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rehabilitation situation that the more severely
incapacitated are treated alongside the less
handicapped, as this not only constitutes a
stimulus to the patients but also to the staff
engaged in this work.

This review of the present situation is un-
doubtedly timely, and one must hope sincerely
that the obvious points emerging from it will
neither be ignored nor be given the implica-
tion that a rash of rehabilitation centres is
required. Such rapid expansion is neither
economically possible nor entirely desirable.
The growth of rehabilitation requires to be
carefully planned not only on a regional basis
but as part of a carefully designed national
policy.-I am, etc.,

ALAN RICHARDSON.
Wolfson Medical

Rehabilitation Centre,
Atkinson Morley's Hospital,
London S.W.20.

Constrictive Pericarditis
SIR,-Your leading article entitled "Non-

tuberculous Constrictive Pericarditis" (3
February, p. 265) states that pericardial
rheumatoid nodules are pathological findings
without clinical manifestations, and that
histological examination in cases of rheuma-
toid constrictive pericarditis consistently fails
to show lesions characteristic of rheumatoid
arthritis.

Perhaps you will permit me to draw atten-
tion to our recently reported' patient with
acute rheumatoid arthritis in whom cardiac
tamponade necessitated thoracotomy. At
operation there was a tense pericardial
effusion, associated with pericardial thicken-
ing and adhesions. Histological examination
of the operative parietal pericardial biopsy
showed an appearance similar to that of the
rheumatoid nodule. It may be that we were
able to identify the characteristic histology
in our patient because, in contrast with Dr.
B. P. Harrold's two cases (3 February, p.
290) which provoked your leading article, our
patient's pericardial disease was relatively
acute, and he had not received corticosteroid
therapy preoperatively.-I am, etc.,

ROGER A. L. SUTTON.
University College Hospital,
London W.C.1.
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Coal Gas and the Brain

Si~t,-The leading article, " Coal Gas and
the Brain " (17 February, p. 398), states that
where it is available " exposure to hyper-
baric oxygen at 2-2k atmospheres pressure is
the treatment of choice " for carbon mon-
oxide poisoning and quotes the 100%
recovery rate achieved by Smith et al.' in
support of this contention. An annotation on
a similar theme in the Lancet (13 January,
p. 77) also gives this reference, and con-
cludes that hypertonic oxygen therapy "may
be vital." Garland and Pearce' quote the
work of Smith et al.' as the sole evidence in
strong support of this form of treatment.
We feel that these reviews give the impres-

sion that only hyperbaric oxygen will achieve
a 100% recovery. The excellent results of
Smith and his colleagues were obtained when
" the average time elapsing between finding

the patient and his admission to hospital has
been about 30 minutes," and it should be
noted that the death of a patient admitted
indirectly to their hospital was excluded from
the results. After another three years'
experience Smith' reported that the number
of carbon monoxide poisonings treated with
hyperbaric oxygen had risen to 70, with two
deaths. This later work is not quoted in
any of the three authoritative articles already
mentioned. Moreover, " the use of hyper-
baric oxygen is considerably limited by the
occurrence of oxygen poisoning."' It is
difficult to compare the results of these series
with others, as the "respiratory and cardiac
depression" accepted by Smith et al. as
criteria for treatment with hyperbaric oxygen
are not sufficiently defined.

Lest it be thought that only hyperbaric
oxygen therapy with its attendant risks of
oxygen poisoning to doctors and nurses will
achieve a very high recovery rate, we report
the results in our last 100 patients suffering
from carbon monoxide poisoning treated
without hyperbaric oxygen. Ninety-nine
patients survived with no after effects, and
one died.-We are, etc.,

HENRY MATTHEW.
A. T. PROUDFOOT.

Regional Poisoning Treatment Ccntre,
The Royal Infirmary,

Edinburgh.
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Acute Abdomen

SIR,r-Professor Harold Ellis in his in-
teresting and succinct paper on the diagnosis
of the acute abdomen (24 February, p. 491)
is concerned with the paramount importance
of reliance on clinical features, immediate
decision, and accurate diagnosis. I question
the wisdom of his remark: " One should be
suspicious of the diagnosis of acute appendi-
citis without pyrexia ; it does occur but it is
unusual." This is dangerous teaching, for the
absence of fever, and indeed of tachycardia,
should never prevent a diagnosis of acute
appendicitis or make for delay in reaching the
important decision when to admit to hospital.

Only recently I saw a 45-year-old man with an
eight-hour history of abdominal pain. Tem-
perature was normal and pulse rate 80. I was
in no doubt about the diagnosis, and a gang-
renous appendix was removed the same evening.
And this was not the first time I had made
the diagnosis with reasonable certainty in the
absence of fever.

I cannot agree that it is unusual, or so
unusual as to be remarkable enough to raise
doubts and suspicions of the diagnosis. For
it is just these doubts and suspicions that may
tempt one to temporize; and in those few
hours a gangrenous appendix may perforate.
I would rather advise the student or tiro to
note the temperature and pulse rate, but, even
if one or both are normal, in the presence
of other signs and symptoms of acute appen-
dicitis on no account to be deterred from
making the diagnosis and dispatching the
patient to hospital with all speed.-I am, etc.,

Sonning Common, PETER HEMPHILL.
Nr. Reading, Berks.

Suicide in Pregnancy

SIR,-I must support Dr. C. B. Good-
hart's view (3 February, p. 318) that suicide
does occasionally occur in pregnancy.
Although these deaths have not been specific-
ally mentioned in the Ministry of Health's
Reports on Confidential Enquiries into
Maternal Deaths in England and Wales,
reports were in fact received on 14 deaths
from suicide during the twelve years
1952-63. Furthermore, it is probable that
in some cases of suicide associated with
pregnancy and childbirth the fact of preg-
nancy is not disclosed on the death certificate,
and so a confidential report is not initiated.
Thanks to the co-operation of coroners and

the Home Office confidential reports on these
cases are now received by the Ministry of
Health, and in future Reports on Confiden-
tial Enquiries these deaths and other deaths
due to poisoning or violence will be recorded,
and a more accurate estimate of the risk of
suicide in pregnancy will be obtained.-I
am, etc.,
London W.I. HUMPHREY ARTHURE.

Measles Immunization

SIR,-In your leading article (17 February,
p. 395) you state that the Ministry of Health
has recommended that measles vaccination
should be offered to all children who have
not been protected by either previous im-
munization or an attack of the disease. I
believe children are immunized in other ways
-that is, by having a subclinical attack or
possibly having a permanently inherited im-
munity. If children have passed through
two epidemics they can be considered immune.
The Table below will demonstrate this.

1st 2nd
Epidemic Epidemic

Number in community 580 587
,, known to have had

measles .555 482
Number known not to have
had clinical attack .. 25 105

Number known to have been
exposed twice before and
considered immune 12l

Number assumed non-immune 14 81
Number attacked in epidemic 13 7i

not attacked 1 3

This refers to boys of 14 to 18 in a public
school. Of the 580 at the time of the first
epidemic there were 11 who were known to
have been exposed on two previous occasions,
and of the 587 in the second epidemic 24
had had two previous exposures. I am sure
we should study those who have been exposed
as well as those who get a genuine attack,
and this will be even more important when,
in the foreseeable future, mumps vaccine may
be recommended. The figures also show the
infectivity of measles. Only one out of 580
escaped if those who have had previous
attacks and those who have been twice ex-
posed are included, and this despite the fact
that the number assumed non-im-mune was
only 14 in the first epidemic. The figures
for the second epidemic are 3 out of 587.
Among those who have been exposed twice
I discovered that four belonged to four
families totalling 18 siblings, none of whom
had had measles, and, furthermore, none of
their mothers had had measles. This there-
fore is another very small group where
measles vaccination would be superfluous.
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I realize that measles immunization will
usually be given to those from 1 to 5, but
nevertheless strong pressure is being applied
to recommend that children who are entering
school at age 14 should be immunized.-
I am, etc.,

R. E. SMITH.
Board of Graduate Studies

Faculty of Medicine,
University of Birmingham.

Medindex

SIRC-I hasten to support Dr. J. B.
Metcalfe's plea to the publishers of Medindex
(24 February, p. 515) and join him in
requesting them to resort to the old format.
I would also like them to include a list of
drugs, _arranged alphabetically, giving the
scientific names first and the trade equivalents
(if any) alongside. Many readers of publica-
tions such as the B.M.7. must spend a con-
siderable time trying to find out what
" drug " the authors of an article are writing
about. The inclusion of a short list of
equivalent names at the end of each article
would make life easier for the not so scienti-
fically minded.-I am, etc.,

Skipton, Yorks. C. H. ROBINSON.

SIR,/-We have answered already through
the post Dr. J. B. Metcalfe's criticisms (24
February, p. 515), but for the benefit of
your other readers will you permit me to
summarize briefly the position of MIMS
vis-a-vis Medindex ?

Until early in 1967, when this company
took it over, Medindex was published quar-
terly. It was providing very similar informa-
tion to that given in MIMS, which was, and
still is, published monthly. We have evi-
dence to show that MIMS was greatly pre-
ferred to Medindex. MIMS is intended as
an aide-memoire to proprietary drugs. It is
not a textbook of pharmacology or thera-
peutics. In the autumn we are to publish the
first edition of the Medindex Compendium,
which will be issued annually. This will in-
clude monographs on proprietary drugs, lists
of approved names, a colour identification
chart for tablets and capsules, and additional
information which cannot be included in
MIMS if it is to preserve its unique
character.
We are grateful for the numerous letters

of appreciation of MIMS and for the helpful
comments that we receive every day from
doctors and pharmacists in general practice
and in the hospital service. The Compen-
dium has been planned with the support of
the pharmaceutical industry and is expected
to be the most comprehensive and detailed
publication of its kind.-I am, etc.,

E. N. PULLOM,
London W. 1. Editor, MIMS.

Selection of Medical Students

SIR,-My point (20 January, p. 176) is
that som$ able students who would make good
doctors are bad at physics and chemistry.
Dr. I. M. Richardson (17 February, p. 445)
would exclude them because they could not
master first M.B. science, whereas I would
replace first M.B. science by a general science

course. Doctors need a scientific attitude,
but this, far from being a pure scientist's
prerogative, can be acquired by any able
student.-I am, etc.,
Whickham, ANDREW SMITH.

Newcastle upon Tyne.

Clinicopathological Conferences

SIR,-Doctors all over the world who are
regular readers of the B.M.7. look forward to
your instructive Clinicopathological Con-
ferences. Apart from their intrinsic merits,
they give us the feeling of personally sitting
in on a very high-level discussion by experts

who have developed special interests in cer-
tain subjects in their subspecialties.

However, the level of their discussion and
knowledge is such that it is not always clear
what specialties those taking part normally
work in. For the benefit of those who are
not familiar with the positions held by the
staff at Hammersmith Hospital, I believe it
would help in following the material
presented even better if such indications as
" Professor X-professor of pathology " or
" Dr. Y-M.R.C. research fellow in clinical
medicine " were added at least at one point.-
I am, etc.,

Paediatric Department, AARON BLOCH.
Ashkelon General Hospital,

Israel.

Deaths from Asthma

Sip,-The investigations of Dr. F. E.
Speizer and colleagues (10 February, p. 335)
have confirmed the increased death rate from
asthma in recent years, and they have made
a valuable assessment of treatment (10
February, p. 339) in fatal cases. Although
the cause of this increase remains quite un-
certain, I agree that the fact that death was
so often unexpected can be explained in
some cases by previous misassessment of the
severity of the illness. A contributory factor
to this may sometimes have been the still
widely held belief, especially in children, that
asthma is largely a psychologically deter-
mined condition. In this way the main effort
of assessment and treatment may have been
directed to vague and quite unhelpful
psychological factors and away from the
critical physical state of the patient. Reluc-
tance to use steroids is a likely consequence
of this attitude.

Bronchial lavage, as you suggest, certainly
has some place in the treatment of severe
asthma unresponsive to routine measures. In
acute status asthmaticus it is an entirely
rational preliminary to the institution of
assisted respiration, and if undertaken before
the situation has become too desperate may
even eliminate the necessity for this pro-
cedure. In the subacute and severe chronic
asthmas the results of bronchial lavage are
often extremely difficult to assess. In the
York-Harrogate areas, in the last two years,
45 bronchial ravages have been carried out
in 40 patients by the method described by
H. T. Thompson et al.' The results have
not yet been fully analysed, but in a few
patients there could be no doubt that the
results have been remarkably beneficial. In
the majority there has been some improve-
ment, but other factors may have been
involved and the improvement has sometimes
been brief. In others little or no improve-
ment has been obtained. There have been no
serious complications.-I am, etc.,

Scotton Banks Hos itaI W. H. HELM.
Knaresborough, Voarks.
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SIR,-Your leading article (10 February,
p. 329) very rightly stresses the necessity of
treating severe asthma with 'corticosteroids.
It continues giving general advice how to
treat routinely emergency cases, but this

advice is in contrast to the opinion of most
practitioners experienced in this field. You
recommend " 100 mg. of hydrocortisone
should be given intravenously or intramuscu-
larly every quarter of an hour until relief is
obtained "-a tall order-to be followed by
40-80 mg. oral prednisolone " rapidly tailed
off over one or two weeks." Many would
feel that in such general advice intravenous
aminophylline ought to have been included
as preceding hydrocortisone; they would also
object to the rapidly tailing off within one to
two weeks, which could be easily understood
as taking it off completely. This would be
a rather dangerous procedure causing with-
drawal symptoms and a possibly fatal out-
come which I am sure you would want to
avoid.

Less disquieting are some minor faults in
your leader-for instance, the recommenda-
tion of a recent but not yet fully evaluated
drug and the reference to irrelevant animal
experiments about possible dangers of iso-
prenaline. I realize that leaders cannot
always be faultless, but the major errors in
this leader are potentially harmful and
should have been avoided.-I am, etc.,
London N.3. H. HERXHEIMER.

SIR,-Thank you for publishing the papers
on the increase in deaths from asthma by
Dr. F. E. Speizer and others (10 February,
p. 335). It is a pleasure to read such careful
reasoning applied to such well-collected
information. We all make mistakes and can
therefore only welcome such a clear guide
about how to avoid some of them.

I was disappointed therefore to read
" your " suggestions (10 February, p. 329)
on " What is to be done ? " because so many
of them are only practical if the patient has
a physician in constant attendance. The
papers show that any action must be taken
quickly, because a third of those who are
going to die in an attack of asthma are dead
within two hours of the start of it. You
comment that " steroids are urgently needed
in all severe exacerbations of asthma." Are
we then to teach every asthmatic to call us
at the start of every attack so that we can
start the suggested scheme of injected steroids
if we find that the attack is severe ? Surely
guidance about what constitutes a severe
attack would be more useful, so that the
patient could take oral steroids and thereby
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