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extremely well, obviating the need for intra-
thecal administration. Also we are not aware
of any evidence to suggest that penicillin
allergy increases the risk of adverse reactions
to chloramphenicol. Consequently it would
appear that when the organism is sensitive to
chloramphenicol this drug is the treatment of
choice for bacterial meningitis in the penicillin-
allergic patient.
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THEODORE TONG

University of California,
Department of Clinical Pharmacology,
San Francisco General Hospital,
San Francisco, California

lMoellering, R C, jun, and Swartz, M N, New England
J7ournal of Medicine, 1976, 294, 24.

' Fisher, L S, et al, Annals of Internal Medicine, 1975,
82, 689.

Petz, L D, Postgraduate Medical J'ournal, 1971, 47,
suppl, p 64.

Polyuria in paroxysms of tachycardia

SIR,-Your expert's explanation of the poly-
uria in paroxysms of tachycardia (8 November,
p 339) is incomplete and may be incorrect.
Wood' was attracted by the hypothesis that
polyuria is the result of a transient diabetes
insipidus. Thus the diuresis may be related to
left atrial distention, non-osmotic stimulation
of the baroreceptors, and subsequent anti-
diuretic hormone inhibition.2 3 This does not
exclude other possible mechanisms, but it
bears no direct relationship to cardiac output
and renal perfusion if the attack is not a pro-
longed one. The polyuria is immediate but
bladder emptying may be delayed.

D KOHN
Medical Department B,
Kaplan Hospital,
Rehovot, Israel
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of Internal Medicine, 1966, 65, 461.
3 Maxwell, M H, and Kleeman, C R, Clinical Disorders

of Fluid and Electrolyte Metabolism, 2nd edn,
p 241. New York, McGraw-Hill, 1972.

Segregated smokers

SIR,-Your call for a greater protection of the
majority of the public who do not smoke from
aggravation by those who do is most welcome.
It would, however, carry greater weight if,
as a profession, we gave a better example in our
hospitals.
We could do much more to protect non-

smokers in our wards. The Which? survey'
showed that 680h of smokers and 77/00 of
non-smokers thought that smoking should not
be allowed on hospital wards. For many years
my own have been non-smoking wards
and I have found that most smokers are grateful
for the help they get to stop smoking while in
hospital, and very few have complained. Those
patients suffering from terminal disease or
who are unwilling to stop can usually be moved
to side wards.

I recently inquired into the sale of cigarettes in
83 large hospitals, including the 12 London teach-
ing hospitals, the 33 teaching hospitals outside
London, 21 district hospitals in the NW Thames
Area, and the 16 London postgraduate teaching
hospitals. All replied and the results were as
follows: of 68 hospital shops 49 (72 °,'%) sold
cigarettes, while of 81 ward trolley services 38
(47 %) sold cigarettes. It is a disgrace that nearly
three-quarters of our hospitals still sell cigarettes
and surely makes a mockery of preventive medicine.
How can we expect patients to take notice of our

advice on smoking if we continue to sell cigarettes
in our hospitals and often make ill-gotten profits
thereby for staff amenities? I recently visited a
well known chest hospital where many patients are
admitted for the treatment of lung cancer, chronic
bronchitis, and coronary heart disease and I was
amazed to find a prominent display of cigarettes in
their hospital shop. It is surely the responsibility
of medical committees to advise area health
authorities on this matter. The National Asso-
ciation of Leagues of Hospital Friends and the
Women's Royal Voluntary Service, who provide
us with such an excellent service, tell me that they
are very ready to stop selling cigarettes in hospital
shops that they run if asked by their hospital
authorities to do so.

May I suggest a few principles which could
be adopted on smoking in hospitals ? (1)
Cigarettes should not be sold in any acute
general hospital. (2) Non-smokers should
have the right to be nursed in smoke-free
wards. (3) Non-smoking should be the norm
in all acute medical and surgical wards.
(4) Hospitals should provide segregated areas
for smokers. An approach to the problem on
these lines by all hospitals would do much to
demonstrate that we actually do consider the
prevention of 50 000 premature deaths from
cigarette smoking each year a matter of priority.

KEITH BALL
London Wl

Hon Secretary,
Action on Smoking and Health

Which ?, February 1975, p 56

SIR,-I am, of course, well aware of your
establishment's views on smoking. Whatever
my own views on smoking, however, I feel I
must take issue over this article (31 January,
p 244) as I feel that the style and the composi-
tion failed to attain a standard worthy of the
importance of the subject, nor indeed of a
leading article in the BM7. I had the sensation
when reading it that not only had the writer's
anti-smoking militancy been over-stressed but
that there was perhaps a smack of the chauvin-
ism and casuistry so familiar in one who has
recently stopped smoking. Was there possibly
even a suggestion among the subject matter of
withdrawal symptoms? Those trite chiches,
"this obnoxious practice," "inflict their
offence on people who resent it," "the non-
smokers, as well as being right . . .", and
"there are already too many people saying
No," might look in place coming from the mass
media or from a politician, but do little to
grace a learned journal.
To "puff carcinogens" is, to my mind,

unbridled exaggeration. Surely the minute
traces of tobacco tars joining those of many
other "indictable substances" in the atmosphere
can be of little significance. The theme of
segregation of social undesirables, either as
therapy or punishment, is to my mind archaic.
In practice it could be said with justification,
I think, that segregation has proved of very
doubtful value in either context and in many
instances has proved actually harmful. As to
the benison of "pure air," one imagines that-
if I myself may resort to chiche-this would
be more likely to win the plaudits of the mili-
tants than those of ordinary folk. Again, if we
are to have stipulated "smoking areas" may
this not lead to demands for other areas ear-
marked for further doubtful attributes and
activities ? On the one hand should we segregate
those with halitosis, or bromidrosis, or those
who use the "'wrong" suntan ointment ? On
the other hand should we have areas for teenage

sex play and perhaps for mugging and even
less acceptable activities too ?

Finally, Sir, is it no longer customary to
accord capital letters to the West End of
London ? And, since smokers are stated to be
brainwashed, should we assume that non-
smokers' brains are unwashed?

J P F LLOYD

Oxford

Propanidid in dysrrhythmias

SIR,-Dr R J Vecht and his colleagues
(18 October, p 143), report a case (No 1)
in which ventricular tachycardia reverted to
sinus rhythm during induction of anaesthesia
with propanidid.

I would, if I may, question the diagnosis
of ventricular tachycardia as it would appear
that the most important ECG leads for the
interpretation of the condition have been
omitted-namely, the standard and unipolar
leads. It may be argued that the differential
diagnosis in this case includes atrial tachy-
cardia and junctional tachycardia, both with
aberrant ventricular conduction. In the ab-
sence of standard and unipolar leads, par-
ticularly leads 2, 3, AVF, andAVR,differentia-
tion between these two is difficult.

In my opinion no ventricular tachycardia is
evident in the ECG tracings reproduced with
the article and I am convinced that they are
more suggestive of a junctional tachycardia
with aberrant ventricular conduction. Lead
V1 favours an aberration. In general, approxi-
mately 850 of aberrantly conducted supra-
ventricular dysrrhythmias show right bundle-
branch block form and a triphasic ("M"
shaped and upright) pattern, as shown in
lead V1. Rapid junctional tachycardia at a
ventricular rate of close to 200/min usually
shows aberrant conduction. A regular baseline
is frequent in junctional tachycardia and
unusual in ventricular or atrial tachycardia.
In nearly all of the ECG leads presented the
baseline is regular.
Lead V1 appears to show P waves at P-P

intervals of 0 3 s and they precede each QRS
complex, supporting my view that this was a
junctional tachycardia of "upper junctional
type." Certainly P waves are not visible in
leads V,-V6 owing to the high ventricular
rate, but the R-R interval in all the leads
presented is also 0 3 s, which confirms the
origin of this arrhythmia.

S HOMSEK

Germiston Hospital,
Germiston, South Africa

Lesser curve necrosis after proximal
vagotomy

SIR,-Your recent leading article (29 Novem-
ber, p 487) and the paper by Professor David
Johnston (6 December, p 545) on highly
selective vagotomy have again drawn favour-
able attention to this operation for duodenal
ulcer. I feel qualified to comment as I have
over the past five years collected a personal
series of 260 highly selective vagotomies for
duodenal ulcer and for its complications. The
results have in general been very satisfactory
and I shall be reporting them in full in due
course. However, to date there has been no
operative mortality, minimal operative mor-
bidity, and only four patients have had recur-
rence of their duodenal ulcer.
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I believe there is a danger that this opera-
tion, which is in so many respects satisfactory,
may be brought into disrepute, and perhaps
even prematurely abandoned, because of the
number of vascular necrotic complications,
many of them fatal, now being reported.
Professor Johnston collected 10. It is my
belief that this complication occurs following
a traumatic operative procedure and may be
preventable. I believe that it will not occur if
the dissection along the lesser curve is per-
formed with sufficient care and skill, if
diathermy is not used, if the continuity of
the greater curve and lesser omentum is not
breached, and if the opening into the lesser
sac, created during the procedure, is repaired.
It has been my practice during the past three
years to reperitonealise the lesser curve using
4-5 interrupted Dexon 000 sutures, the
ends of which are left long, but in addition I
also suture together the anterior and posterior
edges of the separated lesser omentum with
similar material, again leaving these edges
long. These two sets of sutures are serially
tied to reattach the lesser omentum to the
lesser curve. The postoperative appearance is
almost as if surgery had not taken place.

I further suggest that this operation could
take the place that partial gastrectomy held
in the 1950s as a training operation for young
surgeons, but it is not an operation to be done
haphazardly. I think that all future cases of
lesser-curve necrosis should be reported,
including details as to the exact nature of the
procedure and any operative complications.
Only then can this rare but frightening com-
plication be seen in true perspective.

SEAN J HEFFERNAN
Mater Misericordiae Hospital,
Dublin

Management of uraemic pericarditis

SIR,-The article by Dr P Kramer and others
(6 December 1975, p 564) suggests that cardiac
tamponade is almost to be expected when
haemodialysis rather than peritoneal dialysis
is used for uraemic patients who have peri-
carditis. It is, however, unfortunate that the
authors do not state whether regional or
systemic heparinisation was used during
haemodialysis. If systemic heparinisation was
used their results are perhaps to be expected.

In our unit we use regional heparinisation
during dialysis routinely when pericarditis
develops, and our experience contrasts with
that of Dr Kramer and his colleagues. When
regional heparinisation is performed the
clotting time of the patient is measured cvery
15 minutes and the aim is to maintain this as
near normal as possible by appropriate
adjustment of the rate of heparin and pro-
tamine infusion. Although this method of
heparinisation is not fool-proof, it is usually
possible to maintain the patient's clotting
time very close to,normal. In patients present-
ing with untreated end-stage renal failure
and pericarditis the lesion has almost univers-
ally resolved when twice-weekly haemodialysis
with regional heparinisation has been started.
We have also experience with the use of
regional heparinisation in patients who have
been established on intermittent haemodialysis
with systemic heparinisation and have sub-
sequently developed pericarditis. Out of seven
such patients who had pericarditis with an
effusion (detected by echocardiography) two
developed cardiac tamponade and required

pericardiectomy (both are still alive), but in
the other five the effusion resolved spontane-
ously. In all these cases haemodialysis was
performed using regional heparinisation from
the time that pericarditis was first detected
until the pericardial effusion was shown by
echocardiography to have resolved.

Since the risk of cardiac tamponade with
haemodialysis is not related to dialysis as
such but to heparinisation on dialysis we feel
that the method of heparinisation should be
stated before concluding that pericarditis will
not resolve with haemodialysis. In our
experience pericarditis certainly can resolve
with continuing haemodialysis using regional
heparinisation.

R WINNEY
Medical Renal Unit,
Royal Infirmary,
Edinburgh

The problem of rosacea

SIR,-I was interested to see Dr R Marks's
suggestion (10 January, p 94) that dermal solar
elastosis may be the initiating factor in rosacea.
Surely if this is the case white inhabitants of
high-sunshine climates, in whom solar elastosis
is so common, would have a very high inci-
dence of rosacea. Personal observations' did
not show this, nor am I aware of any studies
which have.
Dr Marks proposes that lymphoedema may

cause irritating substances to leak into the
dermis and give rise to the inflammatory
changes of rosacea. If this is the case facial
lymphoedema secondary to hypoplastic lym-
phatics would result in rosacea-like skin
lesions, whereas recurrent erysipelas is the
common complication.2
The recent correlation between rosacea and

migraine by Drs S G Tan and W J Cunliffe
(3 January, p 21) would strengthen the
hypothesis that rosacea is probably an excess
vasodilatation in response to many stimuli
mediated by unidentified chemicals, and
lymphoedema and solar elastosis are secondary
phenomena.

CHARLES DUPONT
Dublin

Dupont, C, British Journal of Clinicai Practice, 1968,
22, 369.

2 Borrie, P, and Taylor, G W, British J7ournal of
Dermatology, 1962, 74, 403.

Steroids and common skin diseases

SIR,-We should like to reply to Dr K Haeger's
comments (17 January, p 155) on our article
(1 November, p 264). The preliminary results
we obtained with Miol lotion and cream in
120 patients were published as a "short
report," the maximum length of which is 600
words. We had no space therefore to describe
the previous treatments received by these
patients and we could do no more than
summarise the management and progress of
each patient.

Briefly, all the patients had been treated by their
general practitioners and then as hospital out-
patients for at least a month, using corticosteroids
topically; in addition antibiotics had been included
in the skin medicaments by the GP in almost
three-quarters of the cases. All the patients had
failed to show an adequate response or had relapsed
early in the course of their treatment. The extent
of their skin disease and their refractoriness to
treatment fully justified their admission to hospital.

They were then treated as inpatients with carefully
supervised corticosteroid applications and, in the
case of varicose ulcers, with appropriate compres-
sion bandaging and limb elevation. As in the 20 0%
or so of patients who failed to respond to Dr
Haeger's equally assiduous treatment, the patients
included in our report continued to defy our
therapeutic attempts after we had persisted in each
case for an adequate length of time. We therefore
stopped the existing treatment except, as stated
in our article, for the "physical" treatment of the
leg ulcers. The gratifying response to the Miol
preparations in 96 of these very difficult cases
stimulated us to report our results.
Although Dr Haeger has not seen ill effects

in patients with varicose eczema treated with
potent corticosteroids-presumably under his
personal supervision-our experience has
been less reassuring. Many of the patients we
see have been treated previously at home for
prolonged periods with corticosteroids; in
such cases adverse effects are not uncommon.
We are also very concerned to find that valuable
systemic antibiotics are often used in skin
medicaments without bacteriological monitor-
ing. As a result. of this we have encountered
alarming instances when patients' chronic skin
lesions have, at the time of admission to
hospital, yielded heavy cultures of organisms
such as Staphylococcus aureus resistant to
fusidic acid and Pseudomonas aeruginosa
resistant to gentamicin. We feel that only our
special interest in the problem of bacterial
dispersal from the skin has enabled us to
prevent dangerous dissemination of such
organisms throughout the hospital environ-
ment.

S SELWYN
PETER COPEMAN

Departments of Bacteriology
and Dermatology,

Westminster Hospital and Medical
School,

London SW1

Value of clinical pharmacology

SIR,-In your leading article on antirheumatic
drugs (10 January, p 59) you make short
work of specialists in pharmacotherapeutics
who are "engrossed in drug kinetics" and
"drug interactions of dubious clinical rele-
vance," and correctly so if this can be seen
to be the sole preoccupation of all such
specialists.

However, in defence of drug kinetics, an
understanding of the ways in which drugs are
absorbed, distributed, metabolised, and
eliminated from the body, of the time course
of their effects, and of the alterations that
may be produced by disease may influence
radically the design of treatment regimens.
To take an obvious example, the oral dose
of a drug that is eliminated predominantly by
the kidney may need to be modified greatly if
severe toxicity is to be avoided in a patient
with renal failure. The production of a dosage
schedule that is both safe and effective may
demand the application ofkinetic principles.
Drug interactions have become a fashionable

topic for study and many of those reported
have been of "dubious clinical relevance."
Nevertheless, there are some that are already
known to be extremely important in practice
(for example, interactions with anticoagulants
or with potent drugs acting on the cardio-
vascular system) and much current research-
even the apparently irrelevant-may be
justified if it throws light on the mechanisms
that determine the way one drug alters the
activity of another.
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