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Correspondence

Letters to the Editor should not exceed 500 words.

Revision of the Association's Constitution

SIR,-It seems reasonable to expect an
organization committee to recognize that the
cart comes second and the horse first. You
have already kindly devoted some space to
reporting my opinion that the B.M.A.'s
Organization Committee has notably failed
to make this distinction: but the matter is of
such importance that I hope I may properly
return to the theme and echo what was said
by Dr. Edward Walker (5 December, p.
1458).

In any society purpose and direction come
first, and the constitutional vehicle for attain-
ing them must come second: it is therefore
more than depressing that senior and influ-
ential members of the B.M.A. should father
a document in which constitutional changes
(themselves unexceptionable) are suggested,
but in which there is no word of the under-
lying purpose of the changes, still less of the
necessarily changed purpose and role of the
Association itself in a society which has
created new and difficult relationships be-
tween the profession, the community, and the
State. Governmental participation in# the
organization of medicine is now widespread
throughout the Western world, and shows
every sign of increasing. The form which
this has taken in Great Britain places upon
the Association a most exacting burden: it
has also, within the profession, produced a
totally new relationship between the Associa-
tion and the Royal Colleges, finding expres-
sion in the United Kingdom and Scottish
Joint Committees. As a newcomer to these
committees I am enormously impressed by
the impartiality with which they operate, and
am therefore all the more concerned about
the misconceptions which surround them:
they are suspected by many general practi-
tioners, for reasons which are understand-
able, but I am convinced false, of providing
a somewhat sinister back door through which
privileged persons enjoy private access to the
Health Departments. These and kindred
suspicions have played a large part in the
disruptive events of the last two years, and
one may be sure that discord as severe (and
perhaps this time irresolvable) will follow
again unless some clear thinking is done, and
is clearly seen to have been done, on this
and on many related problems.

I suggest that Council gives us its thoughts
on three fundamental questions. First, what
are the responsibilities of organized medicine
towards the community and towards the pro-
fession in the present day; second, what is
the share of this responsibility proper to the
B.M.A., and what is appropriate to other
bodies; third, what is the extent to which,
both inside and outside the B.M.A.'s field,
different sections of the profession can or
should share the machinery whereby the
Government and the public are advised and
influenced ? Even if no more were done
than to establish areas of agreement and dis-
agreement on these points, constitutional

machinery could then be constructed with
some good hope that it might withstand the
stresses to which the coming years will
certainly subject it.-I am, etc.,

Aberdeen. NEIL HENDRY.

A Surgeon's Duty
SIR,-IS the operating surgeon necessarily

the person to tell a patient he has cancer, or
indeed any other condition which is likely to
cause his death? Naomi Mitchison (16 Janu-
ary, p. 186) admits it is wrong to tell unstable
people they are about to die. Unfortunately
it is often impossible to assess how so-called
normal people will react to a statement of
hard fact which may remove the last prop
of hope they possess. The general practi-
tioner is often in a much better position than
the surgeon to decide how much the patient
himself should be told. What is needed is
not a new code but co-operation between
surgeon and general practitioner, and the
application of the principles of common sense
and humanity. Relatives should be told the
truth, the whole truth, and nothing but the
truth. This again may be done more easily
by the general practitioner than the surgeon.
-I am, etc.,

Mortimer, Berks. A. S. WATTS.

SIR,-The letter from Naomi Mitchi-
son (16 January, p. 186) brings up once
again the age-old problem of whether to tell
an intelligent and well-balanced person that
he is soon to die. Her letter appears a few
days after the publication of Professor
Haldane's article in the Observer Weekend
Review of 10 January. Re-reading this, it is
obvious he was quite aware of his condition,
and also the possibility of an early death, if,
as he writes " the cancer has sent a colony of
cells to another part of my body." His sur-
geon was surely most humane in allowing
some hope in his prognosis.

In good health it is difficult to consider the
death of oneself, but in poor health and old
age this " implacable spectre," as Dumas
pare wrote, looms very near. If death is the
end of all being it is not too fearful to con-
template, but if, as some believe, the person-
ality survives then it is truly a prospect full
of dread and sadness. It cannot be easy to
face the unknown with equanimity and
courage.

There cannot be a middle-aged man alive
to-day who is not aware of the peculiar
degeneration in his sex which allows so many
sad and early deaths. No doubt if he is wise
he will settle his affairs to the best of his
ability in case he is suddenly stricken. In the
event of a more protracted end the subject of
" telling the patient " seldom arises, and if it
does should be left to the discretion of the
patient's own family doctor. No new codes

are needed or desirable. The only ruling on
such a subject is for the family doctor to act
with kindness and compassion-his decision
then is sure to be wise and humane.-I am,
etc.,

HILDA SWINBURNE-JONES.
Blackpool, Lancs.

Improving Ambulance Services
SIR,-In view of the present widespread

efforts to reduce road-accident deaths I suggest
that some of this effort and money be spent
on improving the ambulance services in this
country. It is possible, as has been already
shown in recent reports from the Continent,'
that some deaths could be prevented if all
ambulances were properly equipped for
accident work and ambulance personnel
received better training for the responsible
work they have to do.

In the last four years methods of resuscita-
tion have been revolutionized. It would now
seem essential that every ambulance is at
least equipped with suction apparatus,
oxygen, airway tubes for mouth-to-mouth
breathing, a firm stretcher on which cardiac
massage can be done, possibly a mechanical
respirator, water, and normal first-aid
dressing kit.

Is it not time that a National Ambulance
Service was set up whereby all ambulances
are supplied with approved standard equip-
ment, rather than at a local government level
as is done at present ? The Red Cross and
St. John's First Aid Certificate, whose stan-
dard is very variable in different parts of the
country, seems hardly sufficient qualification
for the responsible and sometimes life-saving
work the underrated ambulance personnel are
called to do. Could not all ambulance per-
sonnel receive adequate training as is done in
the Fire Service ?-I am, etc.,
Cambridge. E. F. D. GAWNE.

REFERENCE
Howard, C. R. G., 7. Coll. gen. Practit., 1964,8, 322.

The Drinking Driver
SIR,-Dr. B. R. Hopkinson and Mr. G. M.

Widdowson's study on the relation of alcohol
to road accidents (19 December, p. 1569)
was done to supplement Cassie and Allan's
survey.' It is of value, but I cannot under-
stand the bias in the treatment of the results.
Why exclude 19 on age grounds ? Theywere drivers involved in road-traffic acci-

.dents; ages would, in most cases, be obtained
on admission; why determine their blood-
alcohol levels if their results were not beingincluded in the overall survey ?2 If the 140
drivers involved are considered then the per-
centage of road-traffic-accident drivers with
blood-alcohol levels over 50 mg. per 100 ml.
becomes 15.7%, supporting Jeffcoate's' statis-
tical value of 17% but markedly disagreeingwith Cassie and Allan's value of 28%.

Attention is drawn by the authors to the
accident peak between 2200 and 2400 hours,
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but unmentioned is an identical peak for 0700
to 0900 hours. What is considered to be
the significant factor for road traffic accidents
in this period ? It would have been of great
value if further data had been collected (or
disclosed)-i.e., (a) evidence of any drugs
taken ; (b) alcohol levels of persons injured
in the road-traffic accidents but not driving,
and (c) alcohol levels of persons involved in
the road-traffic accidents but not injured.
The basic cause of all accidents is careless-

ness, and any factor that will cause or is likely
to cause a state of carelessness in the majority
of drivers should be recognized and, if prac-
ticable, excluded. Alcohol is one identifiable
factor ; it can be excluded.

Blood and/or urine tests should be man-
datory on all drivers suspected by police of
drunkenness and on all involved in a notifiable
traffic accident, and the result be available to
the police authorities. This procedure is used
abroad and its adoption suggested in this
country. The taking of blood or urine
samples could at present constitute a trespass
against the person, and has given us a reason
for opposing such adoption, but the taking of
breath for analysis has the same legal defect
and also the grave defect that samples cannot
easily be kept for independent check analysis.
-I am, etc.,
Group Laboratory, R. WILSON.
Mile End Hospital,
London E. 1.

REFERENCES
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1961. 2, 1668.
2 Jeffcoate, G. O., Brit. 7. Addict., 1958, 54, 81.

SIR,-It seems incredible that Britain
should lag behind most of Europe because of
legal quibbles over compulsory examination
of drivers (26 December, p. 1634). We are
nearly 40 years behind the rest of Europe
in the adoption of international road signs,
and over B.C.G. vaccination it was similar.
In Scandinavian countries the blood examina-
tion of drivers is strictly enforced and acted
on. There are few prosecutions because it is
generally arranged that the person driving has
a low alcoholic blood content.

I can see little hope of effective legislation
being passed in Britain, because so many of
our legislators are vulnerable.-I am, etc.,

Monte Carlo. H. R. B. GIBSON.

SIR,-The six-year experience of examina-
tions of drunken drivers in Manchester so
ably and clearly presented by Dr. Simon
Freeman (26 December, p. 1634) is both
authoritative and timely. Of particular value
is the analysis of symptoms and signs and the
clear emphasis of diagnostic significance. My
partners and I evolved a form of examination
and report based on the B.M.A. Special Com-
mittee Report (1958), which we will now
modify to give further prominence to the
clinical signs listed by Dr. Freeman.

Urine testing by the Forensic Laboratory
was introduced in Gloucester in January 1963,
and since this time we have been left with
a strong impression that the guilty pleas had
increased and our attendance at summary
courts reduced. I have examined the results
of 14 cases before and after testing (all easily
available records in the city cases), and find
the number of guilty pleas to have risen from
9 to 11 and total convictions from 12 to 13.
Of the three not-guilty pleas in the last group

two did not produce a urine sample on
request.

This small survey would seem to support
our impression of the value of the chemical
test, and it is difficult, therefore, to agree
with Dr. Freeman's conclusion that no
chemical test is of value unless mandatory
conviction at an agreed blood-alcohol level
is introduced. After 10 years of limited
experience of these examinations and the
subsequent sequelae in the courts, particu-
larly the Crown Courts, I am strongly in-
clined to the view that such legislation is now
desirable (as was suggested at the B.M.A.
Annual Representative Meeting in 1964).-
I am, etc.,

Gloucester. G. C. MATHERS.

Gas-cylinder Keys

SIR,-I should like to support most
heartily Dr. H. Lister Wilson's letter in the
British Medical 7ournal of 19 December,
p. 1591. The position of the cylinder pres-
sure gauges on the latest B.O.C. Boyle's
machines spoils an otherwise excellent piece
of apparatus. It is practically impossible to
turn a cylinder on quickly without damaging
one's fingers. Surely it is not beyond the
manufacturers to remedy this defect, as has
been done in other makes of Boyle's
machine ?-I am, etc.,

T. H. S. BURNS.
Department of Anaesthetics,

St. Thomas' Hospital,
London S.E. 1.

latrogenic Ulcers of the Small Intestine

SIR,-Your leader (26 December, p. 1611)
concludes: "These reports show clearly that
the whole issue should be further investi-
gated." As part of these investigations we
wrote to 98 doctors, chosen because they held
appropriate hospital appointments, and asked
them to complete a questionary. The extent
to which they consulted their colleagues, as
suggested, varied considerably, but many said
that the circumstances of the reported cases' 2
were so unusual that they would certainly
have heard of them if any had occurred. To
give an order of magnitude to the survey,
82 doctors (84%) replied, representing 80
hospitals and over 35,000 beds. (Total U.K.
non-mental-hospital beds: c. 260,000.) All
positive, doubtful, or ambiguous replies were
followed up personally.

Thirteen reported more or less rare con-
ditions of the small intestine, most of which
were clearly unrelated to the syndrome in
question. There were, however, three addi-
tional cases of interest in the present context
and we are grateful for permission to publish
the following outlines:

(1) In the autumn of 1964 a man in his early
fifties, who had been taking chlorothiazide (not
potassium chloride so far as can be ascertained
from the hospital and general practitioner), pre-
sented with a three-month history suggestive of
subacute intestinal obstruction. The histology
of a stricture found in the jeiunum was com-
patible with Crohn's disease. There has been no
recrudescence.

(2) A female aged 81 underwent laparotomy
in July 1964 for intestinal obstruction. A stric-
ture was found in the ileum with ulceration of
the mucosa and inflammatory reaction not in-
volving the muscle coat. For 18 months this
patient had received digoxin and, 2-3 times per
week, enteric-coated thiazide/potassium chloride

tablets. Since the operation this treatment has
been continued without further trouble.

(3) A female aged 59 with a long history of
valvular heart disease was subjected to valvotomy
in 1961 and discharged on digitalis, a thiazide,
and potassium chloride. In 1962 she began to
take prednisolone, 5 mg. b.d., for a skin rash,
and in 1963 spironolactone was also given. In
May 1964 treatment was changed to an enteric-
coated thiazide/potassium chloride preparation,
and she was given A.C.T.H. for two weeks while
the prednisolone was reduced. In June 1964
she developed subacute intestinal obstruction and
was found to have an inflamed segment of
je unum 10-12 in. (25-30 cm.) long, 2 ft. (61
cm.) beyond the duodenum. This was thought
to be Crohn's disease and was left intact. She
was anaemic with a high E.S.R. Two weeks
later she was discharged but continued to have
symptoms until readmission for severe cardiac
failure in August 1964. Since then she has had
various combinations of drugs and a further
admission for cardiac failure in December. At
that time she did not complain of abdominal
symptoms, although she had a tender congested
liver.

These cases are still being followed up.
At present it looks as if the last two may be
related to the ingestion of enteric-coated
thiazide/potassium chloride tablets. In the
first case the highly experienced surgeon
stands by the original diagnosis of Crohn's
disease.
From the replies there was obviously no

indication that, regardless of aetiology, dis-
orders of the small intestine of the type
recently reported have become noticeably
more common in the past three years, during
which enteric-coated thiazide/potassium
chloride preparations have been in widespread
use. (Combined preparations account for
about one-third of diuretic prescriptions out-
side hospitals.) Although other cases of the
syndrome may well come to light, it seems
improbable, therefore, that any great number
is occurring but being incorrectly labelled.

It is interesting to speculate on the apparent
relative immunity of this country. A con-
tributory factor may be that there are possibly
important differences in the formulation of
some of the thiazide/potassium chloride
tablets available here and elsewhere. The
Committee on Safety of Drugs is being kept
informed.-We are, etc.,

T. B. BINNS.
A. K. PITTMAN.

Ciba Laboratories Limited, D. M. BURLEY.
Horsham, Sussex. J. M. O'BRIEN.
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JarToxic Insecticides

SIR,-Dr. A. M. G. Campbell's warning
(26 December, p. 1658) about the use and
abuse of the increasing number of toxic
insecticides is most timely. We know that
most of these substances are-to some extent
perhaps justifiably-described by the makers
as harmless or safe after extensive initial
toxicity tests, but nothing or little is said
about their possible later toxic effects.
Our ignorance about this latent toxicity is

due to several factors which unfortunately
manifest themselves only after their prolonged
use. It is not widely known that in some of
them the toxicity is not due to the original
compound itself -e.g., sometimes a compara-
tively small part of the much used organo-
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