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Correspondence
Because of the present high cost of producing the Journal,
and the great pressure on our space, correspondents are
asked to keep their letters short.

Vitamin A in Bread
SIR,-Without wishing to involve you or myself in a

discussion on the relative merits of "white" (that is, low
extraction) and " brown " (that is, high extraction) bread, 1
venture to ask you not to perpetuate the long since disproved
error that wheat flour contains any vitamin A. You do this
in the annotation under the above heading (Journal, August
15, p. 385) when you say that " the processing of white flour "
removes " practically all the vitamin A." Anyhow, it would
be carotene in one or other of its biologically active forms,
and not vitamin A, that would be present in purely vegetable
material, but it was shown by Zechmeister and Cholnoky'
more than twelve years ago that none of the carotenoids in
wheat was identical with any of those known to have bio-
logical (vitamin A) activity, of which much the most import-
ant is 8-carotene.
The carotenoids in vegetable and animal tissues are closely

associated with, or actually dissolved in, the fatty material
present; in wheat this is, for all practical puposes, confined
to the germ and is the wheat-germ oil. The carotenoids of
this oil were submitted by Zechmeister and Cholnoky to
careful chromatographic fractionation and found to contain
practically nothing but xanthophyll, which is devoid of all
vitamin A action.

Readers who wish to check my authority for these state-
ments can do so in any standard book on the carotenoids,
such as that by Karrer and Jucker, translated by Braude.2
They will find that these authors give the natural sources of
different carotenoids. The sources given for a-carotene,
,8-carotene, y-carotene, and cryptoxanthin, the only four bio-
logically active carotenoids of importance, do not include
wheat.
You, Sir, will, I am sure, support me in the view that it

is especially wise to have one's facts right when discussing
matters, such as the colour of bread, that seem to arouse
irrelevant emotions.-I am, etc.,
Greenford, Middlesex. A. L. BACHARACH.

REFERENCES
1 J. biol. Chem., 1940, 135, 31.
' Carotenoids, 1950. Cleaver-Home Press. London.

Gas Flows in Anaesthesia
SIR,-The article by Drs. G, Herington and E. James

(Journal, August 8, p. 317) brings me to the point of making
the following observations which, though they can scarcely
be original, I have not yet seen anywhere in print.

It is common to read the statement in anaesthetic litera-
ture that anaesthesia was maintained with nitrous oxide-
oxygen in the ratio 2: 1 or 3:1, but generally no mention
is made of the rates of flow of the gases. One assumes
that the patient is intended to breathe a 3:1 mixture from
the reservoir bag, but probably it was in fact the readings
of the nitrous oxide and oxygen flowmneters which were in
the ratio of 3:1, and this is not by any means the same
thng. The larger the gas flows the closer does the ratio
of the percentages of the gases in the bag approach that
of the flowmeter readings. But with small flows, as used in
closed-circuit-with-a-leak systems, this may be far from
being so, because oxygen is metabolized at a variable rate
and disappears from the system into the soda lime canister
as carbon dioxide, whereas nitrous oxide, being inert, circu-
lates continuously once equilibrium has been attained.
Now in the case in point nitrous oxide-oxygen anaesthesia

was continued when " saturation with nitrous oxide was con-
sidered adequate . . . with 1 1. of nitrous oxide to approxi-
mately 300 ml. of oxygen . . .", which is a ratio of approxi-

mately 3:1. Assuming in this case a basal oxygen consump-
tion of 200 ml./min., and equilibrium to be complete, the
bag mixture would settle at 1,000/(300-200) or 10/1=9.1%
02. Were the basal oxygen utilization only 50 ml. greater
the ratio becomes 20/1=<5% 02. To obtain an oxygen
percentage equal to that of air requires either that the
oxygen flow must be raised to 450 ml./min. (in this case),
or that nitrous oxide be retained by the patient at the rate
of 600 ml./min., which will only occur in the initial period
of the anaesthesia. Doubling the flow rates to 2 1./min. and
600 ml./min. respectively, while leaving the ratio of flow-
meter readings unchanged, raises the oxygen content of the
bag mixture from 9.1% to 16.8%.

In practice, of course, one can only guess the oxygen
consumption of a patient on the table. Thus it seems to
me that in all cases it is important to note the actual rates
of flow of the gases rather than the percentage of gases
that the anaesthetist intended to administer.-I am, etc.,

Pewsey, Wilts. J. C. AINLEY-WALKER.

The Pain of Transurethral Manipulations
SIR,-I agree with your correspondent Dr. E. C. Atkinson

(Journal, August 22, p. 440) that transurethral manipula-
tions are extremely painful and distressing without adequate
anaesthesia. Many years ago I came to the conclusion that
in the male procaine and cinchocaine were very inadequate,
and consequently whenever possible I used a general anaes-
thetic or a low spinal.
However, this has been changed by the introduction of

lignocaine hydrochloride (" xylocaine "). A 2% solution
kept in the urethra for 15 minutes gives a very satisfactory
degree of anaesthesia. I now find it necessary to use a
general anaesthetic only when I am treating by diathermy
a growth or dealing with a nervous patient.-I am, etc.,

Ballygally. Co. Antrim. H. CALVERT DALES.

Generalized Actinomycosis with Possible Cardiac
Involvement

SIR,-We thank Dr. Kevin Anderson (Journal, August 8,
p. 340) for pointing out that Actinomyces bovis does not
form spores. Nor, may we add, does it grow aerobically
in normal methods of blood culture-that is why the spore-
bearer grown aerobically was rejected.
We regret that our final generalization was argued to the

particular, although we maintain that the principle put
forward in our final paragraph still holds good.-We are,
etc., RONALD S. SAVIDGE.

Bury. DONALD M. DAVIES.

Appendix in the Hernial Sac
SiR,-I should like to submit the following details of an

uncommon case.
A healthy labourer, aged 62, was admitted to hospital on

July 14, 1953, complaining of a large tender lump in his right
groin. He had had bilateral herniae for 20 years controlled by
an adder-headed truss. Some months previous to his admission
he noticed the right side swell and " come down " but he did
not bother to do anything about it in the way of medical treat-
ment. Three days prior to admission he felt pain and tender-
ness which made him stop work and go to his doctor. On
examination a lump 4+ by 3 in. (11 by 7.5 cm.) was found in
the right groin in the position of the external ring. The skin
over it was reddened and warm. The swelling was firm and it
was impossible to get above it; there was an impulse on coughing
and it was irreducible ; it did not extend inth the scrotum. The
left external ring was weak and there was a cough impulse, but
no visible lump. Bowel habits were normal and at no time had
there been vomiting or abdominal pain.
The case was diagnosed as an irreducible right-sided hernia,

probably omentocele and non-obstructed. At operation there
was a large hernial sac which contained a gangrenous, grey-
green coloured appendix, 7 in. (17.5 cm.) long. It was hard
and contained several faecoliths. It was traced as far as the
caecum, which was lying in the neck of the sac, and there ligated
and excised in the routine manner. The sac was also ligated

 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.2.4835.567-a on 5 S
eptem

ber 1953. D
ow

nloaded from
 

http://www.bmj.com/

