
unfortunately the patient died before the planned unilateral surgical stellate
ganglion ablation or functional destruction could be performed. The dramatic
response to stellate blockade — which waned as the ganglion recovered — was
more marked than with practolol therapy and, in the overall picture, at least as
well marked as with digitalis, and although no final decision had been reached on
which side to operate (the literature at the time was unhelpful in that Moss and
McDonald’s (1971) patient’s QT interval improvement after left stellectomy later
regressed and the patient of Ramon et al (1972), after right stellectomy, died
within six months despite an initial favourable response) it seemed the treatment
of choice. This finding further confirms the common pathogenesis in these two
QT prolongation syndromes.

Precordial “thump pacing” and “thump version”. Patients with QT prolong-
ation syndromes have self-terminating episodes of cardiac arrest (mainly VF)
which may be frequent. It is not known why any particular episode persists and
proves fatal while others spontaneously revert. It is clearly advisable to terminate
such an episode as an emergency procedure and with a minimum of trauma.
Pennington et al (1970) first showed that “precordial thumps” could revert
ventricular tacharrhythmia, as well as (more commonly) asystole, to sinus or AV
nodal rhythm by evoking a premature depolarisation of a re-entry pathway. If
necessary the procedure could be continued rhythmically as “thump pacing” and
is less traumatic than external cardiac massage. One of us (AAJA) terminated
several documented VF attacks in our patient by ‘“thump version”, the first
time in these syndromes that this has been described (Figs. 4 and 5).

Association with sudden unexpected death in infancy

The perinatal diagnosis of our patient allowed us to monitor his progress
over the first two years of life: this included the period (2-5 months) when sudden
unexpected death in infancy (“cot death”) is most frequent. Ever since an early
communication (Fraser and Froggatt, 1966) the possibility has been considered
that QT prolongation and related syndromes could comprise a significant propor-
tion of the “cot death” entity: sudden and unexpected (or unexplained) death
through cardiac arrest such as had been documented in these syndromes. Pioneer
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work by James (1968) indicated a basis for theorising enhanced dysrhythmic
potential mediated through certain physiological maturation processes in the
cardiac conduction system during the first year of life and which could lead to
lethal arrhythmias in normal hearts and, a fortiori, in a vulnerable myocardium
such as in the QT prolongation syndromes, and in 1973 Froggatt and James (1973)
developed the hypothesis fully. Since then it has attracted considerable attention
both critical and supportive (Valdes-Dapena, 1973; Valdes-Dapena et al, 1973;
Maron, et al, 1975; James, 1976; Froggatt, 1977), and Schwartz (1976) has even
speculated that cardiac adrenergic imbalance may play a role in sudden infant
death as it might do in producing QT prolongation. Crucial evidence on the
hypothesis is missing, or by its nature unobtainable: one finding which would
help is — do we observe, in the first year of life and particularly at 2-5 months
pari passu with the histomorphological changes in the conduction system first
described by James (1968), an increased incidence of potentially lethal cardiac
dysrhythmias? If these do not exist in the QT prolongation syndromes they are
unlikely to exist to any extent in infants generally. Until the present case no
such ECG monitoring of a QT prolongation child had been carried out.

The findings are equivocal. During the peak “cot death” age group (2-5
months) the only rhythm anomalies recorded were runs of self-terminating nodal
bradycardia and sporadic late cycle ventricular ectopics such as previously
reported in immature infants (e.g., Church et al, 1967) and which did not lead
to syncope. However, from the age of about five months attacks of VF occurred
any of which could have been fatal; and this is still well within the “cot death”
modal age of risk. The (seeming) immunity of the very young infant both to
“cot death” and, in the QT prolongation syndromes, to syncope bears further
investigation: one, no doubt of several common factors, is that cardiac sympath-
etic innervation normally does not reach full maturation until as late as six
months of age (Hirsch, 1970). Our results leave the status of the cardiac conduct-
ion hypothesis in “‘cot death” more or less as before.

SUMMARY

This article describes a case of the cardio-auditory syndrome (QT prolongation
and severe deafness), the first to be diagnosed in the perinatal period and kept
under surveillance and ECG monitoring over two years which included the “cot
death” modal age range (2-5 months). Attacks of ventricular fibrillation were
recorded and these were terminated by a precordial “thump”, the first time the
success of this measure has been documented in the (often self-limiting) episodes
of VF in this syndrome. Assessment was made of the efficacy of sodium diphen-
ylhydantoin, digitalis, practolol, isoprenaline, and unilateral stellate ganglion
blockade, and the authors conclude that in this patient digitalis or stellate gang-
lion blockade secemed the treatments of choice. Unfortunately the patient died
before unilateral stellectomy could be performed. The findings add further inform-
ation concerning the status of the cardiac conduction hypothesis in “cot death”.
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APPENDIX A

Many claims have been made for the efficacy of various cardio-active drugs
in the QT prolongation syndromes based on reduction in the number and severity
of the syncopal attacks and/or improvement in the ECG picture, viz shortening
of the QT interval and normalising of the TU complex. Both of these criteria
are difficult to assess, the former because of the rarity (in statistical terms) of the
syncopal attacks in most cases and the difficulty in adequate patient follow-up,
and the latter because of the marked variation in relevant ECG parameters from
time to time in the same patient which is a marked feature in these syndromes
(Fig. 3) and which is often associated with emotion e.g., fear at time of drug
administration, or physical state e.g., slezp. Furthermore, any improvement result-
ing from treatment is often undramatic — an added difficulty in assessment. In
this study we measured the effect, primarily on the length of the QT interval,
of digitalis, isoprenaline, practolol, and sodium diphenylhydantoin. Digitalis
clearly and consistently shortened the QT interval;, sodium diphenylhydantoin
and practolol appeared to do so also but to a minor degree; and oral isoprenaline
had no important effect. In the second instance, to judge whether any improve-
ment was attributable to the drug or to some extraneous factor (as above) we
proceeded as follows.

Ten consecutive sinus rhythm complexes from ECG tracings at five different
times before therapy (50 readings in all) yielded measurements which were used
to establish reliable averages, and estimates of within-subject and between-com-
plex variation, for the subject’s QT and RR intervals. With practolol, 10 mg tid
was administered orally and ten consecutive sinus rhythm complexes measured
every six hours for 24 hours and then (at 10 mg gid) every six hours for four
days. Regression and covariance analyses show a significant (P<0.001) shortening
of the (prolonged) QT interval, independent of heart rate (RR interval) in its
linear and quadratic form, compared to the pre-therapy level and unaffected
by whether the subjzct was asleep or awake. Maximum improvement was from
the third day. In absolute terms the improvement was modest but perhaps
important though any benefit should be set against the other known effects of
beta-adrenergic blocking which may a priori have a dysrhythmic potential in
these patients, e.g., slower heart rate less responsive to adrenergic stimuli. With
sodium diphenylhydantoin, a single bolus of 36 mg was administered intraven-
ous'y with the subject sedated and again ten consecutive sinus rhythm complexes
measured this time every 90 seconds for 15 minutes. Regression and covariance
analyses as before again show a true shortening of the QT interval though more
modest (P<0.01) than with practolol. The maximum effect was nine minutes
after drug administration.

The independent effect of sleep — as a binary factor ‘asleep”/“awake” —
was tested because of its importance as a risk factor in “cot death”, its role in
further prolonging the QT interval in one other case described in Froggatt and
James (1973), and its dysrhythmic role in other analogous conditions (Johanssen
and Jorming, 1972; Wellens et al, 1972). Similar analyses as above with 22 time-
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points two hours apart (10 sleep; 12 awake) showed no significant difference in
QT interval length ascribable to being “‘asleep” or “awake”.

The multi-factor analyses used in the above do not easily permit meaningful
absolute measurements of pre- and post-drug QT intervals to be given. Complete
results are available on request to one of us (P.F.).

APPENDIX B

Prolongation of the QT interval is clearly the crucial diagnostic discriminant
in the QT prolongation syndromes: its accurate measurement and comparison
with “normal” values are therefore important. In this paper the QT interval
is measured from the start of the Q wave to the final return of the T wave to
the isoelectric line, the average of at least five consecutive complexes being taken.
This is designated QT, for the subject examined.

The length of QT varies with heart rate curvilinearly (rather than linearly)
and in children this relationship varies with age and sex. To establish an approp-
riate “expected” value for QT (QT.) i.e., the value QT would ‘expect” to take
in a normal person for a particular heart rate and given age and sex, to compare
with QT,, it is necessary to standardise for these variables. Extensive studies
by Fraser et al (1964b) established appropriate population regression equations,
the one used here being

QT.=0.132+0.388 (RR)—0.157 (RR?)+0.0017 (age)

where RR is the length of the cardiac cycle of the subject in seconds,
RR2? is its square,
age is the age of the subject in years.

Comparison of QT. with QT, will establish the degree of QT, prolongation if
any.

Fraser et al (1964b) also showed that normal theory was applicable and that
the standard error (S.E.) of QT, was 0.02 seconds. This means that the extent of
QT, prolongation can be expressed in conventional probability terms i.e., where
(approximately)

(QT,—QT.)>0.04 secs, then P<0.05
. >0.05 secs, then P<0.01

» >0.06 secs, then P<0.001
In the case presented in this paper the degree of prolongation of QT in the
untreated patient is extreme (e.g., Figs. 1 and 2) and requires no sophisticated

statistics: the importance of accurate assessment is in judging the effect of
therapy.
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THE HEALING SERPENT — THE SNAKE IN
MEDICAL ICONOGRAPHY

by
CHRISTOPHER LAWRENCE

Medical Historian to the Wellcome Museum
THE SIR THOMAS AND LADY DIXON MEMORIAL LECTURE

The world’s great age begins anew
The golden year’s return

The earth does like a snake renew
Her winter weeds outworn.

When Shelley invoked the snake symbolically in this fashion he was hardly
doing anything new. The snake’s association with death, rebirth and the cycle of
nature is practically universal. For the ancient Egyptians the snake was the life
of the earth, and there are texts from as early as 2300 B.C. referring to the
Quroborus or tail eating serpent, the symbol of the cyclical nature of the cosmos.
In Egyptian medicine we clearly find the snake’s most important attribute — its
dualistic nature — the snake that kills is the snake that cures. The Egyptian
snake Goddess Meresger could inflict disease on those who ofiended her yet
was invoked to protect against snake bites. Snake amulets in turn could protect
against disease. In the very ancient papyrus Ebers the fat of the black snake
is found as a part of the materia medica.

The Asklepian symbol of the entwined rod and serpent docs not, as far as I
know, occur in Egypt before the Alexandrian period. However, it does in Meso-
potamia. The libation cup of King Gudea of Lagash, made of steatite and dating
from about 2000 B.C., shows the great serpent god Ningishizda as two snakes
coiled round an aixial rod. The epic Gilgamesh indicates its significance.
Gilgamesh, an early legendary ruler of Uruk dived to the bottom of the primaeval
sea in search of the herb that bestowed eternal life. On his return he stopped to
bathe. Meanwhile a cunning serpent stole the herb and, by casting off its skin,
came into possession of eternal life. Man on the other hand was condemned to
sickness and death. From then on the serpent was invoked as protector against
disease. The myth of rejuvenation and its symbolic association with the snake’s
ability to shed its skin was almost ubiquitous in the ancient world.

In ancient Greece the serpent appears in multiple roles, nearly always
associated with divinity and symbolizing fertility and death. Examples easily
come to mind: Medusa the snake-haired gorgon, the serpent that guards the
golden apples of Hesperides, the Apollonian python, the death of Laocoon
and the struggles of the infant Hercules. In the mysteries of Dionysus the women
ran frenzied through the streets with snakes in their hair, and perhaps most
important, the snake was an attribute of the earth, personified in Demeter, the

earth-mother.
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The most famous Greek healing snake is, of course, the one associated with
Asklepios the God of Medicine. Around 500 B.C. he was a little known Thessa-
lonian deity; by 400 B.C. he had become the pan-Hellenic God of Healing. The
first mention of Asklepios is in the Iliad, he is mortal, a local chieftain; Homer
calls him ‘blameless physician’. He has two sons, Machaon who cures the Greeks
of their wounds and later becomes the father of surgery, and Podalarius who
becomes the patron of dietary medicine.

How this obscure character became deified and later universally acclaimed
the god of medicine is a source of some contention. Whatever the reason, by
the fifth century, shrines dedicated to him appear all over Greece. The most
famous at Epidaurus. Fortunately there is a superb account of the buildings and
ritual of Epidaurus; for Pausanias visited it in the second century A.D. when it
was still flourishing. At the centre was the temple in which stood a statue of the
god in ivory and gold made by Thrasymedes.There is still a ramp visible at the
site of the temple for the bed-ridden to be wheeled in. The temple was surrounded
by other buildings, gymnasia, baths and a stadium, and most important of all
the abaton or incubation hall.

The temples of Asklepios were essentially sites of miraculous healing. The
sick, if they were fortunate, were visited in dreams by the divine physician,
often as a serpent, and either immediately cured or instructed how to receive a
cure. In cases of successful cure, and there were many recorded, grateful
patients left votive offerings, many of which represented their diseases. Incuba-
tion, or temple sleep, was not original to the Greeks, they probably imported it
from Egypt. It was certainly practised in Mesopotamia, for when Alexander the
Great fell sick at Babylon his generals slept for him in the temple of Marduk.
Dreams were closcly associated with the earth or chthonic deities and con-
sequently were associated with healing, for it is the earth which produces curative
herbs.

There are other important centres at Athens, Cos, the home of Hippocrates,
Eleusis, and Pergamon the birthplace of Galen. Galen, the most rational of
physicians, tells us how he himself was cured by a visitation. He talks of

“The ancestral God Asklepios, of who I declare myself to be a
servant since he saved me when I had the deadly condition of
abcess.’

Rational and religious cures were quite at home together in the Greek world.

In 295 B.C. Asklepios came to Rome from Epidaurus after the Roman citizens
sought his aid during the visitation of a devastating plague. He came in the form
of a serpent and rested at the Tiber island where an Asclepion was built. The
rod and serpent are still visible. Asklepios became one of the most revered of
Roman deities and for a while was an important rival to Christianity.

It is of course the serpent which is his constant companion and indeed can
stand in place of him. The snake is almost certainly identifiable as Elaphe
longissima. Besides its association with divinity the snake appcars in Classical
medicine in a much more material fashion. In the Hippocratic corpus snake in
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wine, taken orally, is recommended for retained placenta, serpent grease is incor-
porated in a pessary for infertility and viper’s broth is recommended for skin
disease. Celsus, the Latin writer, prescribes snake for scrophula, and Dioscorides,
the compiler of the greatest pharmacopoeia of antiquity, recommends serpents
for quick eyesight and grief of nerves.

The most renowned snake therapy of the Ancient World was the substance
known as theriac. Before pursuing this, however, it is necessary to turn to the
most famous snake of all, the serpent in the Garden. Fortunately, there is no
need to pursue the complex iconology surrounding this event except to note
that it presents the dark side of the serpent. With the expulsion of Adam and
Eve from the Garden came disease and death. But this was not the last appear-
ance of the snake in the Bible and the next time it appears in its healing role.
When the Israclites were wandering in the desert complaining of their miserable
food God visited fiery serpents upon them and many died. When the people
repented, at the Lord’s command Moses set up a serpent of brass on a pole.
Those who had been bitten looked on the serpent and were healed. In the
Middle Ages the brazen serpent became a powerful symbol of healing and
during severe epidemics of plague Thalers were struck depicting the serpent.

The brazen serpent was, of course, a prefiguration of the crucifixion and in
this sense Christ and the healing serpent are one. As Augustine says ‘What is
the serpent lifted up? The death of the Lord on the cross’. Christ was, of course,
the divine healer and his identification with the serpent was frequently made.
The Ophites, the early Christian heretical sect, worshipped Christ in the form
of a snake.

At this point it is possible to turn back to the panacea of the ancient world —
theriac. Mithridates the VI, who came to the throne of Pontus in 111 B.C.,
lived in constant fear of being poisoned. To thwart any such attempt he con-
cocted an antidote; so effective was this, however, that when he finally desired
death by suicide he had to ask his servant to slay him, self-poisoning being of
no avail. The antidote or mithridate came into the hands of Nero whose court
physician Andromachus improved on the fifty-four existing ingredients and
arrived at a new total of seventy-four. The remedy was extolled by Galen, which
was perhaps sufficient to ensure its subsequent success. It became one of the
most sought after drugs in Medieval and Renaissance Europe. For various com-
mercial and geographical reasons Venice became the centre of the theriac trade
and indeed they ran their own serpent farms, breeding the particular species of
viper required. Serpents are frequently found figured on theriac jars. The
remedy had a long life but gradually came under fire in the late seventeenth
and eighteenth century during the revolt from Galenism and polypharmacy.

More significant, however, is that theriac, the panacea, became a symbol of
the supreme remedy, Christ himself. Schouten (1967) describes a small panel by
Van-Eyck dated 1442. It shows St. Jerome in his study; in the corner is a theriac
jar with an apple on the lid. The meaning is clear. The apple in Christian art
symbolises the fall, brought about by the serpent. Theriac, the serpent’s flesh,
the symbol of Christ the healer, represents redemption. The dualistic nature of
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the serpent could hardly be more apparent. It was the fall initiated by the
snake that brought disease into the world. Grunewald’s picture of the tresspassing
lovers covered with snakes brings out all too clearly the motifs of the serpent,
the fall, sin, disease, and punishment.

If then Christ became the healer for the Middle Ages and Renaissance, what
became of the healing God Asklepios? The cult of Asklepios reached its zenith
in the second century A.D. and presented a serious contender to Christianity,
for in one aspect at least, Asklepios presented the same message as Christ. The
God came under heavy fire in the patristic literature and, though temporarily
revived by Julian the Apostate, he eventually went underground. Many pagan
gods never truly disappeared but were subsumed under Christian saints in the
same way that amulets and talismen lived on as saintly relics possessing healing
power. Asklepios was certainly subsumed in part under Christ himself though
he was also strongly linked to the two Christian patron saints of medicine,
Cosmas and Damian. In many accounts these saints were reported to heal the
sick by appearing to them in their dreams. The connection with Asklepian
incubation is clear. Perhaps the most famous miracle is the one frequently
depicted in which the two saintly physicians exchange the healthy leg of a
dead Moor for the diseased leg of a priest.

If Asklepios assumed another form during the Middle Ages, the snake
retained all its pristine healing power and this was transmitted through scholastic
and popular culture. For instance Avicenna the Arabic physician whose Canon
was the major medical text of the Middle Ages, recommended snake for leprosy.
Snake remedies were ubiquitous in the orthodox medicine of the Middle Ages.
In the Renaissance snake preparations were much sought after as promoters
of rejuvenation and beauty treatments.

Not only did snakes heal, they still retained their malevolent power. Topsell
in his Historie of Serpents of 1608 records that in mid-sixteenth century Hungary
‘many serpents and lizards bred in the bodies of men’ and caused about 3,000
deaths. With the birth of the new experimental science in the seventeenth
century, the serpent lost none of its healing power. Its traditional qualities were
soon redescribed in the new language of chemistry. Charas (1673) subjected the
viper to innumerable experimental investigations and concluded they were
valuable remedies for itch, erysipelas, measles, smallpox, leprosy and were a
valuable adjunct to the production of a beautiful skin.

His most interesting section is that on theriac. The initial remarks are
sceptical of that famous remedy, not however that he doubts the wondrous
efficacy of viper, it is because he considers that in preparation the essential salts
were lost. A careful method was necessary to produce the quintessential volatile
salt. The snake’s healing power had survived revolutions of theory before and
it was not to be eclipsed by something so trivial as experimental investigation.
The snake was more than just an ingredient of medicine however, it has always
been a powerful symbol of healing itself.

137



At the time of the Roman Empire there was a central Italian tribe know as the
Marsians, famous for their knowledge of snakes. Galen himself tells us how he
ventured into the hills to learn from them. Their tradition still lives on at
Cocullo in the Abruzzi mountains. Here the shrine of the tenth century Saint
Domenico of Foligno, famous for its healing cures, has an annual serpent
festival on the first Thursday in May. The term Marsians in the Ancient World
came to mean anyone with power to handle snakes for as Firmicus, the fourth
century astronomer says:

‘In the first degrees of Capricorn rises the snake handler. Those
born when this constellation runs will be Marsians who charm
poisonous snakes by sleeping spells or charmed herbs’.

The constellation Ophiucus or the serpent-handler was also called Asklepios
in the Ancient and the Medieval world. Snake-handlers then were more than
just charmers and sellers of poisons and antidotes, they were also the public
vendors of drugs and remedies. The handler of snakes in the market place was
the quack, the mountebank and the medicine seller. An illustration in a
fifteenth century manuscript, The Dresden Galen, shows an itinerant medicine
vendor at work, with his accompanying snakes.

The association did not only exist in the popular arena, for the symbolism
was the same in high renaissance culture. When Duke Federigo Gonzaga of
Mantua decorated he Palazzo del Te with astrological symbols, he chose to
illustrate the quotation from Firmicus in the same manner. The tradition did
not die with the birth of the modern world. There are engravings from the
nineteenth century showing quacks with snakes as their symbol.

I have discussed so far the single snake of Asklepios as the symbol of medicine.
But also familiar is the double snake as the symbol of healing. This
is the caduceus of Mercury. Hermes was the messenger of the gods and the
guide of departed souls. In antiquity the caduceus was the symbol of the
messenger and it ensured him unmolested passage. I know of one possible example
of its association with medicine in antiquity, that described by Hast (1972).
This is an oculists stamp from the third century A.D. On the top surface are
said to be four lightly scratched caducei joined at the centre to form a cross.
The origin of this lone association is a mystery but it may arise from the fact
that Homer describes the caduceus as being able to charm the eyes of men.

The next time the caduceus is found as a symbol of medicine is in the
sixteenth century. In England the caduceus was used by Sir William Butts,
physician to Henry VIII and by John Caius who presented the Royal College
of Physicians with a caduceus in 1556. In the Philadelphia Museum is a
picture described as a portrait of an elderly physician, a copy after an original
of 1500-1510. He is shown holding a caduceus (Szancer and Szancer 1971).
If this is so it is the earliest post-classical example existing. However, it is pos-
sible that the man has been identified as a physician because he is holding a
caduceus, he could equally well be a hermetic philosopher. ' ’
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It is hard to fault Schouten’s explanation for the association in the Renaissance
of the caduceus and medicine. The transfer was almost certainly made by way
of alchemy. The Egyptian God Thoth, the giver of wisdom, was identified by
the Greeks with Hermes. In the first centuries after Christ a large alchemical
and astrological literature developed under the name of Hermes Trimegistus.
The Renaissance accepted Hermes as a real person of great antiquity and the
source of profound knowledge. One of the texts in the Hermetic corpus is
known as the Asklepios and the knowledge in it is imparted by Hermes to
Asklepios as master to pupil. Renaissance philosophers knew their symbols and
it is hardly likely they confused the caduceus and the rod and staff of Asklepios.
Rather the caduceus of Mercury the symbol of transmuting power, was
adopted by the physicians who practised alchemy. Whatever the true reason
the caduceus soon became a medical symbol. It can be found on the frontispiece
of medical texts, pharmacopoeias, perhaps in its most famous form as the official
insignia of the U.S. Army Medical Department.

I have briefly reviewed a mere fraction of the many manifestations in medicine
of this remarkab'e beast and have confined myself largely to FEuropean
culture, neither have I madz mention of the snake’s association with medicine in
primitive societies. I want, however, to finish with an example from current
anthropology for it permits me to speculate a little on what is clearly the recurrent
feature of serpent symbolism — its dualistic character — the rich imagery of
health and disease, life and death always associated with it.

Animals, it has been suggested, are a primordial metaphor through which
men came to define their own humanity. In all cosmologies there is an explicit
assumption of order in the universe. It is this after all that allows man to
demarcate himself from animals. In primitive cosmologies the classification of
animals parallels the divisions of society. Among the Nuer people, animals,
like men are organized on the lines of descent groups. Among the Benin peoples
animals are classified by the domains they occupy, and this in turn is an
invocation of the natural order to sanction the maintenance of social station.
There are animals of the sky, land, day and night, just as there are kings,
warriors and magicians. Each knows his place.

There are some animals, however, that nearly always fall in the cracks, for
they are neither one thing nor the other. It is always at the boundary lines too,
that there exist the greatest dangers and the most powerful natural forces. These
are the areas of greatest avoidance and ritual (witness the forces, now but a
parody, that are unleashed at the transitional time of Halloween). For the
unwary they are fatal areas. Yet in all societies certain individuals can master
and control these forces and use them for good or evil. The animals which dwell
at these intersticial areas are likely to be powerful symbols of the most profound
natural forces. By its very nature the snake is an animal that is potentially
anomalous in any classification system. It is, after all, a creature that lives on
land yet has no legs, that swims in the water yet has no fins, that dwells in trees
but has no wings. It is an abomination, in the categories of Leviticus, ‘a swarming
thing’. Among the Benin peoples the snake holds such an anomalous position.
In Benin society only two categories of people can harness the most powerful
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natural forces there are, the witch and the divine healer. Like the snake in
nature, these individuals in society fall outside the normal social groupings. The
one however, can control the boundary forces for the production of evil, the
inflicting of disease, the other for good, for healing. I use the example of the
Benin for one symbol of the medicine man is his staff and on it is entwined
the most powerful and dangerous of all animals, the snake (Ben-Amos 1976).

The association of the snake and medicine, with the life and death, good and
evil is thus no accident. It stands as a natural symbol of the most powerful
forces in the cosmos. For us who live in a universe where animals are classified
by evolutionary descent the snake no longer holds this ambiguous position, the
symbol has become a badge. There is no reason, though, why we should not
recast its old meaning in modern terms, for we are all very much aware that
medicine today stands guard over some of the most powerful forces ever dis-
covered by men and these too have the capacity for evil as well as good.
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DISEASE IS GOOD FOR YOU

by
IAN FRASER

We have all been conditioned over the years by every form of audiovisual aid
to believe that Guinness is good for you, and indeed we see an extensive field
trial of this beverage being carried out daily by many of our friends, and so it
may seem somewhat of a paradox to find a paper entitled ‘Disease is Good for
You’. I, however, would like to support the unorthodox idea and show that some
diseases that afflict mankind can be beneficial. I shall endeavour, for example,
to show that the world was a more exciting place with more originality when
the bacillus of tuberculosis and the spirochaete of syphilis were given free range.
We must ask ourselves if the easy and rapid and effective treatment of tuber-
culosis and syphilis, which in the case of the latter disecase has prevented that
late, interesting and stimulating complication known as general paralysis of the
insane (G.P.I.), has made the world a less exciting place in which to live. Is
the absence of these diseases the cause of so much mediocrity among artists,
politicians, and leaders in business and society? They no longer display the flair
and originality they used to have. They are a pedestrian group playing for safety
rather than success.

Perhaps my title is too broad. Certain diseases must be excluded — the incurable
diseases, the painful ones, the debilitating ones, all of which make a man an
introvert rather than outward looking. In this connection I must mention an
occasion when some years ago I was talking to Sir Stanford Cade — London’s
leading cancer expert at that time. He produced from his pocket photographs of
two politicians who had come under his care. One of these he pointed out to me
was a British Prime Minister of Ulster descent, who, he said, although involved
in major political problems probably had as his main personal worry and anxiety
whether he would be able to swallow his own saliva; it will be remembered that
Bonar Law at that time was suffering from a cancer of the throat. The other
picture was that of Neville Chamberlain holding a famous piece of paper in his
hand with a promise of ‘peace in our time’, and yet, said Cade, Chamberlain was
probably more worried as to whether his colostomy would suddenly act at the
wrong moment. Cade had operated on him not long before for a cancer of the
rectum. Anthony Eden never knew when his cholangitis with high fever would
confine him to bed just at a critical moment when he was faced with an important
international decision.

A book has just reccntly been published in Switzerland describing in detail
the ill health of many of the great world leaders — e.g., Stalin, Hitler and
Mussolini: there are many similar examples and there will always be the
problem of when one’s health and one’s ability to do the job come into conflict.
Who is to tell the doctor, for example, when he is no longer capable? The
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decision cannot be left to the individual but to the clear impartial judgement of
friends, In politics and in medicine more than in any other walk of life is there the
necessity of mens sana in corpore sano.

Every man has two separate parts in his make up, one is the artistic side and
the other the scientific, mathematical, computer side. It is the artistic side only
that can be involved and stimulated by tuberculosis and syphilis. We cannot see
the computer being involved or affected by either. In the extensive literature on
the subject we find few bank directors, business tycoons, atom splitters, or pro-
fessors of mathematics mentioned as having gained anything from these diseases.
In medicine the skill of diagnosis and the care and treatment of the sick patient
are a combiination of art and science. The average doctor is vain enough to
think he has in his own make up these two ingredients in the right proportion.

TUBERCULOSIS AND GENIUS

Moorman (1939) gave a long list of people, mostly writers, poets, musicians,
sculptors and painters (Appendix 1) to support the views expressed in such
quotations as ‘The best recipe for producing the highest type of creative mind is
an initial spark of genius plus tuberculosis’, or ‘The decline in tuberculosis
coincides with the decline in creative writing’ or ‘By way of compensation for
good health we may have to forego the pleasure of certain cultural joys’.
Ebstein (1932), too, maintained that tuberculosis does not cause genius but may
fan into flames a dormant spark.

Moorman suggested that we all have a dual personality. One part is conven-
tional and restricted by established habits and customs; the other part, which,
although held in check, can with the right stimulus be released to show the
person’s real ego. The stimulus may be alcohol, tuberculosis, or syphilis. He
described in detail the lives of R. L. Stevenson, Schiller, Voltaire, Moliére,
Shelley, Keats, St. Francis of Assisi, Marie Bashkirsteff (The Russian child
Prodigy), Katherine Mansfield (The New Zealand novelist), and of Francis
Thompsoﬁ, of Preston, who wrote ‘The Hound of Heaven’ said by some to be
the greatgst ode in the English language. He was able to list 80 others all of
whom added much to the artistic side of British culture. In his book on much
the same subject Ebstein (1932) went far back into history ending up with
Klabund in 1928. He gives short notes of each of his 133 cases and covers a vast
field — Russia, Germany, France, including such well known names as Chopin,
Paul Ehrlich, Goethe, Gorski, Laénnec, Rousseau, Schiller, Attila (King of the
Huns), Fontaine (of the fables), Goldsmith, Washington Irving, D. H. Lawrence,
Rudolf Wagner and many others. Both of these books were published before
1945, and before tuberculosis started to disappear. Penicillin, a forerunner of
streptomycin, had just been introduced a few years earlier.

It was said of Tom Hood that as his health declined from tuberculosis his
poetical fire seemed to burn more brightly. ‘The Song of the Shirt’ came from
a man on his death bed. Chopin created his greatest masterpieces when his
tuberculosis was most active. Aubrey Beardsley knew he was doomed and so
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with feverish energy he tried to put a lifetime into each twelve months. Keats
obviously felt that time was running uot when he wrote — ‘When I have fears
that I may cease to be before my pen has gleaned my teeming brain’. He clearly
hoped to have time to put on paper all the ideas that were filling his brain at
the moment. The idea of haste is often mentioned but the work that actually
has been produced rarely shows any signs of rush or hurry.

When Ernest Henley wrote in ‘Invictus’

It matters not how strait the Gate

How charged with punishment the scroll
I am the master of my fate

I am the captain of my soul.

he had had one leg amputated because of tuberculosis and his lungs were now
affected. With the spread of the disease to his other leg he went to Edinburgh
on crutches to see Sir Joseph Lister who was ushering in the dawn of antiseptic
surgery with his carbolic acid treatment. Fortunately after two years in hospital
he was discharged a relatively fit man. During this time he wrote his well known
poem ‘In Hospital’ and also made close contact with another consumptive Robert
Louis Stevenson. Stevenson was able to produce many works of literary genius
which still delight us, right up to the moment when he finally succumbed to the
disease in Samoa. Elizabeth Barrett Browning was long confined to bed with
tuberculosis of the spine, and yet was able to share one of the most romantic
marriages of all time. Her husband Robert once said of her ‘She has a soul of
fire in a shell of pearl’, and later when she was dying of tuberculosis he wrote
‘As the disease advances it gives its victims ever increasing beauty; passion is
increased; desire more elegant; and finally a wonderful happiness, an ecstasy of
hope and confidence — all will be well soon — and then the brief candle is blown
out’. Elizabeth Barrett Browning wrote one of her own poems to George Sand
whom she greatly admired, and it was the latter who nursed that master of
music Frederick Chopin until his death at the early age of 39.

In a useful paper on Chekov and his chronic tuberculosis the late Dr. Brice
Clarke of Belfast gives the interesting history of the life of this Russian doctor
and writer who, when he coughed up some blood for the first time exclaimed
‘this is the visiting card of tuberculosis’. He survived it for many years. He was
at his very lowest ebb when he wrote ‘The Cherry Orchard’, but when this play
was produced for the first time in the theatre in 1904 he himself appeared on
the stage and received a tremendous ovation. H= died a few months later.

The Bronté family present a gocd example of eccentricity and of disease and
genius. They were riddled with tuberculosis. Although their father coughed on
with his ‘chronic bronchitis’ until the age of 84; Anne died at the age of 29,
Emily at 30, and Charlotte at 39. The two last named displayed great literary
talent. Their brother Branwell too was tuberculous and whilst having no literary
ability whatsoever, was a painter of some merit.

Bochaelli (1960) showed that doctors suffering from tuberculosis have them-
selves been pioneers in advances in the treatment of the disease. In this context
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he mentioned the work of Dett Weller, Paul Ehrlich, Koch, Karl Turban, Parrot
and Cornet. One can trace all the advances prior to the discovery of specific
chemotherapy in their published papers. Turbidn was the first to perform a
thoracoplasty by rib resection. Tuberculin was discovered by Koch and self
administered when he discovered that he himself had tuberculosis. Laénnec is
always remembered as the inventor of the stethoscope but he himself died very
early from tuberculosis.

OTHER CAUSES OF GENIUS

Other causes of genius have been advanced. My friend Sir George Pickering,
until recently Regius Professor Medicine at Oxford, wrote ‘Creative Malady’ a
book which I greatly enjoyed because I disagreed with most of it. He tried to
establish that often genius has resulted from the presence of psychoneurosis —
and it was this that created the urge to do something. He analysed the life and
life cycle of several well known people — Charles Darwin, Florence Nightingale,
Mary Baker Eddy, Sigmund Freud, Marcel Proust and Elizabeth Barrett Brown-
ing. He maintained that illness may be an evil episode but occasionally it can
be of benefit not only to the victim but to society. The psychoneurotic is able
to escape into privacy; in fact he himself was forced to go to bed on account
of a pain in his hips caused by advanced osteoarthritis. He thus had time for
thought, reflection, and writing. Now since he has had a successful hip joint
replacement and is free from pain he has lost the excuse for solitude. He pointed
out what we all know, that creative works usually appear unsought in periods
of leisure. Newton was in his garden when the apple fell; Archimedes was in
his bath. Poincaré was just putting his foot on a bus, and Darwin was in his
carriage and in fact could remember the very spot on the road where he suddenly
discovered with great joy his solution to the problem of evolution, even though
it took him another twenty years to complete his work on the subject. These
and many other discoveries, the result of so called serenpidity, all appeared when
the mind was at rest.

The mind like the heart has two phases, a systole and a diastole. When at
work it is cut off from thought but when it is at rest the big ideas appear. How
many of us at school were unable to answer the examination paper at the critical
moment but saw all the answers clearly when in our bath or going to bed? An
alternative to illness for some people was prison, where Bunyan, Bertrand
Russell and others did such valuable work. Some like Milton found peace in
blindness. Pickering in his list of psychoneurotics includes Mary Baker Eddy,
the founder of Christian Science. When she died in 1910 she was one of the
richest women of the day, and yet for years had had to be carried up and down
stairs. At the end she was a frail elderly old woman pursued by terrors of
persecution. She survived, however, three husbands, and died at the age of 89.
So psychoneurosis has obviously something to be said in its favour. Sigmund
Freud developed the idea and technique of psycho-analysis in 1892; he tried to
oversimplify the problem in relating nearly everything to sex and the oedipus
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complex. He said on one occasion — ‘I cannot be industrious when I am in good
health. On the contrary I need a certain degree of discomfort that I want to
get rid of’. To him mens sana in corpore sano did not make sense. He died at
the age of 83 in 1939. It is interesting to see how long these psychoneurotics can
live enjoying their ill health. Although some of them have been described as
men of genius Keats was probably more correct in describing them as ‘men of
achievement’. Pickering suggested the name of ‘creative malady’ for a disease
with a useful end-product or at least a by-product.

W. R. Bett wrote a book in 1952 which he called ‘The Infirmities of Genius’
and differed from Pickering who had at least tried to find in psychoneuroses a
common denominator. Bett, on the other hand, in giving the detailed life history
of fifteen people, found a different disecase in each. These people all suffered, as
the general public does, from a mixed bag of diseases so that we can find no
common bond linking them together. Two of his cases, however, were relevant
to my way of thinking; one was John Keats, who had tuberculosis and syphilis;
and the other was Charles Baudelaire, who openly admitted that his syphillis
was the cause of his driving force.

Recently I received an article from Dr. Rentchnick in Geneva called ‘Les
Ophelins Menent Le Monde’ — which could be loosely translated ‘if you want
to get to the top it is best to be an orphan’. Rentchnick, it would appear, follow-
ing the death of Monsieur Pompidou, decided to look into the family and personal
history of some 350 people who had reached the top especially in the field of
politics, army, arts and law. It is interesting and amusing reading, but when
he brings in the kings and queens one must disagree. They reached their positions
in no way through their own efferts ‘Some are born great, some achieve greatness,
etc.’. T am afraid Oscar Wilde also would have disagreed with this. He said ‘For
anyone to lose one parent may be regarded as a misfortune, but to lose both
looks like carelessness’.

SYPHILIS AND GENIUS

Any one doctor over his entire professional life sees very few cases of general
paralysis of the insane (GPI) and will in the years to come see still fewer. This
interesting disease with its grandiose delusions can at times have been the stimulus
for certain ideas that would not have been thought of otherwise, and in the
list of names that follow in Appendix 2. I feel that there is a definite relation-
ship between their achievements and the disease. The productive period of the
disease is a short one before the inevitable final in insanity. As Thomas Osbert
Mordaunt puts it ‘One crowded hour of glorious life is worth an age without a
name’.

I remember one personal case very vividly. I was doing one of my few — alas
too few — locums in general practice. This was in Co. Londonderry. I was called
out to see a well-to-do farmer who had been for a time after leaving school a
student in Edinburgh University before coming home to take over his father’s
quite extensive estate. It was while he was a student that he had made contact
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with the spirochaete. He was happily married, and on the day before I saw
him he had told his wife that he was going to the local fair to buy some 20-30
cattle. Some hours later she was somewhat disturbed when she saw some 300
head of cattle being driven into the yard, and when he returned in the evening
he told her that this was just the beginning and he hoped to have 2,000 or 3,000
more tomorrow. The onset of his grandiose delusions had been very rapid — he
was in & Belfast nursing home next day, and in Purdysburn Hospital a few days
later. The suddenness of this is well exemplified in another case often quoted
by Sir William Thomson (Professor W.W.D.) — that of a well known high court
judge — a man of fastidious tastes and immaculate manners — who, while hearing
an important case in the High Court, had a sudden desire to pass his water. He
proceeded to do this in a crowded court in full view of all concerned — and he
was rapidly replaced in his post. Many people of my vintage in Belfast have in
their homes paintings by an artist who turned out a great number of attractive
oil paintings now much sought after. He had a short very productive very exciting
spell during the stimulating period of his GPI before finally he died in the mental

asylum.

When I was a student in London I remember a well known and brilliant ENT
surgeon, who had been getting more and more eccentric and irrational, com-
mitting the final act which put him in the asylum. He was performing a mastoid
operation and the ear flap kept falling back over his operation wound; after
this had happened four or five times he could stand it no longer and cut the ear
off. It is always said that Germany’s chief thoracic surgeon had GPI and that
towards the end of his life when a blood vessel began to spurt he used to try
to catch the stream in mid air with his forceps rather than stop the bleeding
point on the artery itself. On a more positive side, perhaps, is Cecil Rhodes,
who it is alleged would never have had the magnificent conception of the Cape
to Cairo Railway or the imagination to create Rhodesia without the help of the
spirochaete.

GPI came as a rule some twenty years after the original infection: its victims
were in the prime of life, often in responsible positions and often of high
intelligence; sadly the end was a degrading one for such men. At first they were
figures of fun with their delusions of grandeur and unpredictable impulses of
behaviour, ending sadly, as one man put it ‘As gibbering idiots awaiting a death
of humiliation’. It must be remembered that GPI was a scourge in Victorian
and Edwardian society and deaths from it ran into thousands each year. Wagner-
Jauregg, later Wagner Von-Jauregg, in 1927 was awarded a Nobel prize for his
original work on its treatment with malaria. This treatment was slow in being
accepted as indeed was penicillin which replaced it. I suppose it is sad to think
that in 1943 with the discovery of penicillin, this exhilarating disease was killed
for ever. I am afraid I did not think of this when I was carrying out the pioneer
trials in Sicily of research into the drug. Syphilis will go on, naturally, as long
as man exists, but no longer will it show the late complications, since the disease
can so easily be wiped out in its early stages. Have our doctors reduced the
power of creativity and originality among the artists to the level of circles,
squares, dots and blobs?
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Dickson Wright in 1971 wrote a very good article on ‘Venereal Disease and
the Great’ with a vast number of references. Discussing the church he points
out that Cardinal Wolsey, and also three Popes, had been infected — no one is
left unscathed, and this article has just a touch of pornography as one would
expect from Dickson Wright. Regrettably, from our point of view, he does not
separate gonorrhoea from syphilis, for I consider the former to have been an
unproductive disease, doing neither patient nor his country any good whatso-
ever — no fringe benefits. It is said that Lord Cardigan was in considerable dis-
comfort with his infection, which made him ride with less than his usual dash
when he led the Light Brigade at Balaclava. Perhaps leading his men from behind
may, in fact, have saved his life.

Syphilis has influenced the life and work of many well-known literary per-
sonalities. Daudet who, although he was also addicted to cocaine, and morphia,
finally died from GPI. George Meredith also had GPI but struggled on to a
ripe old age, going about in his bath chair drawn by his famous donkey ‘Picnic’.
Guy de Maupassant, described by some as ‘a man of unbridled appetite’ died
of GPI at the age of 43, having stimulated many others to follow his example.
Moliére for the last eight years of his life was a chronic invalid from syphilis.
He hated doctors and they hated him, but they got their own back on him, as he
died in the theatre during the fourth performance of his famous play ‘Le Malade
Imaginaire’ — a satire on doctors — when his syphilitic aneurysm ruptured.
Heinrich Heine left Germany to live in Paris, where he changed from the Jewish
religion and where he got his syphilis: he died at the age of 57 but had been
bedridden for the last eight years of his life and was nursed through them all
by his devoted mistress. He is said to have produced the most beautiful poems
ever written in the German language. Oscar Wilde got his syphilis from a lady
known as ‘Old Jess’ — said to be the only working harlot in Oxford when he was
there: to her he dedicated a poem, which was very kind of him. He was dis-
gusted with the mercurial treatment as it spoiled, he said, his nice teeth.
Whether the cerebral abscess from which he died in Paris can be attributed to
his syphilis or to the fall he had had in Reading Goal has never been solved.

Baudelaire was not only a syphilitic but an opium eater as well, and his most
brilliant works were done under the influence both of the drug and the infectjon.
It is often suggested that Dean Swift had cerebral syphilis to which his poen to
Celia refers. In a play in London last year called ‘Yahoo’ it was openly stated
that Gulliver’s Travels could only have been conceived by a man with all the
grandiose delusions of general paralysis of the insane. In the world of music
Beethoven’s deafness was said to have arisen from his having had syphilis.
Schubert at the early age of 24 got syphilis but he in fact died quite young, most
probably from tuberculosis and poverty, although some say that syphilis did
shorten his days. Lorenzo de Ponte, the librettist of the Marriage of Figaro,
had syphilis and later GPI and he actually died from it. Donizetti died relatively
young at the age of 50. He had spent his last seven years declining slowly from
GPI. Though he could still compose he could not any longer conduct. In his
last stages the famous duet from Lucia de Lammermoor, which was one of his
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masterpieces, was bawled into his ear as he lay dying in bed, but even that
apparently produced no reaction.

Doctors did not often appear in the list of syphilitics. Finsen the Dane, a
Nobel prinze winner and famous for his lamp, died in 1904 from syphilis. I
remember when this lamp was in daily use in The Royal Victoria Hospital for
treatment of skin tuberculosis. Another was Von Behring — Koch’s famous
assistant, who died of GPI in 1917 at the age of 63. He will always be remembered
for his famous work on-diphtheria and tetanus. It is interesting to see that it
is the artist, whether in music, writing, poetry, painting or sculpture, who appears
most often. Coming to the arts we find Manet, Van Gogh — who it may be
remembered cut off his ear shortly before committing suicide — also Gaugin
who later went to Tahiti; Goya struggled on until the age of 82 when he died of
a stroke. He had in all twenty children; sadly all of these died except one.

In the realm of sculpture we find an interesting article by Gleen Geelhoed
(1968) on Cellini and his syphilis. In his own autobiography Cellini describes
how he got his syphilis at the age of 28 when he took to live with him one of
his most attractive models. He soon found that he had developed the ‘French
Disease’. When he was in quite an advanced stage of it he had an attack of
malaria which gave him a prolonged but temporary improvement. Sadly he soon
reverted to his grandiose delusions. He was treated with mercury, and in his
famous statue of Perseus he included ‘Mercury’ at the bottom, perhaps linking
together the cause of the sculptor’s inspiration, and the cure.

In 1926 Springer wrote ‘Die Genialen “Syphilitiker”.” The name might have
suggested ‘The Genial Syphilitic’ as indeed many are, in fact, some too genial.
But this book deals with the relationship between syphilis, genius and culture.
It is an interesting book, not very reliable, and in certain places shows muddled
thinking; but its great value is that it gives a comprehensive list of notable
people in the world of art, science, politics, law, church, state, medicine, royalty,
all of whom have had the disease. Springer gives an extensive list and from this
and other sources Appendix 2 has been compiled. Springer it will be seen includes
such people as Job — who we know had many sorrows. Some will be sad to see
Good King Wenceslaus (1378-1400) also on his lift — perhaps one will sing this
carol now with less than one’s usual gusto. He also mentions King Philip 11
of Spain (1555-1598) and suggests that without his grandiose delusions of GPI
he would not have had the courage or the audacity to risk his Armada against
the British Navy.

CONCLUSIONS

I hope I have been able with all these examples to prove to your satisfaction,
as I naturally have to my own ! that disease can be good for you. Are we better
to have a long-lived community of bodily healthy people, nonentities and para-
sites, who are giving nothing to society, or a population with some exciting if
eccentric personalities? Would a little tuberculosis among our politicians be a
stimulus and give us some leadership rather than drab healthy mediocrity. It is
sad if good health (so called) brings such a calamity with it.
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My other contention was that syphilis has its advantages. Going back to the
politicians it might be said that although they show no overt signs of syphilis
yet in some ways we fear at times that they have delusions of grandeur. I know
all of you who have had tuberculosis or syphilis are now much happier, and
those who are fortunate enough, indeed, to have had both, will look on this as
an added bonus. I suppose we should congratulate those who have reached the
top of the profession without any of these external (or are they internal) aids.

APPENDIX1
THE FOLLOWING SUFFERED FROM TUBERCULOSIS
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