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sum of money has been spent to provide
facilities for vasectomy in a clinic designed
for this purpose. These facilities are well
known to several charitable and part-
charitable organizations who openly advertise
the place of vasectomy as a form of contra-
ception. Yet the number of patients forth-
coming for vasectomy is far fewer than the
facilities available for doing them.
My appeal is for the subject of vasectomy

facilities to be kept in true proportion, and
to avoid the prospect of hundreds of empty
clinics being provided at the expense of the
already overburdened tax-payer.-I am, etc.,

JOHN SLOME
London W.1

Plasma Amino-acids of Infants

SIR,-In their article on protein intake in
infants of low birth weight (25 December
1971, p. 789) Dr. H. B. Valman and others
stress the importance of measuring plasma
amino-acid levels in these infants when
given a high protein diet. They have, how-
ever, omitted an important piece of informa-
tion from their experimental data-namely,
the sampling time.

Recent observations by Feigin and
Haymond' have established the existence of
a circadian periodicity for total and in-
dividual plasma amino-acids in the newborn
infant, with a peak concentration between
12 mid-day and 8 p.m. and a minimum con-
centration at 4 a.m. Any quantitative studies
of plasma amino-acids are therefore in-
complete and comparison with other ob-
servations rendered difficult if values fail to
be standardized for time of day.-I am, etc.,

D. P. DAVIES
Department of Child Health,
Welsh National School of Medicine
Cardiff Royal Infirmary,
Cardiff
1 Feigin, R. D., and Haymond, M. W., Pediatrics,

1970, 45, 782.

Poisoning from Delayed Release Tablets

SIR,-Accidental poisoning in children with
timed-release tablets raises some new ques-
tions. A major problem is what to do if the
child is not brought to hospital until
symptoms develop, which will be many
hours after ingestion, by which time re-
trieval of the tablets from the stomach will
be impossible.
A 1-year-old boy was admitted at

7.30 p.m. having taken at 11 a.m. an
unknown number of Debendox tablets
(dicyclomine hydrochloride 10 mg, doxy-
alamine succinate 10 mg, pyridoxine 10 mg).
Symptoms had developed gradually during
the second half of the afternoon and by the
evening he was restless, disorientated, and
ataxic. He was flushed and febrile, and had
coarse nystagmus and dilated pupils. On
admission he was vomiting spontaneously;
the vomitus contained no tablets. His con-
dit on deteriorated. Major fits began at
9 p.m. and continued intermittently despite
a total of 4 mg diazepam and 1 ml paralde-
hyde. At 11 p.m. a further 2 mg intramus-
cular diazepam was followed by respiratory
and cardiac arrest. Prompt resuscitation and
ventilation, which was continued for two
hours, failed to restore cardiac activity.
Postmortem examination revealed 23 tablets

of Debendox just proximal to the ileocaecal
valve. The shell of the tablets still contained
a small amount of chemical.
Debendox is designed to delay release of

its constituents for 6-8 hours. The atropine-
like symptoms and signs were probably the
result of the dicyclomine component. The
other active component, doxyalamine, is an
antihistamine. The final arrest appeared to
be the culmination of increasing intoxication
with the drug, though possible synergism
between diazepam and the drug cannot be
excluded as an additional harmful factor.
Most parents rush for help as soon as

they think their child has taken any poison,
but a minority seek help only when symp-
toms develop. With a timed-release tablet
this may be too late. Apart from supportive
therapy what else can be done at that stage?
It will be too late for emesis or lavage.
Would active purgation succeed in eliminat-
ing the tablets before they are digested?
Oral purgatives could be combined with a
magnesium sulphate enema (perhaps using
radiological control to ensure efficient intro-
duction of the enema). Would a surgeon be
able to locate a collection of tablets at
laparotomy?
There are many delayed or time-release

tablets available. It would be helpful to have
some suggestions for dealing with children
who accidentally ingest them.-I am, etc.,

S. R. MEADOW
Seacroft Hospital,
Leeds, Yorks

Exchangeable and Total Body Potassium

SIR,-Dr. V. Boddy and others (15 January,
p. 140) report that exchangeable potassium
(K e) in uraemic patients is smaller at 24
and 48 hours following 43K administration
than at 64 hours. From the description of
the method used, it appears that each
measurement was derived from a single
large urine collection taken for 0-24, 24-48,
and 48-64 hours respectively. Since the
measurement of Ke is derived from the ratio
of radioactive to stable potassium in the
urine sample, it is essential that adequate
time be allowed for equilibration of the
isotope, and oral K intake should be with-
held for at least some hours prior to obtain-
ing the critical urine sample.
Adequate equilibration time is now

generally thought to be at least 40 hours.1 2
The 24-48 hour urine is therefore probably
unacceptable while the 0-24 hour sample
provides a totally unreliable estimate of
"Ke". It is not surprising that both showed
a high ratio of radioactive to stable potas-
sium and therefore an apparently low
"Ke ".-I am, etc.,

F. P. MULDOWNEY
Department of Medicine and Therapeutics,
University College,
Dublin

I Edelman, I. S., Leibman, J., O'Meara, M. P..
and Birkenfeld, L. W., Yournal of Clinical
Investi-ation, 1958, 37, 1236.

2 Healy, J. J., et al., British Medical Yournal,
1970, 1, 716.

Compression of Coeliac Axis

SIR,-I have read with interest your leading
article on "Compression of Coeliac Axis," (13
November, p. 378) and am in entire agree-
ment with the comments stated therein.
However, it may be worth drawing your

attention to a diagnostic feature which I do
not think has been previously reported and
which may save an asymptomatic patient the
necessity of an abdominal aortogram.

I have noted in two patients under ob-
servation for possible appendicitis in whom
a diagnosis of gastroenteritis was subse-
quently made, that a loud epigastric bruit,
mainly systolic in nature but extending into
diastole, was easily heard at the time of the
first examination. This bruit gradually
diminished as the patients' symptoms sub-
sided and in one patient it disappeared en-
tirely. In both patients it was noted that the
bruit became louder or reappeared after eat-
ing a meal, while in other patients in whom
the diagnosis of coeliac axis compression
has been suspected, as well as in the two
patients just mentioned, the epigastric bruit
was not increased by exercise. This distinc-
tion may be important to make as bruits
arising in the aorta or its iliac branches are
always increased by exercise.

I think your leading article does right
to advise caution in recommending surgical
relief of the stenosis as a prolonged period
of follow-up may reveal that the symptoms
may reappear after an apparently successful
operation accompanied by permanent dis-
appearance of the abdominal bruit.-I am,
etc.,

J. L. PROVAN
Wellesley Hospital,
Toronto, Ontario,
Canada

Intravenous Glucagon

SIR,-Dr. J. R. Condon and others (5 Feb-
ruary, p. 376) have asked four specific
questions relating to our studies of the
intravenous infusion of glucagon in experi-
mental animals. The first three of these are
the subject of further investigation in the
Lilly Research Laboratories. Our findings
will be made available as soon as possible.
The fourth question inquires whether 2 mg
of glucagon can safely be given intra-
venously over a period of five minutes
in investigational work. Our clinical ex-
perience over many years confirms that this
is a safe dose.-I am, etc.,

W. I. H. SHEDDON
Director of Clinical Research

and Medical Administration for
Operations in the United Kingdom,

Lilly Industries Ltd.
Basingstoke,
Hants

Destroying Used Syringes

SIR,-There is a simpler 'vay of destroying
used disposable syringes than the one des-
cribed by Dr. M. Altman (22 January,
p. 252).

After using the syringe the needle, still
attached to the syringe, is reintroduced in
its container as far as its junction with the
hub when, with a lateral to and fro move-
ment, it can easily be made to break at this
level and fall into the container. The hub of
the needle (still attached to the syringe) is
then introduced fully into the needle
container and by a similar movement, the
nozzle of the syringe, with the attached hub
of the needle, is very easily snapped off.
With this no-touch technique, there is no

need for special cartons for used needles and
neither the needles nor the syringes can be
re-used.-I am, etc.,

GEORGES JANTET
London W.1
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