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(4) That while we may regard heaalth
education as wholly desirable if it reduces
true poisoning in children, this education in
its present forms of commercial advertising
and television programmes may also have the
effect of generating poisoning scares. Parents
are naturally anxious about the health of
their children and these health education
techniques may have heightened this anxiety.
The consequence of this may be that some
children have to suffer unnecessary clinical
procedures in the hospital. Health educa-
tion methods must therefore be examined
in terms of their costs and benefits.
We are all agreed that suspected poison-

ing is not a random event but occurs under
certain special social circumstances. We
believe it to be useful to examine these
circumstances and to recognize that those
which produce a poisoning scare may
be different from the circumstances
which lead to a case of true poisoning.
We expect then to be in a better position
to reduce the latter without inflating
the former. Policy until now 'has meant
that parents have had to take full respon-
sibility for the prevention of suspected
poisoning in children and have had to suffer
the consequences. However, evidence in the
above correspondence suggests that in prac-
tice parents may have limited oontrol over
the events which lead to suspected poison-
ing. The responsibility for prevention must
be shared and parents should be provided
with preventive measures which have been
shown to be effective through experiment
and field studies.-We are, etc.,

M. W. CALNAN
National Children's Bureau,
London E.C.1

J. W. DALE
S.E. Thames Regional Health Authority,
Croydon, Surrey

1 Calnan, M. W., Community Health, 1974, 6, 91.

SiR,-Two points raised by Drs. A. W. Graft
and R. H. Jackson in their letter (11
January, p. 95) about the research by
CaInan' call for comment. I set up the
research project.
By considering all the evidence it was

possible to distinguish clearly between those
children who developed symptoms and/or
ill effects and those who did not. Those who
had a quantity of a toxic substance retrieved
from the- stomach were classified as
poisoned, even though no symptoms de-
veloped. It was found that all children
admitted, irrespective of symptoms or
ingestion, were recorded by the hospital as
"'poisoned" whereas children not admitted
never reach the national statistics. There-
fore nationally there appeared to be a gross
overestimate of those actually poisoned and
a considerable underestimate of poisoning
scares. I do not think that distinguishing
between true poisonings and poisoning
scares will lead to an increase in the num-
ber of children dying; it can only clarify
the situation and help more rational man-
agement.
The second point I wish to make is that

no one, however experienced or otherwise,
could hope to predict the onset of symp-
toms unleiss he first seeks evidence of
possible ingestion. Tihe following recent
personal clinical experience illustrates my
point. It involved an 18-month-old child
found by the mother with an open bottle of

aspirin and a few fragments in the mouth.
Since the number of missing tablets was
unknown, the simplest decision would have
been to wasgh its stomach out and admit it,
to be eventually classified as "poisoned."
However, on close questioning of the mother
it became quite evident that she had not
left the child alone in the room with the
bottle for more than one minute, which
could have given the child enough time to
open the bottle and put one tablet at the
most in its mouth. I then reassured the
mother, who had herself by then realized
the possibilities with obvious relief.
The research demonstrated that the

appropriate questions were not being asked
and therefore admission appeared arbitrary,
possibly reflecting clinical judgement with-
out facts. Assessment of risks in manage-
ment is accepted clinical practice. Only
appropriate questions can determine the
facts on which to decide whether a child
with a head injury needs admission. Many
ohildren with such injury are sent home
because intracranial complications are
thought higlhly unlikely.

I find that even very anxious mothers
can be adequately questioned when first seen
and provide very reliable information. The
demonstration of this to young doctors is
very easy and they quickly grasp what it
is all about. But it requires experienced
people directly involved in the primary-care
front line to lay down the guidelines.-I am,
etc.,

C. P. DE FONSEKA
Accident and Emergency Department,
Royal United Hospital,
Bath

I Calnan, M. W., Community Health, 1974, 6, 91.

Small Bowel Tumours

SIR,-Your leading article (18 January, p.
115) contains an ambiguous statement which
is confusing. In referring to complications
of adult coeliac disease you say: "Both
lymphoma and carcinoma occur, but the
incidence of carcinoma is reduced if the
patient is treated with a gluten-free diet;
this is as yet unproved for lymphomas.
Tihese findings justify the continued use of
gluten-free diet for the whole of the patient's
life."
Such a statement in an article on small

bowel tumours implies that the lymphoma
and carcinoma are situated in the smaLl
bowel. Though it is now well established
that lymphomas of the small bowel may
complicate adult coeliac disease,' the true
relation of small intestinal carcinoma to
adult coeliac disease is not known. Indeed,
the same series of adult coeliac disease which
established its association with abdominal
lymphomal contained no carcinomas of the
small bowel. The carcinomas . referred, to
were situated in the oesophagus and else-
where in the gastrointestinal tract. You
support your premise by reference to a paper
by Holmes et al.,2 which is from the same
group and which presumably contains sub-
stantially the same cases. This paper refers
vaguely to "all cancers" and to "carcinorm
of the oesophagus and reticulosarcoma." No
specific mention of small bowel carcinoma is
made.
Some 16 cases of jejunal carcinoma asso-

c-iated with either steatorrhoea or histological
villous abnormality have been described in

the literature.3-6 In all but one of these the
mucosal histology was studied at the time
of, or within months of, the carcinoma
being resected. This makes them subject to
the hypothesis that the mucosal abnormality
is a result of the carcinoma. In the other
case3 the diagnosis of adult coeliac disease
was established seven years before resection
of the carcinoma. I studied a similar (un-
published) case in a woman who had
suffered from steatorrhoea in early child-
hood and was diagnosed as having adult
coeliac disease with jejunal biopsy evidence
of subtotal villous atrophy at the age of 56
years. She went on to develop a jejunal
carcinoma five years later.

I think it is likely that jejunal carcinoma
may be a complication of adult coeliac
disease, but as yet the case is supported by
circumstantial evidence only and not proved
as your leading article implies.-I am, etc.,

N. R. PADLEY
Department of Pathology,
Poole General Hospital,
Poole, Dorset

I Harris, 0. D., et al., American Yournal of
Medicine, 1967, 42, 899.

2 Holmes, G. K. T., et al., Gut, 1974, 15, 339.
3 Kenwright, S., Postgraduate Medical lournal,

1972, 48, 673.
4 Asch, T., and Seaman, W. B., Radiology, 1971,

100, 271.
s Blackwell, J. B., Gut, 1961, 2, 377.
6 Joske, R. A., Gastroenterology, 1960, 38. 810.

Metoclopramide and Breast-feeding

SIR,-Paediatricians in developing countries
are deeply involved in the battle against the
decline of breast-feeding. It has recently
been reported' that metoclopramide is a
potent stimulator of prolactin release. This
could be important in the prevention of the
premature weaning that has serious con-
sequences in preindustrialized areas. I have
tiherefore tried the effect of giving 10 mg of
metoclopram,ide three times daily to five
lactating mothers who had suffered a severe
decrease in milk volume for more than 72
hou-rs. In every case the results were most
encouraging. Both mother and child were
put under close observation during the 7-10
days of treatment because metoclopramide
might produce side effects in the mother2
and I do not know how much of t-he drug
is excreted in breast milk. In these five cases
no side effects were observed.

I am at present investigating the clinical
use of the drug in larger trials and trying
to determine the amount of metoclopramide
excreted in breast mrlk.-I am, etc.,

PAULO L. R. SOUSA
Department of Paediatrics,
Universidade Cat6lica de Pelotas,
Pelotas, Brazil

1 McNeilly, A. S., et al., British Medical Yournal,
1974, 2, 729.

2 Shaklay, M., Pinkhas, J., and de Vries, A.,
British Medical Yournal, 1974, 2, 385.

Removal of Potassium from Fruit Juices
by Ion Exchange

SIR,-Many attractive drinks are denied to
patients with renal failure because of their
high potassium content. The addition of
resins to juices (has been desribed,1 2
potassium being exchanged for sodium or
hydrogen. But these have the disadvantage
of increasing the sodium intake or lowering
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TABLE I-Mean (± S.E.) Concentrations of Potassium and Sodium in Fruit J7uices before Passage through Column of
Zerolith and Concentrations after Passage

Potassium Sodium
(mmol/l) (mmol/l)

Apple Juice Grape Juice Apple Juice Grape Juice

Before passage 28-2 ±1-5 22-7±3 0 1 0±0 1 6 0±0-5
After passage of:

1 bottle (0-75 1). 00 0.0 0-8 0 5
2bottles (1-5 1). 00 00 00 07
3 bottles (2-25 1). 0-8 0-8 0 5 1.0
4 bottles (30 1) 1-5 1-2 0 5 1-5
4-7 bottles (3-5 1). 30 2-9 0-6 1-5
5 bottles (3-75 1). 4-1 4-0 0-8 1-5

Conversion: SI to Traditional Units-Potassium: 1 mmol/l= 1 mEq/l. Sodium: 1 mmol/l 1 mEq/l.

TABLE II-Concentrations of Potassium and Sodium in 5 ml of Fruit Juices before and after Hand-mixing with Zerolit

Potassium Sodium
Zerolith in Mix (mmol/l) (mmol/l)

(g)
Apple Juice Grape Juice Apple Juice Grape Juice

0 25-1 16-8 1.0 10 0
1 7-2 4-1 0 5 5 0
2 3-5 2-4 0.0 3 0
3 2-7 2-0 0.0 3 0

pH. We have removed potassium from
commercially available fruit juices by ion
exchange chromatography in a column
packed with a calcium exchanging resin.
Dry Zerolith 225 Ca-form resin 150 g

was swollen in distilled water for one hour
and then, after thorough washing, poured
into a 60-m x 3-n column. The column
was washed with 300 ml distilled water.
Commercially available fruit juices were
then passed through the column and the
eluate collected. The potassium and sodium
contents of the juices were determined by
flame spectrophotometry before and after
chromatography. The results were compared
with those obtained by hand-mixing 1 g
2 g, or 3 g dry Zerolith with 5 ml of the
same juices over a period of five minutes.
With the Zerolith column the potassium
content of up to 3 1 (4 bottles) of a-pple or
grape juice could be lowered to acceptable
levels (table I). The column allowed a flow
rate of 1 1 per hour. After 3-5 1 of juice had
passed through the column the potassium
concentration of the eluate reached an un-
acceptable level of 3 0 ,umol/l and the
column had to be discarded or regenerated.
Mixing the juices by hand with the resin
gave less satisfactory results (table II).
The column procedure is unsuitable for

turbid juices like orange or tomiato juice,
whidh tend to block the column. The
calcium exchange resin does not lower pH
or increase the sodium concentration in the
juice, and this is preferable to other resins
like Dowex 50W,' which exchanges potas-
sium for hydrogen, and Resonium A, which
exchanges potassium for sodium. The drinks
treated by our method were judged highly
palatable by the patients. However, we think
it would be too risky to allow patients to
make their own potassium-free fruit juices,
as proposed by Levy et al.'-We are, etc.,

G. J. VAN KAMP
W. BARKER

J. G. M. C RosIER
University of Nijmegen,
Deparunent of Medicine,
Division of Nep}rology,
Sint Radboud iekenhuis,
Nijmegen, The Netherlands

I Levy, N., Boxer, J., and Carter, A., New England
Yournsal of Medicine, 1973, 289, 753.

2 Cacoppo, Ph.L.,-and Holander, L., New England
7ournal of Medicine, 1972, 287, 361.

Blow-out FractUre

SIR,-Your excellent leading article (11
January, p. 50) drew attention to an im-
portant and easily overlooked bony injury.
However, it is not an infrequent event to
detect all the features of this injury, includ-
ing inferior rectus trapping, the hanging-
drop x-ray sign, and operative evidence of
an orbital floor defect, without a history of
blunt traumna to the orbital contents. In fact,
many of these cases in our experience arise
from an impact at the inferior orbital margin
or to the body of the malar bone.

This discrepancy also stimulated Fujinol
to test the conventional blow-out hypothesis
using a weighted striker on the inferior
orbital margin of dried skulls. He succeeded
in producing by this method a characteristic
"punched-out" fracture of the orbital floor
and concluded that a direct buckling force
transmitted from the orbital margin across
the orbital floor in the absence of increased
,hydraulic pressure can produce a "blow-
out" injury. This agrees with our own
clinical experience.-We are, etc.,

MALCOLM HARRIS
GEOFFrY FORM

J. H. SOWRAY

Departm,ent of Oral and Maxillo-Facial Surgery,
King's College Hospital and Dental School,
London S.E.5

1 Fujirio, T. J., Plastic and Reconstructive Surgery,
1974, 54, 81.

SI,R-In these troubled times a leading
article on "black eyes" (11 January, p. 50)
seems appropriate. Unfortunately your
clinical description of the condition is in-
accurate and the management is confused.

Confining my remrks to pu,re blow-out
fractures, with an intact orbital rim, then
the presence of enophthalnos with retraction
of the eye on attempted upward gaze is
clinically diagnostic, whatever the x-ray
findings may be. A more subtle test is the
rise in intraocular presure on trying to
look upwards. These signs mean un-
equivocably that the orbital floor has been
fractured and that herniated orbital contents
have become trapped. Orbital emphysema
following blunt trauma is diasiostic of a

blow-out fracture and usually implies
ethmoidal involvement, in isolation or in
association with a floor fracture. Of our 103
cases, 21% had ethmoidal fractures.'
A patient presenting with a black eye and

diplopia should have orthoptic assessnent
of the ocular movements which includes
plotting the field of binocular fixation and
the Hess chart. If the diplopia improves
during the first few days repeated orthoptic
testing will quantify this. Provided that the
x-rays show only a small fracture and
hernia and the enophthalmos is 2 mm or
less, no orbital exploration is necessary since
the prognosis for the disappearance of
diplopia and the final cosmetic appearance
is good.
The indications for surgical intervention'

have been established as follows: (1) in-
carceration of orbital contents in the fracture
with consequent globe retraction and
increased intraocular pressure on attempted
upgaze; (2) a fracture with large herniation
of tissue into the antrum; (3) enophthalmos
of 3 mm or more; and (4) diplopia not
resolving significantly within the first 10
days. No decision about operation need be
made before 10 days have elapsed. This
allows time for bruising and oedeema to
settle and reveal the true situation concern-
ing enophthalmos and diplopia. Surgical
treatment of a pure blow-out fracture is not
an emergency but should be confined to
those cases fulfilling one or more of the
criteria listed. Once the condition of blow-
out fracture had been described in 19562
the fashion was for early surgical treatment,
preferably within 24 hours. Wihen many
patienits regained normal ocular movements
after early surgery most surgeons were vain
enough to believe that the improvement was
because of the operation. A moment's re-
flection on the outcome for most patients
with "black eyes" before 1956 will confirm
the wisdom of the current approach.

It is clear that the ophthalmologist is the
best person to deal with blow-out fractures
not associated with generalized injuries, since
the oorrect management of the diploma is
paramount.-I am, etc.,

PETER FELLs
Moorfields Eye Hospital,
London E.C.1

1 Dulley, B., and Fells, P., British Orthoptic
lournal, 1974, 31, 47.

2 Smith, B., and Regan, W. F., Jun., American
fournal of Ophthalmology, 1957, 44, 733.

S.L.E.-like Syndrome Associated with
Mitochondrial Antibodies

SIR,-We were interested in the report of
Dr. J. Guardia and others (15 February, p.
370) on four cases of a systemic lupus
erythematosus-like syndrome associated with
mitochondrial antibodies (A.M.A.) instead
of the more usual antinuclear (A.N.A.) re-
actions found in the collagenoses. This
syndrome was first identified by Germam
authors, who descibed 27 cases in 1973.13
The illness is almost confined to the female
sex and is characterized by recurrent attacks
of fever, arthralgia, myalgia, pleural effusion
with or withut pericarditis, a high E.S.R.,
relative lymphopenia, normal liver f,unction
tests, and A.M.A. of high titre, mainly od
IgG cls. LE. cells and A.N.A. are usiual1
absent. No evidence of specific infections cm
be obtained and response to antibiotics is
disappointing. Some patients eequire
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