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only patient experiencing deterioration in
sensory function was in the group given
dapsone. Again, clofazimine at a higher dos-
age did control a necrotizing erythema
nodosum leprosum eruption in one patient.
These unemphasized findings reflect a general
trend in the report indicating the advantages
of clofazimine in clinical usage.

It may be that had clofazimine been given
in a higher dose than 100 mg daily to these
South Indian patients-notoriously liable to
severe exacerbation in the presence of wide-
spread bacillary breakdown-the reported
advantages of clofazimine in preventing
erythema nodosum leprosum might have been
demonstrated.
While the summary may accurately

represent the results seen in this limited trial,
the authors give little indication of the
general tenor of the numerous reports in
this field which bring out clearly the
advantages of clofazimine that appear only
as trends in their report; nor do they take
cognizance of the arguments that have in-
clined some cost-conscious physicians to
prescribe clofazimine in certain circumstances
to reaction-prone patients suffering from
lepromatous leprosy.
The findings of the authors cannot, of

course be gainsaid, but the definite and
rather sweeping conclusions they draw are
not directly derived from the evidence they
adduce from a small number of patients
treated for an insufficient period of time, and
given a fixed (and possibly inadequate)
dosage of the drug.-I am, etc.,

S. G. BROWNE
Leprosy Study Centre,
London W.1

Mobile Coronary Care Unit

SIR,-The communications of Dr. H. C.
Smyllie and others (1 January, pp. 31 and
34) demand comment. Their absence of
logic is astounding. They investigate in detail
the number of coronary beds required in the
Doncaster area but go on to argue that a
mobile coronary care unit is unnecessary.
They seem to be unaware of the published
data on mobile coronary care. Certainly they
do not refer to the numerous publications
on this subject.1-3 The W.H.O. report on
mobile coronary care units' indicated that
the addition of a mobile coronary care unit
to an existing hospital coronary care unit will
treble the impact of the latter on the
mortality from acute myocardial infarction.
A mobile coronary care unit or similar

prehospital coronary care scheme can in-
fluence the mortality in several ways.

(1) The early initiation of intensive care out-
side hospital may prevent ventricular
fibrillation. Dr. Smvllie and his colleagues
argue that the application of intensive care
some two hours after the onset of svmp-
toms cannot have an impact on mortality
because by that time the risk of death
is slight. Their argument is based upon
the incorrect assumption that a coroner's
series represents a true cross-section of
coronary deaths. Reference to any of the
publ;shed statist cs, such as tho-e of
McNeilly and Pemberton,5 covering the
time course of coronary mortality as a
whole will show that the risk of death is
far from slight during the period between
15 mnutes and 4 hours after the ons-t of
infarction. The streamlined adm;ssion
system employed in Doncaster may do
something to improve the situation, but
the salvage of life must be slight compared

with the potential of a mobile coronary
care unit with which it is possible to
reach half the patients within 1 hour 40
minutes.6

(2) The correction of ventricular fibrillation
outside hospital is a practical propo-
sition.2 Not all who develop it soon after
the onset of symptoms are beyond sal-
vage, as Dr. Smyllie and his colleagues
assume.

(3) A properly organized mobile coronary
care unit removes the risk of death
during transport. It has been estimated
that as many as 13% of early deaths
from acute myocardial infarction occur in
ambulances.7

(4) The early initiation of intensive care and
the correction or prevention of dys-
rhythmias and associated hypotension
diminish the incidence of shock and
pump failure by preventing the extension
of the initial area of infarction.8

It is of interest that among patients under
the age of 70 who get intensive care within
one hour and before transport to hospital the
overall mortality is 8 6% .8 This contrasts
with a mortality of 25-6% among the
patients in the Bristol study9 who contac-
ted their general practitioner within one hour
but who presumably did not get intensive
care within the hour.

The communications of Dr. Smyllie and his
colleagues contrast with that of Dr. B. J.
Duffy in the same issue of the B.M.J. (p. 49).
The latter rightly casts doubt on the value
of coronary care units in community
hospitals. It is already clear that a hospital
coronary care unit has nothing to offer unless
the patients arrive early in the course of their
illness at a time when they are likely to
benefit from intensive care. It is noteworthy
that four years ago the Edinburgh
physicians"0 argued against the value of
mobile coronary care. However, a mobile
coronary care unit started in Edinburgh last
year.-We are, etc.,

J. S. GEDDES
A. A. JENNIFER ADGEY

SAMUEL W. WEBB
Cardiac Department,
Royal Victoria Hospital,
Belfast
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Cost and Speed of Medical Publication

SIR,-With reference to Dr. David Pyke's
"Personal View" (5 February. p. 371), might
we, as publishers of conferences, draw your
attention to the review by Dr. A. Paton (p.
385) of the Seventh Symposium on Ad-
vanced Medicine.

"Printing by photolithography may not
produce the most elegant books as judged by
the present one, but it certainly appears to
be speedy. Contributors, editor, and pub-
lisher have collaborated so effectively that the
finished product was made available within a

few months of the seventh conference on
advanced medicine at the Royal College of
Physicians in February 1971. Like-minded
editors please note that there really is no
excuse for the usual delay of a year or two.
I have to confess, however, such is the weak-
ness of human nature, that it has taken me
almost that time to read and review this
book."
This conference ended on 26 February and

copies of the book were available on 5 July.
For 345 pages, the price was £3-00.
Over many years we have developed a

conference reporting service, the aim of
which is to achieve speed and to avoid
lavish production. This combination has
achieved considerable success and popularity.
-I am, etc.,

D. K. C. DICKENS
Publishing Manager,

Pitman Medical Publishing
London W.C.2

Pharmacologically Active I.U.D.s

SIR,-Dr. D. Wolfers (8 January, p. 112) has
raised interesting and, to a certain extent,
valid reservations about pharmacologically
active I.U.D.s, particularly those wound with
metallic copper wire. There is no dispute
that the pharmacologically active ingredient
of the I.U.D. must be without general side
effects. Most of Dr. Wolfers's objections to
copper are, however, speculative, and the
evidence thus far obtained does suggest that
the copper has only a local effect and is
rapidly eliminated from the genital tract.1
Furthermore, there is no increase in the in-
cidence of cancer in patients with Wilson's
disease, in which large amounts of copper
accumulate in the tissues.
He also states that "for inactive devices

pregnancy rates appear to be roughly pro-
portional to surface area and large devices
carry compensating disadvantages." So how-
ever much the design and retention rate of
the I.U.D. is improved, the price for a
negligible pregnancy rate, because of the
increased surface area of the I.U.D., is fre-
quently a concomitant heavy and prolonged
bleeding problem, which can aggravate the
endemic anaemia of many of the populations
to which he refers.
There appears to be an interesting re-

lationship between copper and zinc in the
genital tract. The concentration of trace
amounts of zinc is increased in the secretory
phase in the endometrium2 and there is
evidence which suggests that this might be
altered in the presence of a copper-releasing
I.U.D. It might also be relevant that the
more fertile specimens of semen contains a
higher concentration of zinc.3
We are currently studying sperm pene-

trability of cervical mucus in the presence or
absence of a copper-releasing I.U.D. We
have observed that there is a change in the
rheological properties of the mucus when it
remains in contact with a copper-7 device
(Searle). There is a complete loss of spinn-
barkeit; the mucus becomes a liquid sug-
gesting a destruction of the orientation of the
organic material.' The depth of penetration
of the sperm into the mucus and the
viability of the sperm is also affected.
We therefore suggest that there is room

for several different avenues of exploration
of intrauterine devices involving improve-
ment of design of inert I.U.D.s and also
the evaluation of pharmacologically active
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I.U.D.s, such as those releasing progestogens,
copper ions, or any other potential anti-
implantation agent.-We are, etc.,

MAx ELSTEIN
KAREN FERRER
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SIR,-It is refreshing to see interest in the
mechanism of action of the intrauterine
contraceptive device and its potential
hazards expressed in Dr. D. Wolfers's letter
(8 January, p. 112). However, his concern
about impregnated I.U.D.s and his repre-
sentation of inert I.U.D.s such as the Dalkon
shield as an end point in development re-
quires comment. His example of the Dalkon
shield as an "unimpregnated" device is un-
fortunate, since it contains over 40%0 of its
weight as barium sulphate.
The use of, albeit, more noble metals than

copper in I.U.D.s in the first half of this
century was never shown to cause any in-
crease in the incidence of malignancy in the
male and female genital tracts. The manu-
facture of some "unimpregnated" I.U.D.s
allows the formation of ridges on which cells
can lodge and persist beyond their normal
cycle,' a situation analogous to the known
carcinogenic effect of explantation.
The relation between the area of endo-

metrium in contact with the I.U.D. and its
effectiveness may be more subtle than Dr.
Wolfers's letter would imply. There is
evidence that "inert" I.U.D.s can not only
stimulate uterine macrophages to attack the
conceptus' but can also stimulate an in-
creased circulating immunoglobulin concen-
tration.'-I am, etc.,

R. M. PEARSON
Royal Postgraduate Medical School,
Hammersmith Hospital,
London W. 12
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*** Dalkon (not Dalcon, as previously
stated) is the correct spelling for the name
of this contraceptive shield.-ED., B.M.Y.

Removal of Extrauterine Saf-T-Coil through
Laparoscope

SIR,-A 20-year-old nulliparous woman
married for twelve months was referred to
the hospital for contraceptive advice. She had
previously been using the contraceptive pill
but after three months' amenorrhoea from
Anovlar 21 she was changed to Volidan 21
and after a further six months' amenorrhoea
was referred to hospital. Prior to starting
contraception she had a normal regular
menstrual cycle. She was advised to discon-
tinue the contraceptive pill and requested an
intrauterine device. being strongly motivated
against barrier methods of contraception.
Under general anaesthesia the vaginal

findings were: normal vulva and vagina,

retroverted small mobile uterus, and no
abnormality was detected in the adnexae.
The cervical os was healthy and dilated with
ease to Hegar No. 7. The uterine sound was
passed 4 in. (10 cm) and minimal curettings
were obtained which showed mucus only on
microscopy. A Saf-T-Coil 33-6 was inserted
without difficulty.
The following morning she complained of

tenderness over the lower abdomen but there
was no rebound tenderness on palpatation;
the vital signs were satisfactory but vaginal
examination confirmed tenderness in the right
fornix. The coil loops were not seen on
speculum examination and the coil could not
be felt with a uterine sound. X-ray showed
the coil in the right iliac fossa. Examination
and laparoscopy under general anaesthesia
with endotracheal intubation were then
undertaken.
At operation, the pelvic findings were as

previously noted and no coil was found on
curettage. Laparoscopy showed a perforation
of the right uterine cornu which was not
bleeding but old blood was noted in the
pouch of Douglas. The Saf-T-Coil was lying
on loops of bowel in the right iliac fossa and
was removed without difficulty through a
suprapubic incision, holding the stem of
the Saf-T-Coil with the Palmer forceps. The
patient recovered without complication and
was discharged home 48 hours later.

Leventhal et al.' describe laparoscopic re-
moval of intrauterine contraceptive devices
following uterine perforation. They recom-
mend minimal Trendelenburg position to
avoid the possibility of the device being dis-
placed into the upper abdominal cavity.
Their experience was of four Lippes loops,
and this case would add support for laporo-
scopy as a suitable alternative to laparotomy
should this complication arise.-We are, etc.,

R. S. LEDWARD
C. HEALEY

RONALD EADIE
Royal Sussex County Hospital,
Brighton, Sussex

1 Leventhal, J. M., Simon, L. R., and Shapiro,
S. S., American 7ournal of Obstetrics and
Gynecology, 1971, III, 102.

Contact Dermatitis from Xerumenex

SIR,-We would like to report a case of
contact dermatitis from Xerumenex ear wax
solvent.
A man aged 43 developed bilateral acute

otitis externa with soread of the dermatitis
to the face, neck, and upper chest. There
was marked swelling of the eyelids. The day
before the onset of the eruption he had
instilled Xerumenex once into each ear. It
had probably been left in overnight. The
manufacturers suggest that Xerumenex
should be flushed out of the ears 15-30
minutes after application.

Readings at 48 and 96 hours of 24
standard patch tests were negative. A patch
test with one drop of Xerumenex gave a
strong reaction 8 cm in diameter at 96 hours.
Xerumenex is one of the protein-derived
surfactants. The active ingredient is tri-
ethanolamine polypeptide oleate-condensate
10°%. The patient was also tested against the
other incredients of Xerumenex and against
triethanolamine, which is a known skin
sensitizer.' There was a strong reaction to
triethanolamine polypeptide oleate-conden-
sate 1 % and no reaction to chlorbutanol
1%,b, propylene glycol 10%, or to tri-

ethanolamine 10%. On routine patch testing
of eight patients against Xerumenex three
produced slight reactions and one a moderate
reaction. Of six patients tested to 1 °,h tri-
ethanolamine polypeptide oleate-condensate
1°,', one produced a minimal reaction.
We thank Mr. A. W. Morrison and Dr.

Harvey Baker for permission to report this
case and Dr. Etain Cronin for the tri-
ethanolamine.
-We are, etc.,

KATHERINE GRICE
C. I. JOHNSTONE

Dermato!ogy and Ear Nose and
Throat Departments,
London Hospital,
London E. 1
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Ganglion Cysts of Bones

SIR,-The structure and pathogenesis of
ganglia occurring around joints described in
your leading article entitled "Ganglion Cysts
of Bones" (13 November 1971, p. 380) are
inconsistent with our recent ultrastructural
studies1 on ganglia of the wrist. Your lead-
ing article refers to the suggestion of some
workers23 that "there is first a proliferation
of fibroblasts," yet cells acceptable as fibro-
blasts are virtually absent from the wall of
ganglia of the wrist. It is also misleading to
say that "The dense fibrous capsule encloses
cysts containing a viscid, jelly-like fluid,"
for, though such a statement is of course
justifiable on the grounds that the wall con-
tains collagen fibres, it contains virtually no
fibroblasts.

In discussing the pathogenesis of ganglia
your leading article mentions, among others,
a view that the ganglion originates from an
out-pouching of synovial membrane through
a defect in a joint capsule or a tendon
sheath, and then states that this can seldom
be substantiated by dissection but that
possibly the original connexion underwent
attenuation during the evolution of the
lesion. One would expect that if ganglia did
arise from synovial membrane they would
be lined by synovial cells, but they are not.

Ultrastructurally synovial cells are quite
characteristic, and indeed two types, desig-
nated A and B, are now known to occur in
the synovial intima of all species studied to
date.4 Our studies show that ganalia of the
wrist have no obvious cellular lining but
occasionally cells or groups of cells do occur
in this region. These cells, however, bear no
resemblance whatsoever to synovial cells or
fibroblasts. Almost all the cells in the wall
of the ganglion and the occasional ones
lying at the surface between wall and mucoid
content resemble smooth muscle cells, for
they contain numerous characteristic mvo-
filaments along which typical focal densities
can be frequently demonstrated. Variants of
this cell type, which besides containing mvo-
filament also contain abundant routh endo-
plasmic reticulum and Golek complex. were
also found in our study. The situation here
is somewhat analogus to that seen in the
arterial wall, where two light microscopists
had believed that fibroblasts resided but
electron microscopy has shown5 the presence
of cells, called multifunctional mesenchvmal
cells, containine mvofilaments and variable
amounts of rouQh endoplasmic reticulum and
Gol1ri comolexes. Indeed, the resemblance
between the cells in ganglia and arterial wall
is quite striking, and we believe that the
cells resembling smooth muscle seen in the
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