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inclined to manufacture the identical product, wrap it in
different " cellophane," and market it under a different
name.

This is not research, and we should object as a
profession to being used as the objectives of a
commercial market-research organization. Let them
conduct their market research in the market, not in our
surgeries. The growing tendency by some drug firms
to elicit information directly from general practi-
tioners is something we ought to consider rather
urgently. Might the growing list of inducements make
some of us feel under some obligation to co-operate-
was the last golf party, meeting and reception,
lecture plus refreshments, etc., so good that the warm
glow is still in our hearts when the representative follows
up ? I feel that we may well be at a critical point in
our relationship with the big drug houses, and unless we
demand a halt to the glossies-parties-student enter-
tainments, etc., we may find ourselves involved more
and more in these degrading stunts. Let us act as a
learned profession should, and recover some lost
dignity.-I am, etc.,

Liverpool, 8. CYRIL TAYLOR.

Heroin in Coronary Thrombosis
SIR,-Dr. G. H. Jennings in his letter (March 26,

p. 967) recommends the use of heroin as a routine for
the severe pain of coronary thrombosis, on the grounds
that it seems to lessen the nausea and vomiting not infre-
quently seen with morphine in these circumstances. I
believe a more appropriate morphine-substitute for the
relief of severe pain in coronary thrombosis is dihydro-
morphinone hydrochloride (" dilaudid") in a dose of
1/32 to 1/16 gr. (2 to 4 mg.) subcutaneously, or intra-
venously when shock renders absorption unreliable. It
is about three times as powerful as morphine,' and
vomiting is uncommon after injection.2 It is less likely
to cause addiction than morphine, and very much less
likely than heroin. Owing to the natural history of
coronary atheroma and thrombosis, more than one
injection will often be required.-I am, etc.,
Hailsham, Sussex. R NEVILLE.

REFERENCES
Hale-White W Materia Medica Pharmacology and Thera-

peutics, edite3 by Douthwaite, A. H., 31st ed., 1959, p. 180.
London.

2Cruikshank, A. G., Pocket Prescribing, 16th ed., 1956. Edin-
burgh.

Promazine Overdosage
SIR,-Drs. John MacVicar and Margaret H. Murray

(February 27, p. 595) report on a trial of promazine in
labour. They comment on a case of promazine over-
dosage in a barbiturate addict recorded by Buckmaster
in 1957.1 The dosage of promazine in this case was
2,200 mg. The main point that he makes is the depth
of unconsciousness without respiratory depression. In
view of the large amounts of " tranquillizers " now
being used cases of this kind may well become more
frequent, and we therefore think it worth while to
record the following case:
A pensioner of 60 was admitted having taken about fifty

capsules, and these were later identified as " prozine." Each
capsule contains 25 mg. of promazine and 200 mg. of
meprobamate, so that the total dosage taken was approxi-
mately 1,250 mg. of promazine and 10,000 mg. of mepro-
bamate. He had had a partial gastrectomy seven years
ago, and this was followed by vagotomy a year later for
persistent abdominal pain. He had made two previous

suicidal attempts, and he had been treated with E.C.T. in
the past.
On admission he was deeply unconscious. The pupils

were normal in size but did not react to light, and there
was a divergent squint. His limbs were flaccid and all
tendon reflexes were absent. The carotid pulse was regular
at 90 per minute, but the arterial pulse in the arms was
unrecordable. In spite of this his hands were warm.
Respiration was normal in depth and rate. After an initial
stomach wash-out, a polythene cannula was inserted into the
subclavian vein. An infusion of dextrose saline containing
4 mg. noradrenaline to the pint was started, and his blood-
pressure rapidly rose to 100/60. Subsequently the concentra-
tion of noradrenaline had to be increased to 16 mg. per pint
in order to maintain the blood-pressure at this level. Twelve
hours after admission he was able to swallow sips of water
and spontaneous movements began after twenty-four hours.
Thirty-six hours after admission he was awake and rational.
The infusion rate of noradrenaline was gradually decreased
and finally stopped fifty-two hours after admission.

Meprobamate is virtually non-toxic and no hypo-
tensive effects have been recorded, so that the clinical
appearances can be assumed to be due to promazine.
The most marked differences between this patient and
those having had an overdose of barbiturate were:
(1) The absence of respiratory depression even with deep
unconsciousness. (2) The total absence of peripheral
pulses with an obviously high skin blood-flow. It is not
possible to be certain that noradrenaline was responsible
for recovery in this case, but if the blood-pressure had
remained unrecordable for any length of time survival
would seem unlikely.
We would suggest that the possibility of promazine

or chlorpromazine should be considered in cases of
drug overdosage and that, if severe, intravenous infusion
of noradrenaline is the correct treatment.-We are, etc.,

W. HINDLE.
Royal South Hants Hospital, D. NEGUS.Southampton.

REFERENCE
1 Buckmaster, J. F., Brit. med. J., 1957, 1, 1242.

Speech Therapy and Child Guidance
SIR,-On the face of things our letter (April 2, p. 1054)

deserved the criticism it has received (April 23, p. 1275)
from several writers among whom are one or two of
my teachers. The contention that child psychotherapy
should ideally remain in the hands of those who have
had or are receiving adequate training has undeniable
validity which I do not challenge. It is just possible that
there are in the London area sufficient fully trained
people to give this some appearance of reality. In the
rest of the country, with four-fifths of the total popula-
tion, however, child psychiatrists are very thin on the
ground, and child psychotherapists even more so.
The actual position as regards speech therapists is that

they are treating, attempting to help, or whatever one cals
it, enormous numbers of children, and in a substantial pro-
portion of these the speech defect is but one manifestation
of an emotional disturbance. This work they do with the
concurrence and warm support of medical officers of health,
education authorities, and many assistant school medical
officers. There is no possible prospect of being able to say
that we will provide fully trained therapists to treat all these
children, and I think we are faced with two alternatives. In
the first place, we could ignore or even discourage this work
done by speech therapists. If we did that the speech
therapists would continue what they are doing as at present,
and informed psychiatric opinion would be more disregarded
and have less say in their councils than at present. The
second alternative is what I am suggesting-namely, that we
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should invite the speech therapists to consult freely with the
child psychiatrists, and should offer to provide not only
consultation with them but also tutorial sessions related to
the actual cases which the speech therapists are handling.

Provided that the high standard of selection of child
psychiatrists is maintained, I consider that to disseminate
our skill and experience among the speech therapists,
who are our colleagues, in this way will raise the stan-
dard of the work they are doing, and will at the same
time enhance the authority of the child psychiatrist in
spheres which are allied to our own.-I am, etc.,

Uffculme Clinic, DAVID T. MACLAY.
Birmingham, 13.

SIR-The letter from Dr. David T. Maclay and his
colleagues (April 2, p. 1054) raises several important
issues. It prompts a response on two scores. First, the
clinical conclusions to be drawn from the rapid ameliora-
tion of two very recent cases of children suffering from
severe and long-standing speech defects (both previously
treated by speech therapy, in one instance of a prolonged
and intensive nature), and, secondly, the burden cases
such as these place on the taxpayer. Because all defects
of speech, regardless of their causation, are classed as a
"handicap," the statutory provision of speech therapy
centres has been made. This fact helps largely to explain
why so few of these children find their way to a
psychiatrist-i.e., they are automatically directed to these
centres.
A parallel to the rationale whereby no directive distinction

is made between organic defects, the unchallenged sphere of
the speech therapist, and impediments of speech of psycho-
genic causation, would be if chronic " defective gaits " were
automatically referred to the physiotherapists, regardless of
whether such disturbances of walking were hysterical,
postural (either psychogenic or organic), neurological, or
due to phobias. The statutory situation of to-day with
regard to the management of speech defect differs hardly at
all from the absurdity of the foregoing. However, to con-
tinue the parallel, your correspondents suggest that, as an
advance on present practices, in so far as it is determined that
the " defective (verbal) gaits " are non-organic, accordingly
the physio- (speech) therapists should either work more
closely with psychiatrists or gain competence in "psycho-
or play therapy." Not only do your correspondents seem
to be unaware of the ever widening professional chasm
between these two last-named levels of training and approach,
but they confidently designate rhinophonia, dysphonia, and
dysarthria as organic, which they only sometimes may be,
in contradistinction to the more obvious psychogenic dis-
orders of speech. Such confusions of simple facts, even
when impressed into a good cause, do it a great disservice.
The stage of knowledge has now been reached when, to
continue the parallel with physiotherapy, not only are
hysterias and phobias recognized as psychogenic, but their
psychodynamic differences are also known. The consequence
is that their unconscious symbolic significance to the patient,
thanks to a psycho-analytic training, can be both determined
and curatively conveyed.
A brief description of the two recent cases of speech defect

will make the position clearer. An s-year-old boy, suffering
from such a degree of stammer, dyslalia, and dysphonia as to
have become ever more explosively incomprehensible since
the beginning of school life, worsened with the institution
of speech therapy. Yet an improvement was to become
apparent even after his first psychiatric interview, which now
(eight interviews in four months) is very striking indeed.
There is no longer any impediment of speech in conversation
with his peers, and there is infinitely less (and then only in
brief spasms) with adults. The reason is that he has been
shown the style of his overall mechanism of " opposi-

tionalism," whether of his apparatus of phonation or of
tongue-positioning. Its underlying meaning-namely, marked
counter-phobic aggressivity against (phantasied) talion
threats-has also been conveyed to him. Pari passu, his
uninsighted, well meaning, but " bull-dozing" mother has
been shown why it is that her lively and anxious son needs
coaxing, rather than shoving, into co-operativeness.
The other case is even more striking. A 13-year-old boy

had such a severe speech defect including rhinophonia, until
one month ago, as to have been wholly incomprehensible
on referral, as is his grossly speech-defective father. The
father could not come to the clinic because he is crippled.
Instead the sister of his dead wife-i.e., the boy's aunt,
brought the patient. The aunt is known to me through her
part-time employment (non-medical) as a sensible and kindly
person. When talking, not only did the patient leave out all
intermediate words such as " this " (or, as it turned out, any
word involving tongue movements of the kind required for
". s," " d,"9 " t," etc.), but those words be attempted to
enunciate were incomplete-i.e., " raft" became "wraaf."
Three main items were noticed: (1) his lips were kept parted
and immobile, (2) his tongue was seen not to move at all.
(3) he had the dentition (and as was then confirmed, the
palate) of a chronic thumb-sucker. It was explained to
him that he talks as if his thumb were perpetually in his
mouth, at rcst in its precisely fitting furrow in the palate.
All that was advised was that he should read out loud,
syllable by syllable, so that his spelling, which follows his
pronunciation, would improve, and, of course, to desist as
much as possible from thumb-sucking, whether phantasied
or actual. Two weeks later, he came back a changed boy,
enunciating all words quite comprehensibly to the accom-
paniment of a wide, delighted grin. The school staff, the
divisional medical officer, and others are all astonished by
the seeming " miracle." He has already been the institution-
alized subject of years of intensive and expensive speech
therapy. The outlook seemed especially unpropitious, in
that he must have closely identified himself with his speech-
defective father, if not in the precise style, then at any rate
in the net result of incomprehensibility.

While it is realized that there are not enough psychi-
atrists to investigate all cases of psychogenic speech
defect, and that many children so affected do profit, even
verbally, from the kindly and individual attention of a
patient adult, these are not reasons enough either for
the befogging of available knowledge, nor for the
undiscriminating expenditure of public funds.-I am,
etc.,

AUGUSTrA J. BoNNARD.
East London Child Guidance Clinic,
London, E.1.

Undescended Testicle
Sm,-The paper by Drs. Barbara Ward and W. M.

Hunter (April 9, p. 1110) and the associated comments
still show how far we are from a real understanding of
the subject. It shows also how pertinent are Mr. C. G.
Scorer's remarks (April 30, p. 1359) on what is an
" undescended testicle." The evidence given by Drs.
Ward and Hunter is extremely difficult to interpret, as
Mr. Barry O'Donnell suggests (April 30, p. 1360), and
without additional information is not of great value. It
does, however, give some support to Mr. Scorer's pub-
lished observations, and viewed in conjunction with his
work can be considered of value.
With reference to Mr. Scorer's views on the cremaster

muscle in the testicular descent of puberty, I can make
relatively few helpful suggestions on human subjects.
Experimental work on rats, however, does indicate that
testicular descent around birth (which occurs then in
the rat as in the human) is a very different process from
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