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and the responses are objective. It has been
used in school screening programmes in the
United Kingdom and the results reported by
Brooks.2 Extensive use in Scandinavia, and
my own experience, confirms the value of
the instrument, the use of which obviates
the need for a diagnostic, as opposed to a
therapeutic, myringotomy.
The advice to prescribe a hearing-aid in

cases where repeated myringotomy is re-
quired is good only as long as the patient is
carefully followed. In the presence of
chronic glue ear permanent damage may
occur to the tympanic membrane, particu-
larly in its posterior segment, which be-
comes thin, loses its middle layer, and
becomes flabby. This may eventually be
indriven into the sinus tympani and to the
mastoid air cells, forming a cholesteatoma.
Indeed, this is one of the commoner
pathogenetic mechanisms of a cholesteatoma
at present. Only a small proportion of child-
ren are so involved, but any child with an
abnormally thin tympanic membrane should
be vigorously treated and observed until
complete resolution occurs. Even though this
may take several years, it is not safe to dis-
charge these children with a hearing-aid.-
I am, etc.,

P. W. R. M. ALBERTI.
Sunnybrook Hospital,

University of Toronto Clinic,
Toronto, Ontario,

Canada.
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SIR,-Having read your leading article on
"Glue Ear" (6 December, p. 578), I am
frankly amazed at the last paragraph, which
must be absolute medical heresy. I am quite
sure that every otolaryngologist would con-
tinue to insert Teflon tubes as long as they
are required. If this is not done, a grave risk
of chronic adhesive otitis is incurred, with
possible or probable permanent deafness. To
even suggest a hearing-aid for a form of
deafness that is remediable by a simple
surgical procedure is absolutely absurd,
apart from the just-mentioned possible
sequelae.
The exact cause of chronic seromucinous

otitis is certainly not known, but many of
these cases are certainly cured by an ade-
quate adenoidectomy. I would certainly
question your statement "nor has the re-
moval of the adenoids been shown to pre-
vent or mitigate glue ear." I think the pos-
sible allergic aetiology of this condition has
been somewhat overemphasized, but a pos-
sible focus of infection in the paranasal
sinuses should always be sought. I agree
with your statement that the tendency to
this type of otitis seems to decrease as these
children grow older, and the long-term
outlook for their hearing, in my experience,
is very good as long as the middle ears are
kept normal by artificially aerating them
with some form of Teflon tube. It is in the
adult patient that permanent malfunction of
the Eustachian tube can be a problem, and
in these cases I have no hesitation in keeping

these Teflon tubes in place permanently.
This is a small price to pay for normal
hearing, and the patient can lead a perfectly
normal life apart from his inability to swim.
It has to be admitted, however, that these
Teflon tubes are not curing the basic mal-
function of the Eustachian tube, but neither
does an artificial stapes have any effect on
the underlying pathology of otosclerosis. I
really feel that the final paragraph of your
leading article is appalling, and I am very
worried that some general practitioners and
paediatricians might accept your advice and
fail to refer these patients to an otolaryn-
gologist for the appropriate therapy.
One final point-a pneumatic otoscope is

essential for the diagnosis of these cases,
and any general practitioner can be taught
to use it in a matter of minutes.-I am, etc.,

JOHN KEOHANE.
Edmonton,

SIR,-I read Mr. F. Bauer's letter on this
subject (10 January, p. 111) with great in-
terest, and I agree with him that there is
some value in using mucolytics and consid-
erable value in attempting to inflate the
middle ear by Valsalva's procedure or by
others methods. There is indeed uncertainty
about all forms of non-inflammatory otitis
media because they are often difficult con-
ditions to treat, but, having investigated
Eustachian tubal function in a large number
of children and adults during the past five
years, I have found that one of the most
constant factors is that they all show some
degree of tubal malfunction.
The Eustachian tube is not a simple pipe;

the membranous tube is a physiological
mechanism with muscular control which
must open actively to allow air to pass up to
the middle ear. Its anatomy changes
throughout childhood, becoming more effi-
cient with age. The cartilage changes in
shape and position, the two important
muscles alter in their relationship to the
tube, and the mucous glands diminish in
number and size during childhood. These
anatomical facts account in part for the age
incidence of glue ear and serous otitis, con-
ditions which I have found not to be so
distinct as has been implied. I am sure that
tubal malfunction is only one factor in their
development, but in my opinion your lead-
ing article (6 December, p. 578) understated
the importance of the tube rather than the
reverse.

In many cases the adenoids are only of
moderate size. I do not think that size is
very significant; small infected adenoids may
cause lymphatic obstruction leading to
swelling in the peritubal tissues, thus mak-
ing it more difficult for the relatively inef-
ficient childhood tube to open. I have found
that adenoidectomy in these cases is of real
value. If we look on the Eustachian tube as
a passive pipe in good order, provided that
air can be forced through and provided that
adenoids are not actually blocking the naso-
pharyngeal opening like a cork in a bottle,
then treatment with grommets may seem
unreasonable. If, however, we accept that
tubal malfunction is an important cause of
these conditions, then grommets are a logical
and relatively harmless method of allowing

the equalization of middle-ear air pressure
acting as temporary artificial Eustachian
tubes and allowing time for the real tube to
resume its normal activity.
Like Mr. Bauer, I hope that very few of

these children would have to be considered
for hearing-aids.-I am, etc.,

CHRISTOPHER HOLBOROW.
London W.1.

Treating Preinfected Wounds

SIR,-With reference to the letter of Mr.
J. W. S. Rickett and Mr. B. T. Jackson, (3
January, p. 48) we would like to ensure that
no misunderstanding arises from the quo-
tation of our paper on the same subject.
We agree completely with the criticism in

your correspondence (15 November, p. 428, 22
November, p. 493) of their double blind trial
using lactose as a placebo which was asso-
ciated with an infection rate of 26% (5 cases
from 19) where the appendix removed was
normal. In our trial in the cases where the
appendix removed was normal there was
no wound infection (judged on the
same criteria for sepsis), whether ampicillin
was instilled into the wound or not. Because
the presence of lactose in a pre-infected
wound may cause an increase in the inci-
dence of infection, we decided at the outset
against a double blind procedure, and these
results appear to justify our decision.
Although our results were analyzed in

rather more detail than the above ment-
ioned paper, our conclusions were broadly
similar if a little more specific. Our paper is
to be published in the British Yournal of
Clinical Practice in the near future.-We
are, etc.,

JOHN C. MOUNTAIN.
PHILIP V. SEAL.

Royal Victoria Hospital,
Bournemouth, Hants.

Vagotomy for Peptic Ulcer

SIR,-Vagotomy for peptic ulcer is be-
coming increasingly popular but there is an
appallingly high incidence of incomplete
vagotomy,' 2 which means failure to cure the
ulcer diathesis. In his contribution to this
problem. Lee3 has developed a stain (leuco-
methylene blue) which is claimed to aid
identification of smaller vagal fibres bv
staining them selectively at operation. We
have been using this stain recently and shall
publish full details later. Meanwhile, our
findings are disappointing. We feel it is
important to report the main results because
the stain is conceptually attractive but it
does not seem to work.

After dividing the obvious nerve trunks at
operation, we applied the stain and removed
stained structures for histological examina-
tion. In a consecutive series of 30 structures
from 10 patients, 21 contained no nerve
tissue at all, one contained an appreciable
amount of nerve tissue, and the remainder
contained connective tissue with an occa-
sional isolated nerve fibre so minute as to be
invisible to the naked eye.
We therefore found that the stain did not

pick out nerve fibres selectively. In these

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5693.432-c on 14 F
ebruary 1970. D

ow
nloaded from

 

http://www.bmj.com/


14 February 1970 Correspondence MEDICAL JOURNAL 433

circumstances it may well induce a sense of
false security, and we feel it is unreliable at
its present stage of development.-We are,
etc.,

ALAN G. Cox.
W. MICHAEL COOKE.

Department of Surgery,
Royal Postgraduate Medical School,

London W. 12.
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Open Electrocardiograph Service

SIR,-The open electrocardiograph refer-
ral service described by Dr. C. M. Morgans
and others (3 January, p. 41) represents a
praiseworthy attempt to meet the need of
family doctors for help in the diagnosis of
coronary heart disease. Nevertheless, I am
convinced that it is an unwise and danger-
ous solution to the problem, and a better
way must be found. The authors showed
clearly enough that the service was appre-
ciated by family doctors and that it relieved
the load on the outpatient department, but
they did not consider whether it led to ac-
curate diagnosis; and this surely is the
paramount consideration.

In an electrocardiograph referral service
the diagnosis of coronary disease is based
mainly on an interpretation of the cardio-
gram. This is dangerous for two reasons.
The first is that a considerable proportion of
patients with coronary disease, including
some with acute infarction, have cardio-
grams which show only slight, non-specific,
or borderline changes; and a few may even
be normal. The second is that it is fre-
quently impossible to tell from a singl_
cardiogram whether any abnormality present
represents a healed lesion or one which is
acute. The authors admit that a normal
cardiogram does not exclude heart disease-
and this is unquestionably true if S-T
depression of up to 1 mm. is accepted as
normal, as appears to have been the case
in this service. This means that a report
that the cardiogram is normal cannot be
used for reassurance, and yet in 46% of
cases the family doctor used the report for
precisely this purpose.

It must be emphasized that the diagnosis
of coronary disease in general practice is a
difficult problem; and that it is essentially a
problem, not in cardiogram reporting, but in
clinical cardiology.' A correct diagnosis can
only be made on the basis of a full history,
a careful examination, and a reliable car-
diogram, evaluated by a doctor with ade-
quate cardiological training and experience.
-I am, etc.,

D. S. SHORT.
Cardiology Department,

Royal Infirmary,
Aberdeen.
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Potassium Supplements

SIR,-Professor H. E. de Wardener's letter
(18 October, p. 168) demonstrating that
potassium from Slow-K tablets (Ciba
Laboratories Ltd.) was totally released and

Day Urine Potassium (mg./day)
ayvolume Intake Corrected Faeces Output Balance

(ml.) urine

1 630 1629 1413 140 4 1553-4 + 75-6
2 1160 1705 121-4 1826-4 -197-4
3 720 1514 159-7 1674-7 - 45-0
4 880 1825 130-8 1955-8 -326-0
5 1040 1815 145-7 1961-7 -332-0

Mean 1654 139 6 1794-6 -165-0

6 960 2557 2740 150-2 2890)2 -333-2
7 1050 2454 143-0 2597-0 - 40 4
8 900 2887 152-4 3039-4 -482-4
9 650 2471 170-6 2641-6 - 84-6
10 560 2188 152-7 2341-7 +216-0
Mean 2548 153-8 2702-8 -144-0

absorbed in five patients is in agreement
with earlier work by Wynn.' We have re-
cently carried out a potassium balance study
on a moderately obese 52-year-old house-
wife with an ileostomy to the lower
ileum. Her total body potassium was 28-2
mEq./kg. and her serum potassium 3-8
mEq./l.
A basal diet containing 1629 mg./day of

potassium was given throughout the study,
with 500 mg. polyethyleneglycol 4000 three
times daily as a continuous non-absorbable
marker. After a seven-day period of equili-
bration on marker and diet, ileostomy fluid
and urine collections were made daily for
ten days, during the last five of which one
film-coated Slow-K tablet was adminis-
tered three times daily with meals. The
average potassium content of the basal diet
plus Slow-K was 2557 mg./day.

From the figures given in the Table it can
be seen that when the potassium supple-
ment was given the mean urine potassium
increased by 894 mg./day or 96-3% of the
administered dose. The mean daily faecal
(ileostomy) potassium only increased by 14
mg./day (152% of the Slow-K supple-
ment) confirming that all the potassium in
the Slow-K was released and absorbed.
This study not only confirms previous

findings but, since the patient had an ileos-
tomy, it shows that all the Slow-K potas-
sium was released and absorbed in the small
intestine.-We are, etc.,

B. E. C. NORDIN.
R. WILKINSON.

M.R.C. Mineral Metabolism Research Unit,
General Infirmary,

Leeds, Yorks.
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Leptospirosis
SIR,-Drs. Constance A. C. Ross and J. C.

J. Ives (3 January, p.49) are right to advo-
cate that sera from all patients with aseptic
meningitis should be examined for lepto-
spiral antibodies. However, we would go
further.

First, five serogroups of Leptospira other
than Icterohaemorrhagiae and Canicola are
represented in the United Kingdom (25
January, 1969, p.231), and infections with
strains of these serogroups may also cause
aseptic meningitis. Secondly, leptospirosis
may cause febrile syndromes other than
aseptic meningitis and "Weil's disease"-for
example, illnesses like influenza, glandular
fever, enteric, rickettsioses, etc. Occasionally,
clinical manifestations are evoked for which
leptospirosis would be considered a most
unlikely differential diagnosis.'
Under these circumstances the ideal

screening test for use in busy general duty
laboratories would involve a routine meth-
od-for example, complement fixation
(C.F.)-and one "genus-specific" antigen
capable of detecting antibody to any
pathogenic strain of Leptospira irrespective
of its serogroup. For some years we
have been anxious to improve the diagnostic
facilities in this field and have been eva-
luating such a C.F. test which was proposed
by Romanian workers.24 The antigen is
prepared from a "saprophytic" strain (biflexa
complex) of Leptospira, Patoc 1. Thousands-
of sera from the United Kingdom and from
various overseas countries (where additional
serogroups occur) have been examined by us

with this C.F. test and with the microscopic
agglutination test. For the latter we use 20
pools of antigen suspensions each repre-
senting one of the recognized serogroups of
pathogenic or parasitic strains (interrogans
complex) and, in addition, Patoc 1 and other
biflexa strains. The results of the two tests
have accorded very well.
This finding led to the distribution (since

October, 1968) of the C.F. antigen to the
laboratories of the Public Health Laboratory
Service where a routine virus C.F. test is
carried out (47 of 63 laboratories) and to
some group laboratories. Some laboratories
include the Leptospira antigen with viral
antigens in their C.F. screening test; others
run a separate test on selected sera. Sera
with positive or doubtful reactions-and
others, at the discretion of the pathologist-
are then referred to the reference laboratory
for agglutination tests. In this way aseptic
meningitis, and other fevers, caused by
strains in the Hebdomadis and Ballum
serogroups-as well as the Icterohae-
morrhagiae and Canicola serogroups-have
been detected.

Occasionally the Patoc C.F. antigen does
not react at high titres when one might ex-
pect it to do so. We have therefore tried
supplementing the Patoc I antigen with
antigen prepared from strains representing
locally important pathogenic serotypes. The
combined antigen, Patoc 1 and serotype
wolffii (representing the Hebdomadis sero-
group) gave better results and current
batches are of this sort. We are investigating

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.5693.432-c on 14 F
ebruary 1970. D

ow
nloaded from

 

http://www.bmj.com/

