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advanced degree could be killed on the spot
by such a manceuvre.-I am, etc.,
Lochmaddy,

Isle of North Uist. ALEX. J. MACLEOD.

SIR,-Since the TV programme in
"Medicine Today " on cervical disc lesions
represented my views, a number of doctors
have iaquired if I was also the author of
the expository paper entitled "Pain in the
Neck and Arm " (2 March, p. 563).

I hasten to assure readers that it was not
from my pen.-I am, etc.,
London W.1. JAMES CYRIAX.

Pulmonary Function in Asthma

SIR,-Drs. P. Meisner and P. Hugh-Jones
report (24 February, p. 470) a normal trans-
fer factor in asthmatic patients with severe
airways obstruction. This is an observation
of considerable practical importance and one
which we are able to confirm from our
experience in this unit. Fifty-six patients
(26 female, 30 male, average age 43) have
been referred to our laboratory during the
last three years with a clinical diagnosis of
bronchial asthma. The transfer factor (CO
single-breath method) was reduced in only
four of these patients. It will be seen in
Table I that, as in the patients studied by
Drs. Meisner and Hugh-Jones, the transfer

TABLE I

Mean Mean
Forced Exp. Mean Alv. Transfer

Volume (1 sec.) F.E.V.1 (l.) Volume Factor
(1.) (% Normal)

Group I
Less than 1 litre

(14 pts) .. 0-68 5-1 102
Group II

1-1 5 litres
(12 pts) . 1-21 5-7 113

Group III
More than 15

litres (30 pts) 2-40 5-8 105

factor was normal even in those with gross
impairment of the F.E.V.1 (Group I) and
there was no real difference between the
transfer factor for this group and for
Group III, in which the mean value for
F.E.V.1 was more than three times greater.
These relationships were independent of
alveolar volume, which was similar at all
levels of F.E.V.i.
Of even greater interest is the observation

that the transfer factor may actually be raised
in asthma (Table II). In 33 of our 56

TABLE II

Transfer Factor No. of % of
(% Normal) Patients Patients

Over 130 11 20
101-130 22 40
71-100 19 33
60-70 4 7

patients (60%) the transfer factor was more
than 100% of the predicted normal value
and in 11 patients (20%) it was above the
upper limit of the normal range (over 130%
predicted normal). In this laboratory an
abnormally high transfer factor has not been
observed among the several hundreds of

patients referred with airways obstruction
due to causes other than asthma. Indeed,
the only other condition in which a high
value has been consistently found is con-
genital heart disease associated with increased
pulmonary blood flow due to a left to right
shunt. Drs. Meisner and Hugh-Jones did
not comment upon this point in their own
paper, but it will be seen in their Fig. 2
that 17 of 24 readings for transfer factor
(expressed as TL/VA) were greater than
100% of predicted normal, A high transfer
factor may thus be found in asthmatics
regardless of which formula is used for pre-
dicting normal values; Drs. Meisner and
Hugh-Jones used the formula of Hamer,
Cotes, and Meade for men and Newman's
formula for women, while we used our own
formula.

It is not clear why some patients with
asthma should have a raised transfer factor,
although it is known that an imbalance
between ventilation and perfusion can some-
times give erroneously high values. Be that
as it may, there can be little doubt that the
transfer factor has a place in the assessment
of a patient with airways obstruction. The
almost invariable finding of a reduced trans-
fer factor among patients with emphysema
in this laboratory and elsewhere and the
finding of a normal or increased transfer
factor in asthma indicate the value of this
measurement. It seems reasonable to con-
clude from the evidence so far available that
a diagnosis of uncomplicated asthma is virtu-

ally excluded by the finding of a reduced
transfer factor and confirmed if there is an
abnormally high value in the presence of
airways obstruction.-I am, etc.,

C. M. OGILVIE.
Liverpool qardio-thoracic

Surgical Centre,
Broadgreen Hospital,

Liverpool 14.

Corticosteroids and Rosacea
SIR,-My colleague, Dr. Ian B. Sneddon

(2 March, p. 579), gives a timely warning
regarding the use of corticosteroid creams in
the treatment of rosacea, and draws attention
to the telangiectasia which these produce, and
the severe pustulation which erupts on
ceasing this therapy.

In this department many such cases have
been seen, caused by various of these pre-
parations, so that a " spot diagnosis " can
be made before the history is taken. Fre-
quently the papulo-pustular lesions involve
not only the usual rosacea distribution but
also the eyelids, scalp, and neck. Neither the
telangiectasia nor the pustulation has been
observed in patients treated with steroid
creams or lotions containing sulphur or a
quinoline derivative.-I am, etc.,

G. A. G. PETERKIN.
Department of Dermatology,
Foyal Infirmary,

Edinburgh.

Twelve-lead Electrocardiogram
SIR,- The standard electrocardiogram has

developed over the years by a series of acci-
dents and circumstances. Today, for better or
for worse, the twelve-lead electrocardiogram is
widely accepted as the standard recording. It
is difficult to find much published critical
evidence in support of this standard. It is
not universally approved. The seven-lead

electrocardiogram has many advantages.' X
There is no doubt that many students and
even postgraduates find the mastering of
interpretation of the twelve-lead electro-
cardiogram a confusing and wearisome task.

In some degree this difficulty may be
caused by the methods of displaying the
twelve leads, which are neat but do not lend
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themselves to logical interpretation. Rather
they perpetuate the need for empirical rules
in interpretation.
The electrocardiogram is recorded in two

planes, the frontal and transverse. The
frontal plane includes the six limb leads.
There is disagreement about precise reference
of these leads to the heart. Earlier hexaxial
reference systems were based on an absolute
acceptance of Einthoven's theories. It is now
thought that these theories may not be accu-
rate, and a corrected reference system has
been introduced.! Whatever the theoretical
considerations, in practice these six limb leads
may be represented as viewing the heart from
a series of approximate positions in the
frontal plane. Uhley and Rosenblum' con-
sider that it would be logical to display the
limb leads in the order aVR, aVL, I, II,
aVF, III.
The chest leads describe an arc in the

transverse plane. The two planes coincide in
the area of V6, so that V. could also be
included with the frontal plane leads. V. is
usually intermediate in pattern between leads
I and II, as would be expected from their
points of reference. Thus the two planes
may be combined in displaying the electro-
cardiogram (see Fig.). When mounted in this
way there is a gradual change of pattern from
aVR, through aVL,, I, V6, II, aVF, to III,
and similarly from VI-6. The electrical axis
can be read at a glance. Ischaemic changes
will be grouped together, so that, for
example, a lateral infarction would give rise
to abnormal tracings in leads mounted along
the right-hand side of the paper.

This presentation may simplify interpreta-
tion.-I am, etc.,

PHILIP REES.
Hospital for Tropical Diseases.
London N.W. 1.
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Swallowed Dental Reamer

SIR,-The letter by Mr. R. A. D. Booth
and others (11 November, p. 356) about an
ex-dental nurse who swallowed a dental
reamer prompts me to record an interesting
case we had recently in Kabale Government
Hospital.
The patient was an African male in his early

thirties and he complained of pain in his right
loin. On examination he had a very large swell-
ing which I thought was a right perinephric
abscess. On incision, in addition to the expected
pint of pus, we also found a 5-inch (12.5 cm.)
nail identical to the ones sold in the local shops,
except that it had no head.
When we presented the nail to the patient

he rather sheepishly admitted that three
months previously, when in gaol at Kilembe,
he had swallowed it in a suicide attempt and
had since had a lot of abdominal pains.
I am happy to record that the patient made
a good recovery.-I am, etc.,

Kabale Hospital, G. D. VINDEN.
Uganda.

Aminocaproic Acid and "Proteinuria"
SIR,-Your Today's Drugs article on

aminocaproic acid (Epsikapron) (23 Decem-
ber, p. 725) indicates that this drug is being in-
creasingly used in treating haemorrhagic states.
Our own experience has been chiefly in the
control of haemorrhage following dental
extractions in patients with haemophilia.'

McNicol and others' have demonstrated that
aminocaproic acid is excreted almost entirely
through the kidneys, and that urine concen-
trations of up to 25 mg./ml. are found
during normal therapeutic dosage with
unrestricted fluid intake. Neither they nor
subsequent authors describing its clinical use
have drawn attention to the confusion which
may arise if Albustix is used for routine urine
testing when therapy is in progress.
Our attention was drawn to this when a

haemophilic boy, in hospital for dental
extractions, was unexpectedly reported as
having heavy proteinuria. The urine had
been tested, using Albustix. It was possible
to resolve quickly the problem by showing
that no precipitate formed on boiling the
urine, nor when sulphosalicylic acid was
added. A number of similar false-positive
reactions from Albustix have subsequently

been found when aminocaproic acid therapy
is in progress. As many patients receiving
aminocaproic acid are likely to have routine
urinalysis, it is clearly important to recognize
this artifact.

Further investigations by the manufac-
turers, Kabi Pharmaceuticals, have shown

that false-positive reactions with Albustix
are likely to occur in urine containing 25
mg./ml. of aminocaproic acid. Lower con-
centrations may give trace reactions (see
Table). Since concentrations of up to 25
mg./ml. have been shown to occur with
normal therapeutic dosage, it is likely that
this level is often exceeded when larger doses
are used and if there is preoperative restric-
tion of fluid intake.-We are, etc.,

MICHAEL W. COOKSEY.
MARTIN S. KNAPP.

United Bristol Hospitals,
Bristol 2.
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Reaction of Albustix to Urine Containing Varying Levels of Aminocaproic Acid

Subject pH 50 mg./ml. 125 mg./ml. |20 mg./ml. 15 mg./ml. 10 mg./ml. 0 mg./ml.
1 6-5 + + - + Trace Trace Trace -
2 70 + + + + - - - -
3 6-0 + + + + + - - -
4 660 + + + + Trace Trace Trace Trace*
5 60+t sul oslic i - -aI -

* Negative to sulphosalicylic acid.

Poisoning by Oil of Wintergreen
SIR,-Recent experience has led me to be-

lieve that the composition of oil of winter-
green is not fully appreciated by profession
and public alike. It must only rarely be pre-
scribed nowadays, but it is still freely avail-
able at any chemist at a cost of 2s. 6d. for a
4-oz. (120 ml.) bottle. The substance winter-
green is an extract from wintergreen leaves,
and as such is a liquid. It consists of pure
methyl salicylate, and was at one time used
orally in the treatment of rheumatic fever.
Pure methyl salicylate is still sold as winter-
green, but since it is now used only as a
liniment the label instructs one to dilute it
1 in 4 with vegetable oil. Oil of wintergreen
is the 25% by volume dilution already pre-
pared, and its British National Formulary
description is methyl salicylate liniment,
B.P.C. Its efficacy as a liniment is due to
the local analgesic effect of the methyl
salicylate, which is also responsible for its
characteristic odour.

Children in the toddler age group will
swallow almost anything they should not, and
the pungent smell of wintergreen is likely to
attract them. There are now many cases on
record-mostly from the United States of
America-of fatal poisoning in children from
the accidental ingestion of wintergreen. Even
a quarter of the 4-oz. bottle of oil of winter-
green will contain the equivalent of 90 gr.
(6 g.) of aspirin, a lethal dose for any
small child. A teaspoonful of pure winter-
green is approximately the same as 60 gr.
(4 g.) of aspirin. Yet the label on the bottle,
at most, says " Not to be taken." The acci-
dental ingestion of all forms of salicylate by
small children is still far too common. When
advising parents about this we should include
reference to wintergreen as one of those sub-
stances which should be kept well out of
children's reach-preferably by not having
them in the house at all.-I am, etc.,

R. R. GORDON.
The Children's Hospital,

Sheffield.

Surgery for Intracranial Tumours

SIR,-We read with interest your leading
article on " Surgical Treatment of Intracranial
Tumours " (2 March, p. 531), but we were
disappointed to see very little mention about
the role of surgery in the management of
metastatic intracerebral tumours. This
prompts us to report one of our cases who
just left hospital a fortnight ago and is doing
quite well.
A 50-year-old man, a farmer by profession,

with a young family, was first admitted in
December 1966 with jaundice and melaena, and
subsequently found to have carcinoma of the
ampulla of Vater. This was removed surgically
in March 1967. Following his operation he
made a satisfactory recovery and was gaining
weight until his recent admission to this hospital
on 5 February 1968, when he presented with
headache, vomiting, and weakness in the right
arm. On examination the striking finding was a
left homonymous hemianopia and sensory in-
attention on the left half of his body. He had
difficulty in recognizing objects put in his left
hand, but there was no obvious motor abnorm-
ality. Lumbar puncture was done and showed
an increased protein in the cerebrospinal fluid.
He was transferred to the neurosurgical unit,
Aberdeen, where he was operated upon on 14
February. A circumscribed tumour in the occi-
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