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prevent the escape of gas. An enema admini-
stered in the supine position may occasionally
force fluid into the loop, but gas will be un-
able to escape. In the early stages of the
obstruction, peristaltic contractions in the gut
proximal to the distended loop may also have
a similar effect. However, if the patient is
placed in the prone position the fluid-gas

A)

relationship will be reversed, thereby provid-
ing a more favourable situation for the escape
of gas from the distended loop. In a small
number of patients a simple enema admini-
stered in the prone position has been success-
ful in relieving a colonic volvulus, and it
would certainly seem worth trying this pro-
cedure in the early stage of a suspected
volvulus. Moreover, this simple technique is
also applicable to volvulus of the splenic
flexure, which is out of reach of the sigmoido-
scope.-I am, etc.,

GEORGE ANSELL.
Department of Radiology,
Whiston Hospital,

Liverpool.

Systemic Sclerosis

SIR,-Readers of the article by Drs. A. W.
Dellipiani and M. George (11 November, p.
334) may be led to believe that a syndrome
of sclerodactyly, calcinosis, Raynaud's pheno-
menon, and telangiectasia is generally
accepted. Certainly they seem to have con-
vinced Drs. Stephanie A. Davies and F. J.
Woodroffe (30 December, p. 804). The
evidence, however, indicates that patients
with this combination of features are, in fact,
suffering from progressive systemic sclerosis.
The term " CRST syndrome," used by
Winterbauer,1 should never have been coined.
Winterbauer also confused the issue by
stating that the telangiectases exactly mimic
those found in hereditary haemorrhagic
telangiectasia, but in my experience there is

little likelihood of clinical confusion. He
also stated that telangiectases do not occur in
sclerodermatous skin. This is untrue.

In a personal series of 51 patients with
systemic sclerosis only one patient did not have
cutaneous changes and another did not have
Raynaud's phenomenon. Telangiectasia was
observed in 71 % and calcinosis in 24%. Seven
patients (14%) had all four features. These
are summarized in the Table. All had systemic
involvement and their clinical course was similar
to that of the remainder of the series. The
alleged benign nature of this artificial subgroup
is not supported, and one patient died from
malignant hypertension, which is a well-recog-
nized terminal event in systemic sclerosis.

I see no reason to perpetuate the separation
of these patients as a separate syndrome.
Systemic sclerosis has many manifestations,
which are not present in all cases. As the
course is extremely variable, I prefer to omit
the term " progressive" from the name.
Detailed investigation is required to reveal
the degree of organ involvement in any case.
Davies and Woodroffe did not even feel justi-
fied in carrying out a barium swallow because
there was no dysphagia. In my series, 71%
of patients had radiological changes in the
oesophagus, though only 52%o, had symp-
toms. Symptoms of oesophageal reflux
(46%) were more than twice as frequent as
dysphagia (22%).-I am, etc.,

NEVILLE ROWELL.
Department of Dermatology,

General Infirmary,
Leeds.
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Transepidermal Water Loss

SIR,-We are of course very familiar with
the excellent work of Drs. K. E. Malten and
D. Spruit (20 January, p. 180, and 3 Feb-
ruary, p. 315) and others of the Nijmegen
School.

It is possible that some confusion may re-
sult from the terms in use. By transepidermal
water loss we mean the passive diffusion of
water across the epidermis in the total absence
of sweating. Unless great care is taken to
eliminate all possibility of sweating, measure-
ments of skin water loss may include a con-
tribution from sweat glands which is not
clinically appreciable. The term " insensible
perspiration " has been applied to the water
loss which is invisible to the naked eye.
Since, as we understand, Drs. Malten and
Spruit did not expressly eliminate sweating,
we wonder whether the figures they gave for
" insensible perspiration " may include a con-
tribution from the sweat glands. Their
mention' of a mosaic pattern on the forearm

Duration of Duration
Case Raynaud's Raynaud's Acro- of acro- Cal- Telangi-phenomenon phenomenon sclerosis sclerosis cinosis ectasia Systemic involvement(in years) (in years)

1 + 19 + 11 + + Oesophagus, kidney, heart. Died
from malignant hypertension2 + 40 + 11 + + Oesophagus, portal hypertension.

+ + Leg ulcers3 + 19 + 11 + + Kidney4 + 11 + ? + + Oesophagus. Colon5 + 3 + 5 + + Colon. Heart. Chest6 + 6 + 2 + + Oesophagus. Colon. Small
intestine7 + 44 + ? + + Oesophagus. Colon. Chest.
Heart. Kidney. Leg ulcers

changing from day to day is very suggestive
of sweat gland activity.

It is well known that sweat secretion is
reduced in patches of active psoriasis and one
may therefore expect that on the uninvolved
skin sweating may be somewhat increased to
compensate for this. We wondered if this
might account for the higher values for
" insensible perspiration " reported by the
Dutch authors.-We are, etc.,

F. R. BETTLEY.
KATHERINE GRicE.

Institute of Clinical Research,
Middlesex Hospital Medical School.
London W. I.
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Using Computers

STR,-I can hardly be expected to let Dr.
E. D. Acheson's and Mrs. Sheelagh P. Watts's
letter (3 February, p. 316) go unanswered. I
will not, however, be tempted to join in a
semantic squabble about the difference be-
tween a " computer method " (sic) and the
computer implementation of a mechanism-
free record matching procedure. I react
strongly, and am likely to continue to do so,
against the current habit of using the terms
" computer," " computer-assisted," or " ana-
lysed by computer" as adding additional
quality or respectability to the basic data
(which are of course unaffected) or as adding
something basically new to what may in fact
be well-established procedure. In the pre-
sent instance what was important was the
linkage of records ; how it was achieved-
that is, manually, mechanically, or electroni-
cally-was of secondary importance.

I agree entirely with Dr. Acheson's objec-
tive: to " have the option to produce either
type of statistic " (spells or persons). I also
agree with Dr. Acheson that linkage, whether
retrospective or prospective (as I prefer), is
likely to be greatly simplified by a universal
numbering system (for example, the N.H.S.
number) and I will join with anyone in work-
ing to that end.

I disagree with Dr. Acheson about the next
steps. I have never referred to a "massive
series of computer-held cumulative health
files "; or to " 20 years of education "; or
to "LI 00m. in capital for equipment." This
is colourful language, frightening to the timid
administrator. But I am a practical man, and
I believe not only that dreams are useless
unless you begin to move toward them, but
also that quite small steps are often enough
to start the irresistible move forward.
The costs of Dr. Acheson's unit at Oxford,

which exists apart from the regional hospital
board's statistics department, are not in-
considerable and they have been supported
by special Ministry funds-that is, they are
additional to normal hospital service costs.
If extended on a national scale his unit would
involve a very large addition to hospital
costs. For it is not linkage itself that costs
money in the retrospective system but the
amassing and maintenance of duplicates of
original records. For much less there could
be a few feasibility studies of the cumulative
method, which avoids duplication of records,
both to develop methodology and to establish
the true likely costs. Then a rational deci-
sion about further steps could be made.
Storage and retrieval techniques have
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developed rapidly in recent years. Most, if
not all, regional hospital boards have com-
puters, and other larger computers are avail-
able on a service basis. Not £100m., not even
£100,000, but a mere £20,0(0 would enable
experimental and productive work to begin
in one centre (as it is beginning in others).
The educational process has already begun
(as is evidenced by [his dialogue) and will, I
am convinced, take less than 20 years. To
achieve it we need to demonstrate much more
useful results than the self-evident difference
between " spells " and " persons," about
which I am sure that no clinician loses much
sleep.-I am, etc.,

BERNARD BENJAMIN.
Research and Intelligence Unit,

Greater London Council.
London S.E. 1.

Deaths from Asthma
SIR,-IS it really true that sedatives " are

absolutely contraindicated in acute asthma,"
as stated in your leading article (10 February,
p. 329) ? Many patients benefit from
judicious treatment with chlorpromazine or
promethazine, which suppresses the alarm
generated by the sensation of dyspnoea. Is
morphine as dangerous in asthma as the text-
books would have us believe, or is this a
medical dogma which has little real evidence
to support it ? Its value in the treatment
of pulmonary oedema is not disputed, yet
the arguments advanced against its use in
asthma apply with equal force here. The
essential point is that asthma is a disease
with a pronounced psychological overlay,
which requires treatment just as much as the
bronchospasm.-I am, etc.,
Leamington Spa, A. J. KNELL.Warwickshire.

SIR,-The increasing death rate from
asthma cannot be attributed to increase in
the case incidence or change in diagnostic
habits (Dr. F. E. Speizer et al., 10 February,
pp. 335 and 339). As there is no definite
evidence incriminating the corticosteroids or
the pressurized aerosols, a possible explana-
tion for the rise in death rate is that the
episode incidence rate may have risen. In
other words, asthmatics may be getting acute
attacks more frequently than before. As
asthmatic deaths occur during acute episodes,
an in4reased " attack rate " could account for
.the rise in death rate. This is not incon-
ceivable, though we will have to find a reason
for this, perhaps turning again to the drugs.
To take an extreme example, a patient who
once experiences dramatic relief from
corticosteroids is likely to want it again the
next time he has a wheeze. And, if denied,
the anxiety thus generated could precipitate
a severe attack. It is common enough for
patients to get acute attacks soon after a
course of corticosteroids has been tailed off.
Would such patients have had attacks less
frequently had they not been given drugs ?
It may be impossible to find an answer, but
the possibility is worth consideration.
A further point I wish to make is regard-

ing the figures of 66% and 86% given for the
proportion of the fatal cases who had been
on corticosteroids and aerosols respectively.
This is slightly misleading, since we do not
know the percentages among the total num-
ber of cases within which the fatalities

occurred. If, as seems likely, the correspond-
ing figures among living asthmatics are con-
siderably less for corticosteroids and more or
less the same for aerosols the figures of 68%
and 86% among the fatal cases would put a
different complexion on the relative dangers
of the drugs.-I am, etc.,
Knightswood Hospital, M. GOVINDARAJ.
Anmesland, Glasgow.

Errors in Blood Transfusion
SIR,-Dr. J. W. Mostert's proposal (3

February, p. 317) for the routine monitoring
of blood transfusion under anaesthesia calls
for further comment. Inspection of the
supernatant plasma for the presence of
haemolysis is a routine procedure in the
investigation of transfusion reactions and,
in so far as it was reliable and practicable, it
could be useful during the course of trans-
fusion. However, it is unjustifiably opti-
mistic to imagine that such an examination
could be as efficient as your correspondent
claims.

Errors can result from either confusion
with haemolysis due to causes other than in-
compatibility or failure to detect significant
levels of haemoglobinaemia. In the first
category must be included the collection of
the specimen, and the method of sampling
capillary blood as advocated by Dr. Mostert
is not devoid of risk as regards haemolysis.
As stated by Dr. P. L. Mollison' in his book
to which Dr. Mostert refers, a haemoglobin
concentration of 20 mg./100 ml. in serum or
plasma produces a very faint pink colour
when viewed in a thickness of approxi-
mately I cm. If such a solution is drawn
up into a capillary tube of the type com-
monly used for micro-haematocrit determina-
tions it becomes quite indistinguishable from
normal plasma. In the same capillary tube
a solution of 100 mg./100 ml. haemoglobin
in plasma produces a suspicious tinge when
viewed in a good light and preferably com-
pared with pre-transfusion plasma.

It follows, therefore, that Dr. Mostert's
claim to be able to exclude concentrations of
more than 10 mg./100 ml. haemoglobin in the
supernatant plasma by macroscopic examin-
ation will be at variance with what is likely
to be common experience. I would not wish
to detract totally the value of such a pro-
cedure, especially in connexion with trans-
fusion under anaesthesia. Nevertheless, I
am concerned, in the context of my previous
letter (2 December, p. 550), that anyone
would wish to shift the emphasis from an
attempt to eliminate initial error to one of
detection after the mistake has been made.-
am, etc.,

D. A. OSBORN.
Department of Pathology,

Institute of Laryngology and Otology,
London W.C.1.
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Doctors on the Box
SIR,-The appearance of doctors on

television to discuss controversial medical
matters is a subject which I will leave to
others, but it is well to remember that this
is only one aspect. Mr. J. M. Potter
(10 February, p. 378) rightly says that " tele-

vision is primarily entertainment." But the
important secondary purpose is education,
and I believe that Lord Reith and probably
later directors-general of the B.B.C. did not
lose sight of this. Anybody who has seen
programmes for schools teaching languages,
or for doctors, for managers, and for the
general public can scarcely deny this educa-
tional value of television. Doctors should
not ignore their opportunities in this sphere,
though such opportunities should be used to
project medicine and not personalities.

Together with several colleagues, I have re-
cently prerecorded a series of programmes for
the Further Education Department of the B.B.C
designed to be of help to expectant mothers.
Each week the programme reaches about two
million viewers, who it is hoped will get an idea
of what modern obstetrics is about, and the
co-operation and understanding of patients in
matters of childbirth is deemed by most people
to be of value. Perhaps the same may be true
of other branches of medicine. The producer
and interviewer were as keen as the doctors that
a proper image of obstetrics was given, and the
series was a co-operative effort with the doctors
and patients supplying the basic content, while
the television staff contributed their own special
expertise to communicate with an audience
whose characteristics they knew better than we
did. We were always treated with courtesy and
no attempt was made to make entertainment
capital out of us.
Mr. Potter believes that the education of

the general public on medical matters might
be better achieved by straight talks on the
radio. But this ignores the fact that educa-
tion depends on a combination of auditory
and visual stimuli, which television uniquely
can employ. The illustrations for our pro-
grammes were first-class, and where we
supplied the basic ideas the professionalism
of the artists and production team translated
them into pictures with real educational
impact. Many of the ideas we wished to
convey simply could not have been projected
by radio alone, nor even by illustrations made
to go with radio.
The ethical problem of names is still a

very real one, and even the guidance of the
B.M.A. Handbook' on ethics is not very
helpful in a specific instance. The viewing
public have some right to know the status of
those who are presuming to instruct them,
yet on the other hand no special advantage
over his colleagues should accrue to the
doctor who appears on television. Again
politeness in discussion in the studio seems
to require that names should be used at least
Occasionally. In the face of these conflicting
demands we compromised by allowing our
names to be spoken, but only our status
appeared on the credit titles at the end of the
programme.-I am, etc.,

PHILIP RHODES.
Department of Gynaecology,

St. Thomas's Hospital Medical School,
London S.E. 1.

REFERENCE
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Medindex
STR,-I was very sorry to see that the

publishers of Medindex had altered its format.
MIMS, which covers the same ground as
Medindex, is not nearly so conveniently
arranged for the general practitioner.
The main value of the old Medindex was

that the drugs were classified under many
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