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North. Of course, this type of treatment will demand
its repetition, and conversely the withholding of it will
soon reduce its demand for obvious reasons.

It would seem, Sir, that cheap prescribing can be in
certain areas lethal. I have drawn attention to this
particular subject, but I am sure practitioners in other
areas have similar problems related to locality.-
I am, etc.,

Shipley, Yorks. J. A. FRAIS.

Drug Prices
SIR,-It is obvious from his letter (December 17, 1960,

p. 1804) that Dr. R. S. Saxton has been misled. The
price of 3s. lOd. for 100 paracetamol tablets which he
gives is the price the chemist pays the manufacturer
based on a 1,000-tablet container. The chemist would
in fact receive 4s. llid. per 100 tablets plus on-cost,
plus dispensing fee, plus container allowance. This
price is the drug tariff price based on a basic pack of
500 tablets. The prices of the branded paracetamol to
which he refers are based on containers of 100 tablets,
and, as everyone knows, larger packs mean, pro rata,
lower prices.

If Dr. Saxton would take the largest pack of the two
lowest-priced branded products he mentions and costs
a prescription of 40 tablets, which is the average, he
will find that there is for practical purposes no real
difference between the cost of the paracetamol tablets,
branded and unbranded.-I am, etc.,

K. J. KNIGHT,
Hove, Sussex. General Manager,

West Pharmaceutical Company Ltd.

Treatment of Gastroduodenal Haemorrhage
SIR,-Mr. David J. Tibbs (November 5, p. 1346) has

provided a stimulating paper on the surgery of gastro-
duodenal haemorrhage. I am interested to read in the
Journal of December 3 (p. 1669) of the unqualified
support, from two sources, of Mr. Tibbs's advocacy of
gastrotomy in the detection of the bleeding-point. I am
surprised at the large number of cases in which he found
it necessary to use gastrotomy-that is, 25 out of 67
patients. In contrast, in 35 consecutive operations for
acute haemorrhage I failed to locate the lesion externally
in only four cases.

Mr. Tibbs discourages the use of that procedure which
is, perhaps unfortunately, referred to by us all as
" blind " gastrectomy. I believe that the latter procedure
has much to recommend it, provided that it is carried out
methodically and that it is not utilized as a desperate
measure. Far from being " blind," the resection is
preceded by a careful elimination of all possible sources
of haemorrhage outwith the stomach and first part of
the duodenum; it includes a careful inspection and
palpation of the mucosa of the first part of the
duodenum; if, as in a number of cases, the source of
bleeding is not revealed in the duodenal stump or in the
resected gastric mucosa, it is followed by meticulous
search of the mucosa of the gastric remnant.

Mr. Tibbs found it necessary to make a gastrotomy
most frequently in the group of " acute gastric ulcers."
In four of the 13 cases of acute gastric ulcer recognized
by gastrotomy he found it necessary to do a partial
gastrectomy at a higher level than would have been
chosen for a standard operation for peptic ulcer. The
majority of these ulcers were removed by a standard
resection. and one might suggest that in these cases

the gastrotomy prolonged the operation unnecessarily
and added to the risk of infective complications. I
recognize that it may well be that the incidence of minute
acute gastric lesions causing severe haemorrhage is
exceptionally high in one part of the country as com-
pared with another part. This geographical variation in
the incidence of different presentations is one of the
many fascinating aspects of peptic ulceration revealed by
a detailed survey such as that presented by Mr. Tibbs.-
I am, etc.,
Gayton, Cheshire. JOHN SHEPHERD.

Phenylbutazone and Leukaemia
SIR,-The report by Dr. R. H. D. Bean (November

26, p. 1552) of six cases of leukaemia and leukaemoid
reaction possibly associated with phenylbutazone
therapy, and the letter from Dr. A. Lawrence (Decem-
ber 10, p. 1736), prompt me to place on record the
following case.
A 64-year-old woman was admitted to hospital on

October 30, 1959, with a history of petechiae and purpura
during the preceding three days. The past history was
of mild hypertension and of arthritis of the knees. She
had received a course of delta-cortisone in March to June.
1959. In August, 1959, tablets containing a mixture of
phenylbutazone and delta-cortisone were first given. In the
first month of this therapy she received 400 mg. phenyl-
butazone daily, and this was progressively reduced so that
just before development of the haemorrhagic symptoms she
was taking 100 mg. daily.
On admission she showed purpura on most of the body.

The Hb was 10.0 g./100 ml., white cells 5,300 per c.mm.
(polymorphs 61%, lymphocy-tes 31%, eosinophils 5%,
monocytes 3%); platelets were less than 10,000 per c.mmn
The Hess test was positive and the direct Coombs test
negative. Bleeding time, more than 12 minutes;
prothrombin time normal. Blood urea 24 mg. /100 ml.,
liver function tests normal, serum albumin 3.1 g./100 ml.,
globulin 2.0 g./ 100 ml. Paper electrophoresis showed a
slight general reduction in all the protein fractions. Bone
marrow examination showed a marrow of normal degree
of cellularity. However, no megakaryocytes were seen and
40% of the cells were lymphocytes, mostly mature. Despite
repeated transfusion and steroid therapy there was rapid
deterioration in the clinical and haematological picture,
Two days before death (14 days after admission) the white
cell count was 2,200 per c.mm., lymphocytes 96%, platelets
48,000. Many of the lymphocytes were now abnormal
immature forms with nucleoli and little cytoplasm.
At post-mortem examination 50 hours after death there

were considerable post-mortem changes, but the marrow
appeared mainly hypocellular with islands consisting of
cells appearing to be mostly of the lymphocytic series. The
liver showed no signs of infiltration and the spleen showed
advanced post-mortem changes.
The haematological and clinical features of this case

were unusual and in some respects unlike those usually
seen in acute leukaemia. In this respect they appear
to be similar to those of the patient described by Dr.
Lawrence and some of Dr. Bean's patients. The
evidence so far available is not sufficient for these
changes to be definitely attributed to phenylbutazone,
but it would seem desirable for any other unusual
haematological reactions associated with the administra-
tion of this drug to be recorded.

I wish to thank Dr. G. G. Gillam for the clinical details
and permission to publish this case.

-I am, etc.,
Selly Oak Hospital, J. V. GARRETrT.
Birmingham 29.
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