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to ban the oily injectable form for therapeutic
use, on which a false reliance has been placed.
-I am, etc.,

D. S. MCLAREN.
Nutrition Research Laboratory,

School of Medicine,
American University of Beirut,

Lebanon.
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Spontaneous Rupture of the Oesophagus

SiR,-I read with interest your leading
article on spontaneous rupture of the oeso-
phagus (8 February, p. 334). In the final
paragraph you advocate the insertion of a
gastrostomy tube. This may be effective in
allowing gastric suction, as you suggest,
though a Ryle tube may be used instead.
However, should leakage occur through the
sutured tear in the oesophagus any food fed
through the gastrostomy tube will only leak
out into the pleural cavity and through the
chest drain if that is still in situ.

I have encountered a case in which this
occurred, and would therefore recommend
that a jejunostomy be performed instead for
the purpose of feeding. My experience is
in common with that of other surgeons.-
I am, etc.,

R. YEO.
Royal East Sussex Hospital,

Hastings, Sussex.

Indomethacin Therapy
SIR,-I find no good evidence in the article

by Dr. R. T. Taylor and others (21
December, p. 734) for the statement that
manifestations of peptic ulceration may be
caused by indomethacin suppositories. In
the three patients in whom gastric ulceration
was demonstrated while the patient was on
suppositories, the symptoms which had
brought the ulcer to light all antedated the
use of suppositories. With a disease such as
gastric ulceration the natural history of which
is for remissions and relapses to occur, it is
unreasonable to suggest that withdrawal of
a particular drug in two patients (Cases 2
and 4) was necessarily responsible for heal-
ing; in Case 8 the ulcer became smaller in
size while taking the suppositories.-I am,
etc.,

J. H. SWALLOW.
Chelmsford and Essex Hospital,

Chelmsford, Essex.

Treatment of Major Pulmonary
Embolism

SIR,-Dr. J. Hirsh and others (21 Decem-
ber, p. 729) have rendered us a great service
by undertaking the complex treatment of
pulmonary embolus with streptokinase, and
by documenting their excellent results with
clinical, radiographic, and haemodynamic
criteria. May I comment on three aspects
of their publication where I believe their
work may be open to misinterpretation.
The lack of improvement following heparin

therapy must be considered in relation to
their own comments of adequacy of treatment
in only four out of 11 patients. The value
of heparin in acute pulmonary embolus is

threefold-prevention of further deep vein
thrombosis and repeated pulmonary embolus;
prevention of secondary thrombosis in
occluded pulmonary arteries; and the sug-
gestion of rapid correction of the raised
pulmonary artery pressure and increased
airway obstruction by preventing the release
of serotonin from disintegrating platelets.'
On the basis of pulmonary artery pressures

and cardiac index measurements almost half
of their patients can be said to show only
moderately severe haemodynamic derange-
ment Statistically patients in this group
have a very good chance of survival on
standard anticoagulant and supportive treat-
ment only. I believe this point requires em-
phasis, as thrombolytic therapy is not without
risk, especially in the postoperative patient.
There is some evidence, as also stated by the
authors, that if the patient survives the acute
attack the body's own thrombolytic system
will resolve pulmonary emboli in time.2-'4

I am distressed that in the entire paper no
mention is made of inferior vena cava ligation
or plication as part ef the approach to this prob-
lem. Prevention of acute recurrences and pro-
tection during the subsequent recovery period
and after discharge from hospital can probably
be most safely achieved by inferior vena cava
ligation or plication.45 Dr. Hirsh and his
colleagues considered "all patients in the series
had major pulmonary embolus severe enough
to be considered for pulmonary embolectomy."
It seems to be generally agreed that this is a
positive indication for inferior vena cava surgery,
both after pulmonary embolectomy or even if
this does no: become necessary. The notable
exception to this view in the recent literature by
Pisko-Dubienskil is difficult to understand, as
he gives neither adequate reasons nor follow-up
results to support his contention that emergency
ilio-femoral venous thrombectomy prevents
recurrent pulmonary embolus. Venous thromb-
ectomy in this region is a more prolonged
operation than preventive inferior vena cava
surgery; removal of thrombus with present
techniques is probably rarely complete; and the
incidence of at least partial rethrombosis in the
treated veins is high despite heparin and the
apparently good clinical results in terms of
reduced oedema, etc.'
The plan of treatment proposed by Dr.

Hirsh and his colleagues seems an excellent
one, and I do not question the rapid resolu-
tion of pulmonary artery obstruction which
they were able to demonstrate. The purpose
of my comments is merely to stress that the
standard mode of therapy with anticoagulants
still retains a most important function in our
therapeutic armamentarium, and that haemo-
dynamic measurements appear also to be of
definite prognostic value. I also believe that
inferior vena cava plication or ligation has
an equally significant place in the treatment
of this disease as a small operation yielding
the largest safety margin against recurrence.
-I am, etc.,

ADOLF SINGER.
Mount Sinai School of Medicine,

Elmhurst, New York, U.S.A.
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Medical Education in India

SIR,-We have read with great interest
your leading article " Medical Education in
India " (21 December, p. 722). We feel that
the statement that there are 61 medical col-
leges in India needs rectification. In fact
there are at present 92 medical colleges inr
India running the M.B., B.S. course with an
annual intake of about 11,000 students.-
I am, etc.,

E. KAPAL,
Regional Adviser in Medical Education,
Regional Office for South East Asia,

World Health Organization.
New Delhi, India.

Recognition of Carcinoma of the Colon
SIR,-I was interested in your first leading

article (8 March, p. 589) on cancer of the
large bowel. This described complicated!
investigations that might disclose early recog-
nition of this common and often fatal disease
which affects the young adult. No mentioa
was made of the fact that multiple sebaceous-
cysts of the skin, sebocystomatosis, which is
a familial disease, is associated in a significant.
proportion of cases with familial polyposis.
of the large bowel in which early carcinoma
often arises.

I think that if surgeons made a habit of
examining their patients' skins they would
often discover evidences of internal pathology-
without complicated investigations. I hope-
they will read Lord Platt's sensible article in
the same issue (Personal View, p. 636).-
I am, etc.,

JOHN T. INGRAM.
Leighton Buzzard,

Beds.

Drug Defaulting in General Practice

SIR,-Dr. A. M. W. Porter's article on
drug defaulting in general practice (25 Janu-
ary, p. 218) raises a number of issues. Apart
from the patient not taking the prescribed
therapy there is the problem of wasted drugs,
especially when two or more drugs are being
taken in different divided dosages.

I myself have attempted to overcome this
problem by prescribing tablets in multiples
of seven, and noting the total at the time
the prescription is issued. The patient is
then told to return on the same day in a
specified number of weeks, and in this way,
by direct questioning, one has some idea as
to whether the drugs have been taken in the
correct dosage. Experience has indicated
that this method of prescribing results in less
wastage of drugs than the customary method
of prescribing in multiples of ten.-I am,
etc.,

T. C. MAYER.
Ilford, Essex.

Custom-built Practice Premises

SIR,-Six general practitioners in partner-
ship in Ashton have recently built a group
centre which was notable for its economical
cost and speed of erection. Originally a
brick-built building was considered, but the
cost at over £22,000 was too great. Further
inquiries about industrial-type buildings were
made, and an estimate of £18,000 for a basic
building was obtained. The local council had
had a building erected by a company which
had never previously erected a surgery
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