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mammals, though several conditions seem to duplicate some
of its features. Attempts to produce alopecia areata in animals
have been unconvincing,21 and hence we have to base our
speculations on the confusing clinical evidence. Sadly, this
leaves us with no satisfactory explanation for this tiresome
condition.
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The old in the cold
Our ideas about accidental hypothermia have changed greatly
in the last two decades. Twenty years ago it was considered
rare and almost confined to shipwrecked sailors, unlucky
mountaineers, and the newborn. Then suddenly it was shown
that, far from being rare, it was a common domestic disorder
of the elderly' and might itself be dangerous or might mask
serious underlying disease. These facts have become increas-
ingly acknowledged not only in Britain2-5 but in Europe6 7
and America.8 9 The clinical features of hypothermia and the
importance of suspicion and the use of a low-reading thermo-
meter' 2 in making the diagnosis are now widely recognised.

In recent winters "hypothermia" has often been seen and
heard in the popular news media, recently even on the lips of
a comedian, and its prevalence has sometimes seemed the
plaything of politicians. Yet there is still relatively little
reliable information about its causes, its prevalence, or its
mortality rate. There is clear evidence that many old people
live in surroundings that are too cold'0-'2-sometimes even
colder than the air temperatures laid down by law for young
sedentary workers.'2-'4 Some of these old people have low
body temperatures even when they are not ill.12 Many do not
realise that they may be eligible for additional supplementary
benefits for extra heating.'2 1" During the comparatively mild
winter of 1972 a random survey was conducted on 1000
elderly people in Britain,'2 and the authors of the report sug-
gested that about half a million old people might be at risk of
hypothermia if their results were extrapolated to the general
population. The same research group has now reported
(p 353) on the thermoregulatory function of 47 of the elderly
people first studied in 1972. During the ensuing four years the
environmental and socioeconomic conditions of these old
people had not changed, but the tests showed a progressive
impairment of thermoregulation-in particular, decreased
vasoconstriction in response to cold.

Cutaneous vasoconstriction can reduce the heat conductivity
of the skin to that of cork (once used to plug vacuum flasks), so
it is a powerful normal mechanism for conserving heat.
Impairment of this reflex makes an old person more liable to
become hypothermic despite shivering. The impairment of
thermoregulation is probably part of a more widespread
dysfunction of the autonomic nervous system in elderly
people, for the study showed that orthostatic hypotension was
also fairly common.

It seems, then, that many old people cannot conserve the
heat they make because they lose it through their skin.16
Wearing insulating clothing indoors may help. Half the heat
loss from a clothed adult is from the head: there was reason
as well as fashion in earlier days for the wearing of nightcaps,
smoking caps, and mutches. Mittens or gloves and long under-
wear should be worn by old people by day and bed socks and
extra, warm, dry blankets at night. The metallised "space
blankets" on sale for mountaineers are light and very efficient.
Not even polar clothing, however, will prevent a normal
person in a cold room from losing heat if he remains sedentary,
so efforts to provide adequate heating for the elderly and
infirm deserve medical support.
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Systemic chemotherapy for
primary breast cancer
At the time cancer of the breast is found it is most often a
systemic disease, with small non-detectable metastases
present. Reports that immediate systemic chemotherapy may
delay the clinical manifestations of these disseminated lesions
have been regarded as a breakthrough in the management of
the disease.1-3 Some commentators have maintained that it is
nbt ethical to deny this chance of benefit.4
The British Breast Group has expressed the contrary view,5

arguing that powerful and potentially harmful chemothera-
peutic agents should not be used routinely in the management
of a disease which may be associated with long periods of
wellbeing until their worth is proved unequivocally and their
possible adverse effects fully known. Clearly the value of this
treatment needs to be assessed quickly but reliably; the
controlled randomised studies that are being set up should also
ensure that women taking part have an equal chance of
receiving treatment which may benefit them and of avoiding
any option which may be unnecessarily distressing. Further-

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6057.336-a on 5 F
ebruary 1977. D

ow
nloaded from

 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 5 FEBRUARY 1977 337

more, administration ofthese chemotherapeutic agents requires
supervision by those specially trained in their use.
The most recent reports at the White House Conference in

Washington of the results of trials of systemic chemotherapy
in women with spread to the axillary nodes at mastectomy
tended to confirm this cautious assessment. Dr Bernard
Fisher and Dr Gianni Bonadonna tempered their initial
optimism with the observation that in both studiesl 2 a
significant effect had been observed only in premenopausal
patients. As yet, there is no evidence that including systemic
chemotherapy as part of the primary management of the
disease prolongs survival.
Here in Britain the Cancer Research Campaign has set up a

committee (in association with the British Breast Group,
the Department of Health and Social Security, the Imperial
Cancer Research Fund, the Medical Research Council,
and Tenovus) to co-ordinate controlled studies in the manage-
ment of breast cancer. An article (p 361) in this issue docu-
ments information about current and projected trials of
systemic therapy in Britain. Concerned that differences in their
construction might invalidate comparisons of the results of
these trials, the committee has drawn up guidelines which may
help to achieve comparable protocols. The committee will
maintain a register of controlled studies and provide informa-
tion and, if required, advice on the setting up of trials.

This initiative from the Cancer Research Campaign is
welcome, but the committee will need to keep under review
all developments in treatment, diagnosis, and investigation.
Most patients with breast cancer are treated in district
hospitals, and not in specialised centres. Improvement in its
treatment can come only from co-operative clinical studies,
and there is an ethical obligation on all who treat women with
breast cancer to take part in these and on the committee to
suggest how this may best be done.
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Hexachlorophane- yes or no?
Until 1971 hexachlorophane (HCP) was a valued antiseptic and
the active ingredient in preparations widely used on newborn
babies to prevent staphylococcal skin infection.1 2 Then
evidence was obtained that HCP could be absorbed through
intact human skin3 and that it could produce vacuolation of
myelin in the central and peripheral nervous system of rats.4 5
Similar lesions were reported in some premature babies,
usually in association with exposure to HCP.68 The early
reports led to official advice being given in the USA against
use of HCP for washing infants,9 and paediatricians in many
other countries followed suit. Subsequent controversy about
the justification for this partial ban has extended to questioning
the clinical acceptability of HCP-whether it was in fact of
value in the control of nursery infections-as well as doubt
about the association between exposure to HCP, the condition
of the infant, and the development and clinical significance of
lesions in myelin.
The evidence that widespread use of HCP led to fewer

outbreaks of staphylococcal infection in the newbom has been
disputed2 1011 (though it might seem that antisepsis could give
way to asepsis). Several baths with 3% HCP emulsion are

probably required to induce vacuolation in certain myelinated
tracts in the brain of infants of less than 2000 g body weight,6 7
but the number of exposures necessary has varied from two12
to 11 or more.'3 This range may reflect variations in percu-
taneous absorption in infants of different ages and in the
technique and skin coverage of any baby's bath. Brain lesions
in animals,8 16 some irreversible,'4 15 have appeared at a blood
concentration of HCP of 0-75-10 ,g/ml, and circumstantial
evidence has been advanced for a similar critical level in
man.'0 17 This concentration has been reported in one study of
blood samples from a few infants,3 but the laboratory tech-
niques used have been criticised, and much lower levels
<0-15 ,ug/ml have been claimed even in premature babies
repeatedly washed with HCP.'317 The reasonable conclusion
seems to be that while topical HCP can be toxic to premature
babies or older infants with damaged skin,'9 the data on
treatment and blood level in neonates are so heterogeneous
that they should be taken only as a general indicator and that
blood concentrations in animals are a poor guide to those in
man.

Specific clinical features have not been associated with
hexachlorophane encephalopathy in man, apart from a possible
excess of otherwise inexplicable deaths among treated new-
borns.'213 A further reassuring report from Geelong has now
extended Plueckhahn's experience to 2006 premature infants
(less than 2000 g birth weight) born between 1959 and 1969,
all of whom received several baths on alternate days with 3%
HCP, and many of whom were considered likely to have
developed vacuolation in the brain.'3 After clinical follow up
for 2-12 years, detailed in some cases, no evidence was found
of any deleterious effect on growth or development, nor
retrospectively could any death be associated with use of HCP.
The results confirm the lack of clinical effect noted previously
in a smaller group of patients.20

It seems, then, that all the information from man and
animals suggests that brain lesions are uncommon even after
repeated application of HCP to premature infants and that in
man (unlike animals) there is no clear evidence of permanent
effects. Does this mean that HCP can safely be restored to
general use in the nursery ? Many paediatricians have continued
it anyway, with certain restrictions, but there is a dilemma
common to many of the newer products of the pharmaceutical
industry. Almost any substance has a toxic effect at some dose,
and the amount required to produce a desired action in man
must be balanced against knowledge of toxicity usually gained
in other species. For hexachlorophane our information is
inadequate for scientific support either of retention or removal
of the restrictions on its use. Before a drug is administered to
man we should be able to show a need for it and to relate the
safety of treatment to the hazard of the disease. We lack
epidemiological evidence of continued need for HCP in the
nursery, and there is insufficient information to establish a safe
level of human exposure. Comparative studies are needed of
its effects and pharmacokinetics in animals and then in man.
Absorption and metabolism could safely be measured in
mature infants, who have never shown brain lesions.12 17
Without such information HCP may well become another of
those victims ofthe certainty with which a regulatory authority
will ban a compound on incomplete evidence and the scientific
uncertainty inevitable with negative findings in clinical
practice.
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