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his career in the interests of humanity." Unfortunately, your corre-
spondent has completely missed the point of the story, which he
appears to think was told against the " bad old days." The opposite
is the case. The story is told by a physician who fears that the new
Service will threaten the independence of medical opinion and action.
He tells of this clash with the medical superintendent of his hospital,
pointing out that his refusal to comply with the medical superin.
tendent's advice did not involve any risk for him, since he was in no
way dependent on the medical superintendent for his livelihood. He
expresses a fear that similar independence might be costly in future.

It is to be regretted that your correspondent did not take the
precaution of checking his facts before making this venture into
radio criticism.-I am, etc.,

Broadcasting House. NESTA PAIN.London. W.I.

Excretion of Antimony
Sm,-With reference to your annotation (July 10, p. 83) on

this subject, pharmacologists elsewhere have confirmed the
records' made in Egypt in 1931 and subsequently showing that
half the amount of antimony injected may be recovered from
the excreta within a month. This would account for the re-
appearance of ova in the excreta of patients undergoing the
treatment with massive doses here in Natal with the sodium
equivalent of tartar emetic as recommended in Southern
Rhodesia. It is unreasonable to rely on the mere absence of
ova from the excreta as evidence of the destruction of the adult
worms until they have had time to recover from the effects
of the drug or have been demonstrated by post-mortem
examination.

I was asked to examine a tobacco planter whose skin test
had given a positive reaction for schistosomiasis in Southern
Rhodesia. As he showed no signs or symptoms of infection and
his eosinophils were only 2.5% I did not consider that any
treatment was indicated. He stated that his natives refused to
submit to the treatment adopted for a rapid cure since several
of their colleagues had died from its effects.-I am, etc.,
Durban. South Africa. F. GORDON CAWSTON.
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Diabetic Coma
SIR,-I have read with great interest Professor R. H. Micks's

article on diabetic coma (July 24, p. 200) and Drs. R. D.
Lawrence and Wilfrid Oakley's letter on the same subject
(Aug. 7, p. 310), and I should like to add one or two points to the
discussion. Treatment of diabetic coma must be directed
towards remedying not only the metabolic derangements but
also the concomitant biochemical changes and associated dis-
turbances which occasionally culminate in sudden death.

Dr. Lawrence and Dr. Oakley rightly stress the need for careful
administration of insulin in the average case of pre-coma, whereas
the case of profound coma requires heroic treatment with very large
and repeated doses of the quickly acting soluble insulin. It must
always be remembered that circulatory collapse is the most dangerous
feature of diabetic coma, and the patient must be treated for shock
-the maintenance of blood pressure being as important as in any
other condition of shock. Fluid and food by mouth should always
be withheld, since they are dangerous at this stage. The patient
must be kept warm to prevent further heat loss, and aspiration of
the gastric contents to prevent dilatation of the stomach with sub-
sequent possible inhalation asphyxia-a definite cause of death in
diabetic coma-should never be omitted. Professor R. H. Micks
draws attention to the importance of gastric aspiration in the manage-
ment of diabetic coma.
An intravenous saline drip, where necessary, to replace fluid loss,

thereby correcting dehydration and the blood chemistry, is a very
necessary part of the treatment of all cases of diabetic coma. Pro-
fessor Micks states that Root's statistics strongly support his claim
that normal'saline is the only intravenous injection needed in diabetic
coma and that other authors have asserted that alkalinizing solu-
tions are necessary or that plasma should be used. Of the American
authors, Root and Joslin do not advocate alkalinizing solutions,
while Russell M. Wilder, of the Mayo Clinic, recommends the
administration of alkali if the carbon dioxide combining power of
the plasma is less than 20 volumes per 100 ml. I believe that the
decision to give or withhold alkalis depends on simple basic
principles.
The indication for the administration of alkali is marked

hyperpnoea, and if this symptom is present the. administration

of alkali can be a life-saving measure. In the average case of
diabetic coma or pre-coma there is not the distressing hyper-
pnoea which is a feature of some cases of profound coma.
Where there is marked hyperpnoea, however, administration of
alkali-25 g. of sodium bicarbonate in 5% solution intra-
venously-should always be administered, as death from
respiratory paralysis occurs in uncorrected severe diabetic
acidosis through over-stimulation of the respiratory centre. It
is true that insulin in the presence of adequate glycogen will
correct the acidosis and therefore the hyperpnoea, but this is a
comparatively slow process. Intravenous alkali, on the other
hand, although not preventing acidosis will rapidly remove the
dangerous symptom of hyperpnoea. The importance of aspira-
tion asphyxia and respiratory failure due to marked hyperpnoea
as causes of sudden death in diabetic coma have not received
the prominence they merit and cannot be over-stressed.
Although there is a difference of opinion as to whether glucose

should be given during the treatment of diabetic coma, it is
certainly wise to give glucose in those cases receiving large
amounts of insulin, particularly after the first 6-12 hours ; 1-2 g.
of glucose for each unit of insulin injected will guard against
hypoglycaemia, which is a constant danger when repeated large
doses of insulin are administered. Therefore, if it is not prac-
ticable to perform frequent estimations of the blood-sugar level,
glucose should always be given in order to guard against hypo-
glycaemia, except in the earliest stages of treatment when the
blood-sugar level is always high.-I am, etc.,

Maidstone, Kent. GEORGE R. W. N. LUNTZ.

Peritoneoscopy
SIR,-I read with great interest the paper by Mr. John

Hosford on peritoneoscopy (Aug. 14, p. 348), but before the
term becomes part and parcel of our medical vocabulary I
should like to follow Rendle Short's example and offer " coelio-
scopy" as an alternative. "Peritoneoscope," in addition to
being clumsy and cacophonous, would mean an instrument for
viewing the peritoneal membrane and not necessarily the
abdominal viscera. The other term suggested in the article,
" laparoscopy," being derived from Xa7r& pa. the flank, is also
a misnomer, as is " laparotomy"; the only true laparotomy is
a kidney incision.
On the other hand, "coelioscopy" (or perhaps more correctly

"coeliascopy ")-a far neater word than the others-means the
examination of the abdominal contents (KOlXia), which is the
true purpose of the operation. In general, I feel that more
care should be taken with our vocabulary. Had this occurred
in the past, we should have been spared many glaring errors..
I suppose it would be pedantic to quarrel with "appendicec-
tomy," but surely "hypophrenic " or " subdiaphragmatic " are
preferable to the hybrid " subphrenic," and " proctocele " to
"rectocele " ?-I am, etc.,
Guildford. A. BARNSLEY.

Choosing a Career
SIR,-It seems to me that in recent months we have devoted

a great deal of attention to monetary considerations resulting
from the passage of the Health Service Act. The Spens Report
has still further accentuated the financial aspects of medical
work and appears to have justified the demand for raising the
standards of direct payment in all clinical posts. From the
university point of view this has been followed by increases in
the salaries of professors and lecturers in all faculties-medical
and non-medical alike. The young graduate on the road to
specialism has perhaps come best out of the deal, and if the
younger generation of teachers in the preliminary subjects has
been overlooked it broaches a question which demands an
immediate answer.

In my view, however, elements other than those of remunera-
tion should have the attention of the potential doctor after he
has, from about the time of his third year onwards, surveyed
the field of medical service. His object should be that of
selecting from this field the type of work which would allow him
on retiring to look back with satisfaction on his life's journey.
They are, indeed, fortunate who can do this. In our profession
at the present time there is a wide range of choice open to
candidates. Given a certain standard of ability, coutpled with
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