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following tubal ligation. Lu and Chun2 re-
ported 50%,/, of 1,055 cases, Williams1 16.5%
of 200 cases, and now Mr. Muldoon 24% of
374 cases. That such variations exist in-
dicates inaccuracy, possibly owing to such
factors as failure to define the dysfunctions,
retrospective studies, and absence of com-
parable control groups. Until the true in-
cidence of menstrual disorder in the non-
sterilized community can be shown, I must
consider the common subjective impression
of poststerilization menorrhagia as un-
proved.

So far as other gynaecological disorders
mentioned by Mr. Muldoon are concerned, I
doubt if anybody really considers prolapse,
carcinoma of cervix, erosion, etc., to be
caused by tubal ligation. I would of course
agree with him that if these conditions are
thought to exist prior to tubal ligation, then
consideration ought to be given to selective
hysterectomy rather than tubal ligation, but
I am sure most of us have been doing this
for a considerable time anyway.-I am, etc.,

B. ALDERMAN
Women's Hospital,
Liverpool 8

Williams, E. L., Jones, H. E., and Merrill, R. E.,
American Yournal of Obstetrics and Gynecology,
1951, 61, 423.

2 Lu. T., and Chun, D., Yournal of Obstetrics and
Gynaecoloey of the British Commonwealth,
1967, 74, 875.

Institutional Neurosis

SIR,-In his review of J. K. Wing's book
(20 November, p. 496) Dr. H. R. Rollin
states that the term "institutional neurosis"
is a misnomer and draws comfort from
Dr. Wing's assertion "Institutionalism is not
a neurosis."
While not wishing to promote the use of

a term ascribed to me (but I suspect widely
used before I heard it), I feel I must defend
its adoption by a recapitulating the reasons
I prefer it. The term "institutional" does
not imply that institutions are the only cause
of the disorder, but that it was first generally
recognized in institutions-as the use of
Bornholm in Bornholm disease. The term
neurosis is used rather than psychosis s:nce
the syndrome itself does not interfere with
the patient's ability to distinguish between
reality and phantasy-indeed, the passivity
adjusts the individual to the demands of t"e
institution but at the same time hamper
adjustment to the world outside.' I agree
with Dr. Wing that it is a set of attitudes
and habits which impair (not preclude) re-
adaption to everyday social living-but this
is a fair definition of neurosis, in which a
faulty set of attitudes and habits develop in
early childhood in relation to members of
the family and persist into adult life.
What fascinates me is the number of

people rediscovering this condition every
year or so who believe their formulation to
be original and proceed to name it. Mea
cujpa. I listed six names given to the con-
dition since 1939 in my book' but there are
many more.

For the record, I warned the authorities
repeatedly that there was ill-will, absentee-
ism, neglect, and lack of co-op-ration detri-
mental to patient care which would result in
the loss of "hard won gains." The evidence
was not adeauately investigated and in a
recent letter to the North-east Metropolitan
Regional Hospital Board (6 September,

1971) the Secretary of State criticized the
authorities in question for their neglect.

I agree with Dr. Rollin that chronic
schizophrenia is incurable and psychiatric
hospitals essential. Until the art of running
them is appreciated and implemented they
are probably better closed, the public in-
convenienced, and the taxpayer obliged to
pay three or four times as much for a less
effective service fragmented into units in
general hospitals, day care centres, and hos-
tels, run by an administrative miasma in
which committees, quarrels, and professional
self indulgence command more time than
patients.- I am, etc.,

RUSSELL BARTON
Rochester State Hospital,
Rochester, N.Y., U.S.A.
I Barton, R., Institutional Neurosis. Bristol, Wright

and Sons, 1966.

Diuretic Dependence

SIR,-Abuse of purgatives is well recognized
in patients with anorexia nervosa, but a
similar situation may also develop with
diuretics, as illustrated by the following case.
A 24-year-old girl presented with a two-

month history of swelling of the face and
feet. She denied ill-health, but 18 months
previously had begun to diet when her boy
friend had commented that she was too fat.
She admitted to an increasing pre-
occupation with her weight, and had re-
stricted her diet to an estimated 800 calaries
daily. On this her weight had fallen from
approximately 70 kg to 41 kg (height 175
cm). Amenorrhoea had developed one year
previously, and had been latterly treated with
the contraceptive pill, which induced trivial
withdrawal bleeding on one occasion only.
With the onset of oedema, she received
frusemide 40 mg daily, which resulted in a
good diuresis and further weight loss, but
produced postural giddiness. Her social
history revealed many problems in the
psychosexual sphere.
On admission she was sallow and

emaciated with lax skin and acrocyanosis.
Her blood pressure was 80/60, with a
postural fall to 60 systolic, and her pulse
was 42-48/min. Though she complained of
oedema none could be detected. Investiga-
tions showed a normal blood count, E.S.R.,
electrolytes, liver function tests, serum
proteins, calcium, cholesterol, and protein
bound iodine. The blood urea was 61 mg/
100 ml with a creatinine clearance of
38 ml/min., rising to 75 ml/min on dis-
charge. Both the urine and an I.V.P. were
normal. Corticosteroid levels were raised:
plasma cortisol 38 (midnight), 50-5 yg/10I
ml (9 a.m.); urinary 17-OH corticosteroids
13-1, 17-ketosteroids 16-1 mg/24 hrs. The
patient refused inpatient therapy and was
discharged taking cyproheptidene as an
appetite stimulant. However, shortly after-
wards, her boy friend reported that despite
our advice, she had continued to take fru-
semide for the alleged swelling of her face,
and had tried unsuccessfully to obtain a
further supply. On questioning she clearly
showed a pronounced dependence for
diuretics as a means to further weight loss.
Subsequently this resolved, and she has
slowly improved on outpatient therapy.
Oedema occurs commonly during the

course of anorexia nervosa though its cause
is often not clear.' Treatment with diuretics,
as in this case, may reduce the already

diminished blood pressure and renal per-
fusion further, and may lead to a dependence
similar to that with purgatives. Though not
present in this case, electrolyte disturbance
may be severe as in two previously recorded
cases2 of diuretic abuse. Increasing use of
powerful diuretics makes this hazard more
likely, and should obviously be avoided in
the symptomatic treatment of oedema, par-
ticularly young women in whom anorexia
nervosa may be present.-We are, etc.,

C. DAVIDSON
TREVOR SILVERSTONE

Department of Psychological Medicine,
St. Bartholomew's Hospital,
London E.C.1
1 Crisp, A. H., World Review of Nutrition and

Dietetics, 1970, 12, 452.
2 Wolff, H. P., et al., Lancet, 1968, 1, 257.

Rights of Next of Kin

SIR,-A university student, a former patient
of mine who had consulted me during her
vacation, was recently admitted to hospital
by the university health service following an
overdose. After her discharge from hospital
she was admitted to the medical care centre
of the university health service for a few
days' observation. The university authorities
did not inform the mother as next of kin
either of her admission to hospital or of her
admission to the university medical centre,
apparently on the grounds that this would
be a breach of confidence. The hospital
likewise did not inform the next of kin.
While upholding the confidentiality of

medical consultation as being one of the
corner stones of our professional code of
ethics I nevertheless feel that the rights and
responsibilities of next of kin are equally
important. In this particular case, the patient
could have died without the mother having
the opportunity to be with her. I would
hope that this is not likely to become
standard practice throughout the country and
my reason in writing is to draw the atten-
tion of the profession to this relatively new
development.-I am, etc.,

H. A. F. MACKAY
Birtley

Skin Reactions to Ampicillin

SIR,-Thank you for your leading article on
"Skin Reactions to Ampicillin" (22 January,
p. 195). E. T. Knudsen's statement' that
urticarial reactions are no commoner with
ampicillin than with other penicillins is of
particular importance. May I add further
evidence from Dutch studies which may
support his statement.

In these studies two brands of ampicillin
have been compared (Penbritin and
Amfipen). These trials suggest that am-
picillin does give rise to a hieher incidence
of side effects (other than urticarial reactions)
than penicillin. However, when we compare
the frequency of erythematous reactions in
patients treated with Penbritin with that in
patients treated with Amfioen, we do find
an incidence of 5.9% and 3-2% respectively.
A tentative explanation by the manufacturer
is that Amfinen is produced by a chemical
process which gives a product free from
protein particles, and therefore causes less
side effects than other ampicillins produced
by a biological process.

I am not sure how many different brands
of ampicillin exist on the British market,
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but it would be interesting to know what
brand was used in the study by S. J.
Cameron and J. Richmond.2 As usual, the
final answer will probably be found in a
combination of a toxic and an allergic
mechanism.-I am, etc.,

C. HENDRIKSEN
Leyden, Holland

Knudsen, E. T., British Medical Yournal, 1969,
1, 846.

2 Cameron, S. J., and Richmond, J., Scottish
Medical 7ournal, 1971, 16, 425.

SIR,-Your leading article describing the
skin reactions to ampicillin (22 January, p.
195) misleadingly suggests that the aetiology
still remains a mystery.

It has been shown that hypersensitivity to
penicillin results from the presence of small
amounts of protein residues derived from
the fermentation process in manufacture and
carried through to the final product.' The
process for manufacture of ampicillin has
already been modified to reduce the former
content of protein residues and a similar
preparation of purified benzylpenicillin is
now available.2

In man, benzylpenicillin freed from
protein impurity does not react in the skin
test in 90% of penicillin-sensitive patients.3
Aqueous solution of penicillins form poly-
mers on standing which may result in an
anaphylactic type of reaction, so they should
be used as soon as possible after preparation.
-I am. etc..

ROBERT ALLAN
General Hospital,
Birmingham

Batchelor, F. R., Dewdney, J. M., Feinberg,
J. G., and Weston, R. D., Lancet, 1967, 1, 1175.

2 Williams, J. D., Prescribers' Yournal, 1971, 11,
126.

3 Chain, E., Yournal of the Royal College of
Physicians, London, 1972, 6, 103.

4 Dewdney, J. M., Smith, H., and Wheeler, A. W.,
Yournal of Immunology, 1971, in press.

Trial of Clofibrate

SIR,-Dr. R. J. Jarrett (8 January, p. 109)
asks whether in the Newcastle and Scottish
'trials the reduction in the group taking
clofibrate of deaths due to ischaemic heart
disease was matched by an increase in the
number of deaths due to non-cardiac
causes. While this happened in the Los
Angeles diet trial' the diet and clofibrate
trials were not comparable in one important
respect: the mean age of the males in the
diet trial was 65 years and in the clofibrate
trial was 52 years, so that mortality from
all causes including non-cardiac was greater
in the former. Nevertheless, the point has
importance. Unfortunately, in the Newcastle
trial patients who withdrew because of
intercurrent illness were not followed to the
termination of the trial, so that the full
figures of non-cardiac deaths are not
accurately known. In the Scottish trial these
figures are known and are declared in one of
the reserve tables. The position can be
summarized as follows:

Newcastle Scottish

Clofibrate Placebo Clofibrate Placebo

Non-cardiac deaths .4 3 8 10

Cerebrovascular 13 2
Cancer of bronchus . 1 1 2 4
Other cancer | _ 1 1
Accident

r
1 1

Other non-coronary cause ..121 2

Thus, there is no indication in either trial
that the reduction in death due to ischaemic
heart disease was balanced by an increase
in number of non-cardiac deaths.-We are,
etc.,

H. A. DEWAR
Newcastle

M. F. OLIVER
Edinburgh

Pearce, M. L., and Dayton, S., Lancet, 1971, 1,
464.

Huntington's Chorea and the Adrenal

SIR,-On the basis of the observation that:
(1) Disturbances in sexual behaviour and

progressive loss of weight are early symp-
toms in Huntington's chorea; (2) the urinary
excretion of dehydroepiandrosterone is re-
duced in this disease;' (3) inclusion bodies
occur in the adrenal cortex in Parkinsonism,
the clinical counterpart of Huntington's
chorea;2 (4) L-Dopa loading in those sibs
from families with Huntington's chorea who
will later develop the disease elicits
choreic movements,'I in this way con-
stituting both a prognostic test and indicat-
ing deranged catecholamine metabolism to
underlie Huntington's chorea (as already
been proven in Parkinson's disease) a study
was made of plasma testosterone, cortisol,
dehydroepiandrosterone (DHEA), and de-
hydroepiandrosterone-sulphate (DHEA-S) in
12 patients with Huntington's chorea. All
blood-samples were obtained either at 1500
hrs or at 2100 hrs. The testosterone and
DHEA-levels were normal in all patients.

In eight of them, the cortisol levels were
very low, ranging from 3 to 6 Ag/I100 ml,
which may be explained by the diurnal
rhythm of this hormone. In nine patients,
DHEA-S (not subject to diurnal variation)
was considerably reduced (below 25 ,ug/I00
ml). The discrepancy between normal
DHEA and markedly reduced DHEA-S
apparently points to a defect of sulphation
(sulphokinase-deficiency) in the adrenal
reticular zone, which develops during the
third year of life and is innervated by the
sympathetic nervous system. The fetal
adrenal zone synthesizes DHEA-S.5
The findings reported above may not

essentially constitute more than a parameter
in Huntington's chorea, though a speculative
link (DHEA-S-adrenal zone reticulosa-
sympathetic nervous system-catecholamine/
dopamine-neostriatum) might be considered
to relate this finding to the pathogenesis of
the disorder.-We are, etc.,

G. W. BRUYN
F. H. DE YONG

J. H. VAN DER MOLEN
Bilthoven, Holland

I Oepen, H., personal communication.
2 den Hartog Jager, W. A., Archives of Neuro-

logy, 1970, 23. 528.
1 Barbeau. A., Lancet, 1969, 2, 1066.
4 Klawans, H. C., Paulson. G. W., and Barbeau,

A., Lancet, 1970, 2, 1185.
5 Cooke, B. A., and Taylor, P. O., Yournal of

Endocrinology, 1971, 51, 547.

Generalized Pustular Psoriasis

SIR,-Your recent leading article "Generalized
Pustular Psoriasis" (29 January. p. 262)
managed to be remarkably misleading in so
short a space. It stated, misquoting Ryan
and myself, that "the disease is often caused
by therapy, since generalized pustular
psoriasis is often associated with systemic
corticosteroid and methotrexate treatment."
It should be made absolutely clear that there
is not a shred of evidence that the use of
methotrexate for any phase of psoriasis can
precipitate generalized pustular disease, al-
though the evidence implicating corticoster-
oids is substantial.
Apropos of the findings of McFayden and

Lyell, while stating that these authors "found
a coagulase-positive staphylococcus in the
blood of seven consecutive patients with
generalized pustular psoriasis," the leader
did not mention that of 93 blood cultures
made from these seven patients only 15
were positive. One patient had four out of
seven cultures positive so that in the other
6 patients only 11 of 86 cultures were
positive. Since the incidence of transient
bacteraemia in other extensive dermatoses
is unknown, the significance of these findings
must remain in doubt until and unless
further confirmatory evidence, suitably con-
trolled, is available. Furthermore, Mc-
Fadyen's and Lyell's suggestion that deaths
previously attributed to corticosteroids were
more likely due to concealed bacteriaemc
shock is purely speculation unsupported by
any evidence.
The leading article's "important practical

conclusion" that "bacteraemia should be
looked for and treated appropriately" has
been practised by physicians looking after
these patients for at least 60 years from
Von Zumbusch onwards, generally with
negative results. It would be hard to do
otherwise in a febrile toxic patient with
massive cutaneous pustulosis and (usually)
a polymorphonuclear leucocytosis. However,
it is not in dispute that either methotrexate
or systemic corticosteroids can control this
syndrome, if necessary for months. In view
of the fulminating course which may be
taken by infections in patients on high doses
of methotrexate or steroids, it is difficult to
accept that those who do well on such
treatment are harbouring a virulent staphy-
lococcus in the blood. If McFadyen and Lyell
are right, they have uncovered a very curious
story indeed.-I am, etc.,

HARVEY BAKER
London Hospital,
London E.1

Clofazimine in Leprosy

SIR,-The paper by Dr. A. B. A. Karat and
others (27 November. p. 514) entitled "Con-
trolled Clinical Trial of Clofazimine in
Untreated Lepromatous Leprosy" provides
some interesting data on a small number of
patients observed for a short period of time.

Although statistical analysis may give no
very clear results, some of their clinical fin-
dings show an interesting trend. For instance,
the marked changes observed in body weight
may reflect improvement (in the case of clo-
fazimine) or deterioration (in the case of
dapsone) in the general condition. It is
furthermore noted that the only patient
showing improvement in motor function was
in the group taking clofazimine, and that the
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