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Thrombotic complications in acute
polyneuritis

SIR,-We are concerned at the high incidence
of venous thrombosis and pulmonary em-
bolism in our patients with acute polyneuritis.
In 1973-4 three patients were treated. All
received high doses of either prednisolone or
corticotrophin and two required assisted
ventilation. All had a regular physiotherapy
programme. One patient. a 13-year-old girl,
developed a left deep vein thrombosis in the
sixth week of her illness while being weaned
off the ventilator; one had several small
pulmonary emboli without clinical evidence of
venous thrombosis; and the third, a man of 21,
died of a massive pulmonary embolus imme-
diately after a physiotherapy session in the
fifth week, again when beginning to improve.
There was no clinical sign of venous throm-
bosis, but at necropsy the left femoral vein was
found to be thrombosed.

In the light of this experience our last
patient was given subcutaneous heparin
5000 U twice daily for four weeks until some
spontaneous movement returned to the calf
muscles. Five days after stopping this treat-
ment he developed a pulmonary embolus,
again after a physiotherapy session. He was
treated with conventional anticoagulants.

It is interesting that in the series of 44
patients with polyneuritis reported by Newer
et all only three developed clinical evidence
of deep venous thrombosis and in none was
there definite evidence of pulmonary em-
bolisation. However, using the 125I-labelled
fibrinogen technique, Warlow et al2 found that
6000 of patients with acute strokes had
evidence of leg vein thrombosis in the para-
lysed leg compared with 70 in the non-
paralysed leg. Fatal pulmonary embolism with
or without previously detected venous throm-
bosis is a recognised problem in managing
acute spinal injuries3 and the incidence has
been reduced with prophylactic anticoagulant
therapy.4 With the increasing evidence that
low-dose subcutaneous heparin is both effective
and safe in preventing venous thrombosis and
pulmonary embolism5 6 we would now recom-
mend its routine use in patients with acute

polyneuritis, continuing treatment until full
muscle tone returns to the legs.
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Guillain-Barr6 syndrome in acute
hepatitis

SIR,-We were interested to read the report
by Drs P Niermeijer and C H Gips on
Guillain-Barre syndrome in acute hepatitis
(27 December, p 732), particularly as they
state that they were not aware of documented
cases of the syndrome in patients with acute
HBsAg-positive hepatitis. We have recently
recorded a patient who developed this syn-
drome during the preicteric phase of type R
hepatitis.' Leneman,2 reviewing 1100 cases of
acute idiopathic polyneuropathy, reported the
association with viral hepatitis in 11 patients.

Plough and Ayerle3 also documented the
association of the syndrome with acute
hepatitis, while Balestra4 more recently re-
ported the development of the syndrome
during the preicteric phase of acute viral
hepatitis.
As discussed by Drs Niermeijer and Gips,

the mechanism for the association remains
unexplained, although an immunological
mechanism appears most likely, perhaps asso-
ciated with the deposition of immune com-
plexes.
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Toxic effects on nerve conduction
velocity

SIR,-Dr G M London and others (8 Novem-
ber, p 324) found that in patients with chronic
end-stage renal disease the reduction in motor
nerve conduction velocity (MNCV) was
correlated with the free erythrocyte protopor-
phyrin (FEP) concentration but not with
serum iron or transferrin saturation. They
considered the possibility that the neurological
dysfunction resulted from the direct toxic
action of porphyrin precursors but dismissed
this hypothesis because the protoporphyrin
levels found in their patients were much lower
than those observed in porphyrias. They
rather favoured a secondary association be-
tween FEP and MNCV-that is, the toxicity
of uraemia could depress both nerve conduc-
tion and haemsynthetase activity.
We would like to present an argument which

reinforces their first hypothesis. It is well
known that moderate exposure to inorganic
lead increases FEP (before any biological
sign of anaemia)' 2and also reduces MNCV.3 4
An increased FEP level is a common biological
disturbance for both conditions. Therefore
the hypothesis that accumulation of porphyrin
precursors could be directly responsible for
the reduction in MNCV deserves further
consideration.
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Ocular toxicity due to rifampicin

SIR,-Drs F E Cayley and S K Majumdar
(24 January, p 199) describe a patient in whom
severe exudative conjunctivitis developed as

an adverse reaction attributable to daily
rifampicin 450 mg and state that "rifampicin
alone has not yet been reported to be oculo-
toxic." In fact, conjunctival reactions to both
daily and intermittent rifampicin are well
documented and not uncommon, although the
severity in Drs Cayley and Majumdar's
patient was perhaps unusual. In a recent
study involving 396 Chinese patients treated
with rifampicin plus ethambutol in Hong
Kongl 2 cutaneous reactions consisting of
"flushing and/or itching, with or without a
rash, involving particularly the face and scalp,
and often including redness and watering of the
eyes" (my italics) were reported in 4% of the
patients on daily, 8% of those on twice-weekly,
14% of those on once-weekly, and 5% of
those on daily and then once-weekly rifam-
picin during the first 12 months of chemo-
therapy.' In almost all of these patients the
reactions were attributable to the rifampicin.
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United Kingdom in Figures, 1975 edition

SIR,-This little information card' issued
free by the Government, contains a wealth of
statistical information which is most useful
for reference and teaching purposes. In the
sections devoted to population and vital
statistics and health are to be found, among
other items, health indicators such as life
expectancy at birth, crude death rate, and
proportional mortality ratio,2 but conspicuous
by its absence is the infant mortality rate.

Britain's infant mortality rate has dropped
behind those of many other developed coun-
tries in recent years3 and some statisticians
have attempted, perhaps chauvinistically, to
cast doubts on its validity as a health indicator.
The rate has nevertheless accurately reflected
slower national growth in many other aspects
of the level of living. It is likely, however, that
we shall see continuing improvements in
infant mortality rates, especially if significant
progress is made in preventing sudden deaths
in infancy4 and if we experience the sharp fall
in infant mortality that has been observed
in other countries with low fertility and high
abortion rates, possibly reflecting better care
of fewer, healthier, wanted children.
The infant mortality rate remains the most

useful single measure of the health of a nation
and, whatever the reason for its omission, I
hope we shall see it reinstated in the 1976 and
subsequent issues of this useful publication,
along with neonatal and postneonatal rates, if
space permits.
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