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smoking has led to a rising incidence of lung cancer. At the
same time the advantages of the relatively frugal traditional
diet remain. The message for health educators is clear: they
must go forth and preach the gospel of dietary prudence.
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Treating pressure sores

Ideally pressure sores do not occur: they are prevented. In
practice, however, prevention may fail. What should then be
done ?
The first step is to decide whether the sore is superficial or

deep. Superficial sores account for 70-901O of the total. They
are usually painful but most heal in a few weeks, provided the
patient's general condition and mobility can be improved.
Among the options for local treatment are leaving the sores
uncovered and the method devised by Barton'-filling the
ulcer with 0 5`o cetrimide cream and covering it with a non-
adherent dressing held in place by overlapping strips of
porous tape.
Deep sores are painless but far more serious. They occur

in patients acutely ill or dying, and may contribute to the fatal
outcome. A deep sore cannot heal until the slough has been
removed. A new powder, Debrisan, made of microscopic
beads of dextran, produces rapid debridement but at nearly [3
per gram it is expensive2-as is trypsin powder, which can also
be used to soften up hard slough. Creams containing malic,
benzoic, and salicylic acid in propylene glycol (Aserbine,
Malatex) are cheaper. All slough separates in time, and
judicious help with forceps and scissors is often as effective as
local applications. In younger patients surgery has an important
if limited role.3 There is little place for antibiotics. Pressure
sores, like varicose ulcers, heal when the underlying cause is
eliminated. Bacteria merely colonise the ulcer-they do not
cause it.

General measures that may promote healing include the use
of an indwelling catheter if there is any incontinence (which
increases the risk of pressure sores fivefold4) and a good protein
intake with supplements of 1 g of vitamin C daily.5 The value
of adding zinc sulphate to the diet remains questionable.
Occasionally a blood transfusion may tip the scale. Cortico-
steroids should be avoided, because they delay healing, and
so should heavy sedation-which increases immobility.

Ultimately, however, the healing of pressure sores depends
on the same principles as their prevention: the relief of
pressure. A patient with a superficial sore should sleep on a
large-cell, alternating-pressure mattress, correctly adjusted.
Bliss has recently shown6 how many are faulty owing to poor
servicing and lack of interest from the medical staff. The
patient with a deep sore should be nursed on a waterbed or net
suspension bed. Waterbeds save nurses' time, in that two-
hourly turning is not necessary; and while no controlled trials
have been reported anyone who has looked after a patient on a
waterbed is unlikely to doubt its effectiveness. There are,
however, many disadvantages. The beds are heavy and
expensive; the electrical arrangements are not always reliable

-and if the therrnostat is faulty the water may get too hot or
too cold. Water beds have to be filled and emptied with a
hose, and they are difficult to move and store. The mattress
envelope may puncture, and a spare must always be on hand.
Lifting a patient in or out of a waterbed is difficult without a
hoist; the adjustable-height model now being developed may
ultimately solve this problem, though no doubt at additional
cost. Finally, waterbeds are effective only when the patient is
lying down all the time, which may lead to contractures in
some old people. The best candidate for a waterbed is a patient
with a deep sore who is so ill that he can lie all day on it in
comfort.
A new contribution to the management of patients with

pressure sores is the Egerton net suspension bed.7 The patient
lies in a hammock suspended from rollers fixed on a frame
above the bed. The rollers have handles, so that one nurse can
turn a patient easily. The net conforms to the shape of the body
and distributes the weight easily. By unwinding the net and
removing one of the rollers the patient can be lowered on to
the bed beneath, sit with his feet on the floor, and transfer
normally to a chair. To be suitable for a net a patient should be
sufficiently co-operative to ile peacefully in the hammock at
some height above the floor but be able to get up with help
and to transfer to a chair for part of the day. This bed, too,
has its disadvantages. Not all patients, particularly the elderly,
take readily to a hammock. Possibly the bed may discourage
spontaneous movement and so increase the risk of hypostatic
pneumonia. The present generation of nets have a short life
in the laundry, and the poles have recently required strength-
ening. Net beds are much cheaper than waterbeds, however,
and allowing the patient to get out of bed without being lifted
is an important advantage.
The ultimate technical solution to pressure sore problems

may well be the Mediscus low air loss bed.8 This consists of a
continuously inflated air mattress that not only supports the
patient evenly and in comfort but ventilates the skin. The bed
is sectional and the patient can sit as well as lie. At present the
price is prohibitive and the bed takes up two spaces in a ward,
though it will fit into a side room. In the end, however, a
country that cannot afford enough nurses to care for the
elderly will find it a good bargain to invest in more and better
apparatus.
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Preventing fat embolism
Fat embolism is an important complication of fractures and,
though usually mild or even asymptomatic, it may cause
severe and sometimes fatal illness.1 2 Prophylaxis has three
aspects: preventing emboli from entering veins from the
damaged marrow; removing them after they have entered;
and preventing the clinical syndrome even though many
emboli have reached the lungs.
Emboli reach the pulmonary circulation so quickly after
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