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is at present lacking, but it is doubtful whether it can ever
be as thorough as the control exercised by a good firm on each
batch of its branded product.
While the official name refers only to the basic chemical

ingredient, a great many preparations currently prescribed
under brand names are-whether we like them or not-
mixtures of two or more drugs. It is difficult to imagine
how such compound preparations could be given official
names, especially when any attempt to do so could be imnme-
diately stultified by the manufacturer making a slight change
in the formulation.

It may be that the assumed reduction in costs to the Health
Service from abolishing brand names, envisaged by the
Sainsbury Committee, would be more than offset by the
economic consequences which would follow. The fact that
throughout the world the pharmaceutical industry has adopted
the brand name rather than any other type of trade mark
strongly suggests this to be the most appropriate form for
an international industry. The Sainsbury Committee appre-

ciated that some revision of the Trade Mark Act would be
necessary were brand names abolished, but it is questionable
if the committee realized how complicated this would be or
how devastating to the industry. If the name by which a
product is marketed in the home country no longer reflects
the reputation of the manufacturer and the details of formu-
lation which may be therapeutically significant, it could
inhibit the major innovating companies in Britain from
competing adequately in overseas markets. No other sector
of the great chemical industry, be it explosives, fertilizers.
plastics, or general chemicals, shows such a favourable balance
of exports to imports as does the pharmaceutical industry, on
the well-being of which our profession so greatly depends
From this point of view alone the Government should be vern
chary of interfering adversely with the reproductive processes
of a goose which has laid so many golden therapeutic eggs.

'Brit. med. 7., 1967, 4, 1.
Brit. med. Y., 1968, 1, 456, 524.

Intensive Cardiac Care
The intensive care of patients after acute myocardial
infarction has been much developed in recent years, and in
this issue of the B.M.Y. two units report on their experience.
Professor J. P. Shillingford and his colleagues at the
Hammersmi'th Hospital describe the management of 150
patients and discuss their results (page 787). Drs. B. L.
Pentecost and N. M. C. Mayne report on a unit at the
Birmingham General Hospital, discussing the service it pro-
vides (page 830), and adding to an earlier account of it.'
The continuous electrocardiographic monitoring of

patients2-4 has shown a remarkably high incidence of
arrhythmias in the early stages of acute myocardial infarc-
tion. Ventricular fibrillation, ventricular tachycardia, and
complete heart block are serious complications of it, though
all are potentially correctable. But it has become increasingly
apparent that the prognosis of a patient developing a serious
arrhythmia largely depends on the degree of underlying
myocardial damage.' In these circumstances ventricular
fibrillation can usually be converted to sinus rhythm by
immediate direct current cardioversion, provided there were
no previous signs of left ventricular failure or cardiogenic
shock. As Pentecost and Mayne show, and others6 have
found, these complications make successful resuscitation less
common. The prime condition for successful resuscitation is
immediate detection, particularly of ventricular fibrillation
or asystole. In common with the Hammersmith and
Birmingham units many experienced workers have now lost
confidence in the conventional alarm systems dependent on
the heart rate, with their high incidence of false alarms, and
have therefore trained nurses to monitor the E.C.G. Monitor-
ing increases in complexity as units become larger,
particularly when patients are nursed in single rooms. Much
work remains to be done on this aspect of intensive care,
including the development of techniques which may allow
prediction of serious arrhythmias from changes in the E.C.G.
wave form.7

Perhaps the most important factor determining the
successful outcome of defibrillation, apart from the severit%
of underlying myocardial damage, is that the sooner it is
carried out the more likely is it to be successful. The chronic
shortage of medical staff makes it unlikely that many units
can provide a resident doctor in their coronary unit for 24
hours a day, and therefore the policy of training certain
nurses to recognize and treat ventricular fibrillation ma'
become an established practice.
Whether the patient who has been successfully resuscitated

from cardiac arrest enjoys the same prognosis as the patien:
with a less complicated course seems uncertain. One report
suggests that any arrhythmia may adversely affect the long-
term prognosis after discharge from hospital.' These patient,
seemed liable to die suddenly without chest pain, perhaps
from an arrhythmic attack. If this observation is confirmed.
the problem of long-term antiarrhythmic therapy must be
considered. On the other hand, a recent review of patient!
surviving ventricular fibrillation' showed an unaltered prog
nosis provided the infarction was " mild."
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It has become common practice to treat other arrhythmias
which, though not immediately threatening to life, may be
associated with progressive deterioration in cardiac function.
Supraventricular tachycardias with rapid ventricular response
are treated either with drugs or by cardioversion,1° and
sinus bradycardia with hypotension usually responds to intra-
venous atropine." Likewise ventricular ectopic beats are
regarded as the forerunners of more serious ventricular
arrhythmias and have been suppressed by a variety of anti-
arrhythmic drugs, of which lignocaine is the current
favourite.'2 13
Though some workers report a considerable incidence of

arrhythmias more than 48 hours after the patient's admission
to hospital, the peak onset seems to be within a few hours of
infarction, and there is consequently a high mortality at that
time. This consideration led to the flying squad service such
as has been established by J. F. Pantridge and his colleagues
in Belfast." " Here an attempt is made to carry resuscitative
equipment and skilled personnel to the patient rather than
rushing the patient to a coronary care unit. Cases of cardiac
arrest occurring some distance from hospital have been treated
in this way, but the application of such a system to a large
industrial city with its attendant traffic congestion poses
several problems. It may at least prove possible to convey
patients from home to hospital in an ambulance specially
equipped to deal with any serious arrhythmia occurring in
transit.
The problem of late cardiac arrest while the patient is in

hospital also deserves study, for there are considerable tech-
nical difficulties in monitoring heart rhythm after he has
left the unit and returned to a general ward. Some
authorities consider that late arrest occurs only in patients
with an obviously complicated course and in whom
myocardial damage points to a relatively poor prognosis,
so that prolonged monitoring may be of little benefit to
them.

Unfortunately, less progress has been made in the treat-
ment of the cardiogenic shock syndrome which may follow
myocardial infarction. Little can be done beyond correction
of accompanying arrhythmias, effective relief of pain, and
the conventional treatment of cardiac failure when this is
present. Progress has been impeded by the lack of a simple
quantitative assessment of the severity of shock, and so widely
differing claims have been made for various kinds of treat-
ment. The more sophisticated forms of haemodynamic
measurement are not available to many hospitals admitting
patients with cardiogenic shock. Recently studies of the
metabolic aspects of this condition have shown a good corre-
lation between the mortality rate and the severity of the
resulting metabolic acidosis.2 16 Most hospitals can now
estimate arterial pH, and this yardstick, together with the
usual clinical observations of urinary volume, blood pressure,
and skin temperature, may allow a more reliable appraisal
of newer techniques.
The question remains of what to do with the patient seen

at home with acute infarction. One of the main difficulties
in assessing the value of home as opposed to hospital care
has been a failure to stress the importance of the age of the
infarction. After 48 hours of uncomplicated progress the
removal of a patient to hospital appears to have lost most of
its value, because the danger of arrhythmias is largely passed,
and we are as yet unsure of the effect of ambulance journeys
on this group of patients. This is one more problem which
may be solved by combined studies between hospital staff
and general practitioners.

Crowded in Broadmoor
Understandably enough, the hospitals for mentally disordered
dangerous patients are apt to excite less pride than prejudice
among the general community. While cardiac surgery and
kidney transplants win esteem for the hospital where they are
performed, headlines about Broadmoor or one of the other
Special Hospitals are more likely to tell of an alarming
escape. Consequently, though it is easy to blame the Ministry
of Health for the deplorable state of affairs disclosed at Broad-
moor last week by the Estimates Committee,' it is worth
bearing in mind that money, men, and time are all limited
How each is allocated in the Ministry's plans is likely to
reflect in some measure the popular pressures of the
day.

That bad conditions have been allowed to drag on for far
too long must be the main conclusion to be drawn from the
Committee's report. Of the four hospitals in question-
Broadmoor, Rampton, and Moss Side in England and Car-
stairs in Scotland-the oldest, Broadmoor, is singled out for
severe criticism. The subcommittee who visited it were
" appalled" to see the extent of the overcrowding, and
" their feelings are shared by officials of the Ministry of
Health."
The report emphasizes that these comments " in no way

reflect upon the staff, the value of whose work under such
conditions is even greater than it would otherwise be." About
50% more patients are accommodated there than should be,
and the staff are helpless to stop it because a bed has to be
found when a court orders a patient to be sent there. Beds
are crowded into sleeping-quarters, a day room, and corri-
dors; patients use a ward as a dining-room and a corridor
likewise. It is not surprising that staff is short, that " rela-
tionships between medical and nursing staffs were such as
could be improved," and that time is lacking for research.
The other Special Hospitals to a lesser and varying degree
suffer under similar handicaps.

It would be unfortunate if the effect of this report were to
make Members of Parliament and other readers suppose that
the conditions it describes are peculiar to the Special
Hospitals, though the need for security there makes them the
more intolerable. The fact is that there are far too many
hospitals of all kinds which are in a deplorable state, but
notably those with a preponderance of old people or chronic
sick in their wards. The rebuilding programme is not
adequate to the country's needs and in fact probably falls
far short of what the population would willingly pay to have
Even so, some sense of urgency must clearly be injected into
the plans to increase accommodation in the Special Hospitals
They include the construction of a new hospital in England
and the rebuilding of Broadmoor on the existing site-the
two projects together costing about £8 million. Since they
would provide only an additional hundred beds (as well as
relieving overcrowding), it may be questioned whether the
scheme is ambitious enough, for in England there is reported
to have been a considerable increase recently in the numbers
of " more active and aggressive patients." The absurdity of
committing to non-security hospitals patients guilty of
dangerous crimes has recently been commented on,' yet over-
crowding in the Special Hospitals must surely aggravate the
tendency to do this.

Second Report from the Estimates Committee, Session 1967-68: The
Special Hospitals and the State Hospital, 1968. H.M.S.O.

Brit. mned. 7., 1967, 1, 317.
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