
BRITISH MEDICAL JOURNAL 18 MARCH 1972 751

dates. In reply, Sir Keith suggested that I
was basing my judgement of the future on
my experience of the past, and that he be-
lieved that Government pressure on local
authorities would be successful in persuading
them to find the vast sums of money re-
quired. Does anyone else believe this?-I
am, etc.,

W. A. HEATON-WARD
Stoke Park Hospital Group,
Stapleton,
Bristol
I Department of Health and Social Security. Better

Services for the Mentally Handicapped. Cmnd.
4683. London, H.M.S.O., 1971.

Benign Forms of Multiple Sclerosis

SIR,-May I draw your attention to an
error in the leading article on "Benign
Forms of Multiple Sclerosis" (12 February,
p. 392) where it states: "In 1959 McAlpine
and N. Compston surveyed 241 cases of
multiple sclerosis . . . ." The paper which
your reviewer must have had in mind was
published in 1961.1 A further point-these
241 cases were seen within three years of
onset-not a truly prospective study as
implied but a "quasi-prospective" one (a
term I use in the new edition of Multiple
Sclerosis: A Reappraisal). I would be glad
if this error could be put right.-I am, etc.,

DOUGLAS MCALPINE
Marnhull, Dorset
1 McAlpine, D., Brain, 1961, 84, part II, 186.

*** Dr. McA!pine is quite right and we
apologize for the error.-ED., B.M.7.

Haemophilus Epiglottitis

SIR,-We read with great interest the letter
from Dr. Patricia E. Mortimer and others
(26 February, p. 567) regarding their views
on the management of children suffering
from haemophilus epiglottitis. Since children
with acute 'supraglottic oedema are prone to
sudden obstruction of the airway we feel
that early laryngoscopy should be carried
out when the presence of acute epiglottitis
is suspected. If this disorder is the cause
of the obstruction, endotracheal intubation
should produce relief provided that the tube
has been correctly placed. The disease is
usually of limited duration, and if efficient
therapy is instituted tracheostomy would
not appear to be warranted.

Dr. Mortimer and her associates consider
that fulminating toxaemia was the main
factor initiating cardiac asystole in their
cases. However, they did not indicate
whether determinatio-n of Pao2, Paco2 and
pH were made. It may well be that the
instances of cardiac asystole they describe
resulted not from toxaemia but from a com-
bination of hypoxaemia and metabolic aci-
dosis. This would be in keeping with the
clinical history of two hours' mild respira-
tory obstruction preceding sudden clinical
deterioration.

It should be emphasized that all instances
of respiratory difficulty in the child require
continuous observation together with ready
availability of blood gas determinations.-
We are, etc.,

G. W. BLACK
S. R. KEILTY

S. H. S. LOVE
Royal Belfast Hospital for Sick Children,
Belfast

Head Injuries in Children

SIR,-I would like to congratulate Dr. J. H.
Burkinshaw on his excellent letter (5 Febru-
ary, p. 378) concerning the value of x-ray
examination in the assessment of head in-
jury in children. I hope his letter will be
widely read and noticed, and that it will
produce a suitable response.

I have long been influenced by Dr.
Burkinshaw in this matter and aware of his
previous publications. I am in no doubt that
he is correct in what he says. Of course the
assessment of the severity of head injuries
in children is a difficult clinical matter, but
I am sure that the right decision is made by
careful history taking and clinical observa-
tion. The use of an x-ray is an adjunct
which is by no means always helpful.
Unfortunately in my present position I
have not felt able always to follow the
practice he advocates, or to recommend
it to my junior medical staff. This is be-
cause, as Dr. Burkinshaw points out, one
is continually aware of the current medico-
legal view. The law still places unwarranted
importance on the x-ray examination. One
of the difficulties in establishing Dr. Burkin-
shaw's view in the profession has been the
lack of senior influential doctors in accident
and emergency departments. Most of these
cases are seen by junior staff who are
unsupervised.

I hope that now that the specialty of
accident and emergency work has been rec-
ognized it will be possible for the more
senior doctors observing and recording cases
themselves to improve the standard of assess-
ment of all head injuries.-I am, etc.,

DAVID CARO
St. James's Hospital,
London S.W.12

A Practical Electrocardiograph

SIR,-As a relatively junior doctor who has
attended many emergency resuscitative pro-
cedures in my capacity as medical and
anaesthetic house officer in various hospitals,
I am concerned about the standard and basic
design of the equipment supplied to deal
with these emergencies. Over the past 30
such emergencies, it has taken an average of
around 10 minutes to produce a recognizable
trace on an E.C.G. This time margin ob-
viously has many variables, but one of the
most time-consuming factors is the manipula-
tion of large, heavy, and complicated equip-
ment to the scene, and even worse, con-
necting this to the patient with separate
straps, electrodes, coloured leads, and
quantities of a proprietary jelly. I would
like, therefore, to make the following sug-
gestions for a practical E.C.G.
The E.C.G. oscilloscope and defibrillator

must be combined. Only very recently have
two British manufacturers even managed to
produce a portable battery-operated D.C.
defibrillator, while in America they have
had a combined instrument weighing only
35 lb for over two years now. The latter
instrument also ingeniously uses the de-
fibrillator paddles as monitoring electrodes.
I would also like to see significant theoretical
advance incorporated in the design of these
instruments, for example, the double square
pulse method of defibrillation as described
by Kugelberg.1

It must be small, light, and portable, with
a fast warm up high input impedance, and
common mode rejection and with three power

supplies-mains, external 12 volt (car
battery), and optional rechargable battery
pack, the latter two, for use by general
practitioners, etc. outside hospital. Modern
lightweight plastics, electronic integrated
circuits, and recent advances in battery de-
sign make these criteria relatively simple to
attain.
Above all, the monitor-defibrillator should

be simple with the minimum of controls.
In an emergency situation, there is no need
for switched leads, gain, calibration controls,
rate meters, internal defibrillation, and
synchronized D.C. shock and all the other
little-used electronic sophistication which
only makes the equipment heavier and more
complex to operate. One is dealing with
asystole or ventricular fibrillation in the great
majority of cases. Therefore only a single
lead II is required and as the higher fre-
quency components of the trace are not
important in this situation, a restricted
bandwidth of 3 db. down at 20 Hz would
reduce noise, myographic, and mains fre-
quency interference. An optional plug-in pen
recorder with switched leads for a permanent
trace would be a useful accessory.
An improved electrode system must be

adopted. It is time the ancient practice of
rubber straps, plate electrodes, yards of wire,
and messy electrode jelly was scrapped.2 The
suction "multipoint" type of electrode, as
described by Lewes,3 has a definite advan-
tage in speed of application, as have the
"paddle electrodes" mentioned earlier. How-
ever, a quicker and more efficient idea would
be three spring-loaded "pincer" electrodes
with needle points which would pierce the
stratum corneum and hold the electrode
firmly in place, require no electrode jelly,
be very quick in application, and give a low
value of skin resistance. The discomfort ex-
perienced on application and the risks of
cross infection are negligible in comparison
to the emergency situation which exists.
However, the electrodes could be made de-
tachable for sterilization.-I am, etc.,

JoHN B. DONALD
Department of Anaesthetics,
Western General Hospital,
Edinburgh
1 Kugelberg, J. E. W. B., Medical and Biological

Engineering, 1968, 6, 167.
2 Turner, R. W. D., Lancet, 1966,1, 1158.
3 Lewes, D., World Medical Electronics, 1966, 4,

240.

Sustained Hyperglycaemia in Pregnancy

SIR,-In their article on the effect of sus-
stained maternal hyperglycaemia on the fetus
in normal and diabetic pregnancies (19
February, p. 466) Dr. N. W. Oakley and
others have provided evidence of great value
both to obstetricians and to physicians with
a special interest in the management of
pregnancy in diabetics.
They formulated a hypothesis that hyper-

glycaemia in pregnant diabetics produced
excessive secretion of insulin in the fetus,
and that the resulting hypoglycaemia was
responsible for the known tendency of such
babies to die suddenly in utero before or
during labour. To test this hypothesis, they
gave diabetic and normal mothers in whom
labour was to be induced a large intravenous
glucose load, and confirmed that the fetuses
of the diabetic mothers did produce ex-
cessive insulin in response to this. Fetal
hypoglycaemia did not occur, though one
fetus became asphyxiated and acidotic. The
outcome of the pregnancies is not stated.
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