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general practitioners we have never been
approached by the Joint Formulary Com-
mittee for any criticisms or suggestions of the
proposed layout of the Formulary. I have
made similar suggestions to those given above
in the past, but na notice has been taken.

It would be interesting to hear from other
doctors if they are totally satisfied with the
layout of this essential book. Are the users,
in contrast to the pharmaceutical and thera-
peutic interests, adequately represented on
the Joint Formulary Committee ?-I am, etc.,

RONALD LAW.
London N.W.10.

REFERENCE
British National Formulary, 1968, British Medi-

cal Association * Pharmaceutical Society of Great
Britain, London.

*** The composition of the Joint Formu-
lary Committee is given at p. 312 of the
B.N.F., 1968.-ED., B.AM.J.

Road Traffic Accidents
SIR,-There has recently been a post-

graduate meeting in Hull on the topic of
(road traffic) accident aftercare. The infer-
ence was made at this meeting that a rota
could be made up of general practitioners in
the East Riding area willing and able to make
themselves available to dash to the scene of
an accident and assist the ambulance, police,
and fire services in the hope of preventing
loss of life and unnecessary suffering to the
victims of the accident.

Since our area is now well endowed with
orthopaedic, surgeons who must surely be
ideally suitable to cope with such accidents,
and since most of these live well away from
the centre of Hull and thus within easy reach
of main roads carrying fast-moving traffic
(that is, routes upon which serious accidents
are most likely to occur), one must suggest
that these gentlemen be approached first to
form such a rota, rather than the general
practitioner, who is likely to be less well
equipped as regards availability and experi-
ence of such casualties.-I am, etc.,

P. WHITEHEAD.
Cottingham,

E. Yorks.

Vaccination Certificates

SIR,-Considerable inconvenience and
much annoyance is often caused to travellers
around the globe by incorrect or incomplete
vaccination certificates.

In a recent check on smallpox vaccination
certificates on a British passenger ship
travelling around the world from the United
Kingdom, of 913 passengers embarked 48
vaccination certificates had major omissions
which required the owner to be revaccinated.
From the western coast of North America
of 616 passengers embarked 109 certificates
were incorrect. Among the latter, the major
error was an incorrectly written date (81),
which was followed by omission of or in-
complete batch numbers (22), and omission
of the approved stamp (6). Canadian doctors
can claim highest marks for clarity and
correctness of certificates, while doctors from
the U.S.A. and United Kingdom come lower
on the list. Of the latter, those at fault
seem to spread across the medical population
from the Harley Street private practitioner
through public health departments to the
general practitioner.

It is therefore very worth while reminding
doctors that from 1 January 1967 every
smallpox vaccination certificate must show
the origin and batch number of the vaccine
used, the certificate should have an approved
stamp, and the month of the, year should be
written in letters-that is, 1 December 1968
instead of 1.12.68. Port authorities do not
appear to be so concerned regarding the last
point, and it is therefore not considered a
major error requiring the owner to be
revaccinated.

Finally, it is amazing how many passengers
will apparently judge their doctor by his
capacity, or rather incapacity, to fill in what
to the doctor is just yet another form.-
I am, etc.,

S. F. L. LOWE.
Oswestry, Salop.

Mountain Accidents

SIR,-Mr. N. F. Kirkman's letter on this
subject (14 December, p. 703) has been
brought to our notice. Accident report
forms in use in Scotland are much more
detailed than those used in England and
Wales, and therefore much more information
is available as to causes of accidents.
Mr. Kirkman gives "slips" as the major

cause of accidents (109 out of 170). The
reports available to us indicate that a slip is
more an end result than a cause. In our
1967 list, out of nine slips on tourist paths in
summer, six of those concerned were wearing
smooth-soled shoes, hence the cause was un-
suitable footgear. Similarly in winter, slips
on snow slopes were found to be caused by
lack of an ice axe, or inability to use an ice
axe. Exposure also was found to be more
often an end result than an original cause.
The cause here varies: in some cases it is
due to lack of map and compass, leading to
the party concerned becoming lost in mist,
and this wandering in turn leading to
exhaustion and exposure. In other cases it is
due to inadequate clothing.

Again Mr. Kirkman gives " bad weather"
as a cause, but when full information is avail-
able it is usually found that the real cause
is inability to deal with bad weather (common
on our hills), resulting from inexperience or
inadequate equipment. Curiously Mr.
Kirkrnan does not quote avalanches as a
cause, though these are frequent on Scottish
hills. Our 1967 list gives four avalanche
accidents, in one of which one man was buried
for nine hours and his companion for eleven
hours.

Three years ago the International Federa-
tion of Mountaineers suggested that an
accident report from all countries should be
the same. This was not agreed to, but there
is a strong ca'se for the same type of form
to be used throughout Britain. We feel that
the form used in Scotland provides the essen-
tial information, and its use would provide
much more information as to causes of
accidents, leading in turn to much more being
done for accident prevention.-We are, etc.,

B. H. HUMBLE.
Mountain Accident Recording,

Scotland.

H. MaCINNES.
Honorary Secretary,

Mountain Rescue Committee, Scotland.
Argyll, Scotland.

Elderly in Hospital

SIR,-I am grateful to Dr. A. M. Nussey
(1 February, p. 313) for his comments on
the paper by myself, Dr. K. W. Cross, and
Miss Mary Wall (21 December, p. 763).
But in face of the evidence of falling patient
turnover in the region's geriatric beds he
wonders whether it was a good plan to create
a separate specialty of geriatrics. He should
be reassured by the knowledge that there are
geriatric units in the region where the turn-
over is double the regional average, and also
where the turnover has been more than
doubled during recent years. The creation
of opportunities for the training of physicians
in successful geriatric methods, including day
hospitals, is the answer in a situation where
an increase of only 50%' in the present low
rate of turnover would relieve the current
state of bed block and abolish lists of patients
awaiting transfer to geriatric units.

If geriatric turnover is suitably increased
there will be no need for a great additional
building programme, though replacement of
outdated by modern accommodation will
make it easier to obtain and retain devoted
nurses, and there are areas where the propor-
tion of beds in relation to the population to
be cared for is much below average and new
building is required.
The " reintegration of geriatrics into the

mainstream of general medicine" that Dr.
Nussey suggests could be considered retro-
gressive, but, more important, it would fail to
recognize that the mainstream in a few years
will consist of patients over 65 in the sense
that they will occupy more than half the
hospital beds for adults, and the hospital ser-
vice will have to be geared more closely to
their special needs.-I am, etc.,

R. W. PARNELL.
Highcroft Hospital.
Birmingham 23.

Status Epilepticus and Diazepam

SIR,-I regret that some of your corre-
spondents (15 February, pp. 439 and 440)
should consider that the title of the paper
" Dangers of Treatment of Status Epilepticus
with Diazepam" is misleading. The title
was not selected for notoriety nor to be
dramatic, but to draw attention to dangers
that must be considered. Hypotension and
the attendant danger of cerebral vascular
insufficiency in any patient suffering from a
severe acute cerebral disorder is undesirable
for reasons that should be obvious. Recog-
nition of the potential danger may well
prevent its appearance or lead to early and
effective treatment.
Without doubt the full details of each

individual case would have been desirable.
More detailed information was submitted, but
was not published because of the editorial
consideration for space. Nevertheless, some
of the information requested by Drs. D. C.
Taylor and C. Ounsted is actually in the
printed paper, shortened as it was, and other
issues they raised are irrelevant. The diffi-
culties of assessing the hypotensive effect of
a drug in the clinical situation are indeed
crucial, but should not have been unneces-
sarily complicated by their inference that
cases of falls in blood pressure may have
followed the intramuscular administration of
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diazepam. The description of the procedure
and of the cases makes it clear that in all
cases of hypotension the drug was given intra-
venously. The patients were nursed in an
intensive care ward where observations of
physiological functions were made regularly
at 15 minutes, or less if necessary. Why
Drs. Taylor and Ounsted should not know
" how an adequately representative blood
pressure was recorded from a patient in . . .

grand mal status" is difficult to understand.
Naturally one does not aspire to recording
during the actual seizure, but the traditional
techniques serve quite well between con-
vulsions. Drs. Taylor and Ounsted believe
that the " title may serve by itself to alarm
practitioners into avoiding this . . . drug as
their treatment of first choice." This may
be a fair comment upon the reading habits of
physicians or may reflect the view that Drs.
Taylor and Ounsted have of their fellow
practitioners. For those who read more than
the title, the summary and the rest of the
paper made it obvious that diazepam is a
highly successful drug in the treatment of
status epilepticus. The fact that com-
bined treatment with other drugs in seriously
ill subjects may lead to an undesirable or
potentially fatal hypotension should not deter
practitioners from its use, but should lead to
greater caution.

Obviously combined treatment cannot be
wholly avoided. Some cases of status epilep-
ticus do not respond to treatment with diaz-
epam, given early or late, even in the best-
regulated of circles. The use of pheno-
barbitone or phenytoin in patients who have
been receiving these drugs for years is not
necessarily illogical and is sometimes essen-
tial ; the deliberate or inadvertent withdrawal
of anticonvulsant medication is a common
cause of status epilepticus, and in cases of
prolonged status the regular medication
should be continued without interruption.
Furthermore, when cases of intractable status
arrive at a special treatment unit some will
have received treatment, not necessarily the
wisest, and probably with more than one
drug. Consequently the dangers of treat-
ment with diazepam in conjunction with
other drugs should be adequately advertised.
-I am, etc.,

D. S. BELL.
Psychiatric Research Unit,

Rozelle, 2039,
Australia.

Unsuspected Miliary Tuberculosis
SIR,-I read with interest the letter by

Dr. R. Milton and others (1 February, p.
315) on the above subject.

In 1965 a colleague and I drew attention
to unsuspected tuberculosis in the aged, of
which two cases were diagnosed after death.'
Recently I reviewed all post mortem material
since publication of that paper to the end of
1968 (1,500 cases), and found 6 cases of
miliary tuberculosis out of a total of 14 cases
of active tuberculosis, two of the former
being aged 80 and 90 respectively.

I would like to emphasize the importance
of being aware of this hidden seed bed of
tuberculosis, and it is practice in this labora-
tory to culture all sputa routinely for tubercle
bacilli. Furthermore, in the nine cases of
miliary tuberculosis in my two series all had

miliary tubercles in the marrow-on this
evidence I now recommend that we culture
some of the marrow aspirate in all cases of
pyrexia of unknown origin in liquid tubercu-
losis culture medium.-I am, etc.,

JANE M. FULLERTON.
St. Olave's and New Cross

Hospitals,
Guy's Hospital Group,
London S.E. 16.

REFERENCE
I Fullerton, J. M., and Dyer, L., Tubercle

(0,ond.), 1965, 46, 193.

Awareness during Anaesthesia
SIR,-With regard to the article by Drs.

J. Wilson and D. J. Turner (1 February, p.
280), may I make one very simple point ?
It is well known that sensory input during
operations performed under light general
anaesthesia plus muscle relaxation is an
important factor in producing awareness. It
has been my practice to apply tight-fitting
plugs of moistened gauze to both external
auditory meati on all patients undergoing
caesarean section as soon as intubation has
been performed.

There are clearly several factors operative
in the cases described by Drs. Wilson and
Turner, but the routine use of ear plugging,
with consequent blocking of auditory stimuli,
may well be an important factor in reducing
the number of patients who complain of
awareness during caesarean section.-I am,
etc.,

W. T. McNEIL.
Midland Centre for Neurosurgery

and Neurology,
Warley, Worcs.

Torsion of Testis

SIR,-Following Mr. K. Mohay-ud-Din's
letter (15 February, p. 445), without detract-
ing from his statements I should like to
remind him of the condition of idiopathic
scrotal oedema of children' as a differential
diagnosis. A few operations have been
needlessly performed because of a mistaken
diagnosis of torsion of the testis.
The distinguishing features are absent or

minor pain, normal scrotal contents, and the
distribution of the oedema, with some irrita-
tion of the scrotum or perineum.-I am, etc.,

BARRIE HANSTEAD.
Upminster, Essex.

REFpEREC
Hanstead. B., and John, H. T., Brit. 7. Urol.,

1964, 36, 110.

Bilateral Tension Pneumothorax in
Newborn

SIR,-I was interested to read the letter
by Mr. I. V. Lishman and Dr. F. Mansfield
(11 January, p. 121). The authors mention
the difficulty in diagnosis they might have
experienced had their patient not had surgical
emphysema as well as tension pneumothorax.
I have observed in several cases of pneumo-
thorax in newborn and older infants that
abdominal distension may be a prominent
clinical finding. The explanation is presum-
ably that the pressure of the air pushes the
diaphragm downwards, thus compressing the

abdominal contents. The following case
histories may help to demonstrate the point.

A newborn infant delivered by caesarean
seztion failed to breathe. The child was
cyanosed and limp, and the abdomen was soft
and not distended. Heart rate was 96 but quite
strong. An experienced anaesthetist passed an
endotracheal tube and oxygen was administered
at a rate of 2 1./min. through a Sampson
respirator. Immediately the oxygen was started
marked abdominal distension developed. The
anaesthetist was certain the tube had entered
the trachea but none the less removed it. Surgical
emphysema developed in the neck. Resuscita-
tive measures failed, and the infant died before
an x-ray could be obtained. At necropsy the
infant showed areas of pinkness contrasting with
the generalized cyanosis.

Bilateral tension pneumothorax was present
with ballooning cf the diaphragm into the
abdomen. No obvious area of trauma was found
in the respiratory tract.
An infant of 3 months being treated for acute

gastroenteritis developed marked abdominal
distension. The child was a little dyspnoeic,
and the air entry on the right side of the chest
was poor. X-ray revealed tension pneumo-
thorax on the right side and no intra-abdominal
lesion. The pneumothorax was relieved by a
catheter and underwater drainage, and following
this the abdominal distension disappeared.
Recovery from staphylococcal pneumonia and
gastroenteritis was complete.

I wonder if any other readers would agree
that abdominal distension may be a sign to
turn one's thoughts to a possible diagnosis
of tension pneumothorax in an infant with
respiratory difficulty.-I am, etc.,

JOAN WAGNER.
Johannesburg,

South Africa.

SIR,-The correspondence (11 January, p.
121 and 22 February, p. 514) on the
emergency treatment of tension pneumothorax
in the newborn prompts us to relate our own
solution to this problem when faced with it
recently.
A child delivered by caesarean section after

some hours of intermittent foetal distress at-
tempted to breathe before the air passages could
be cleared of thick meconium. Respiratory efforts
ceased while the pharyngeal contents were being
removed by suction, and as there was no im-
provement after gentle inflation with oxygen from
a face mask an endotracheal tube was passed.
Ventilation with oxygen then produced a rapid
improvement in colour, and spontaneous respira-
tion started, but when the endotracheal tube was
withdrawn it was clear that something was
wrong ; respiratory efforts were excessive, and
there was a violent seesaw movement of the
thorax and abdomen. The child rapidly became
cyanosed again, so the tube was replaced and
artficial ventilation recommenced. Auscultation
revealed very little air entry on either side of the
chest, and an x-ray showed a right tension pneu-
mothorax with marked displacement of the
mediastinum to the left.
An underwater drainage apparatus was im-

provised, using a disposable infusion set
(which, when taken to pieces, provides a
number of useful parts, including several
male/female Luer connecters), a 16-gauge
disposable intravenous cannula, a wide-bore
6-inch 15 cm. aspirating needle, and a
rubber-capped 100 ml. bottle containing 50%
dextrose. The aspirating needle was inserted
through the rubber cap, and the dextrose was
removed and replaced by sterile saline and
chlorhexidine solution to a depth of 4 cm.
The delivery tube of the infusion set was
divided just below the drip chamber, and
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