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Correspondence

Because of heavy pressure on our space, correspondents are
asked to keep their letters short.

BZ 55 in Diabetes
SIR,-May I be allowed to add to the investigations already

published (see Journal, August 25, pp. 431-54) an interim
note on the use of BZ 55 (carbutamide) in the management
of 34 diabetics since May of this year ? With one excep-
tion the observations were made on out-patients. There
were 12 men and 22 women, with ages ranging from 48 to
79, four of whom were newly diagnosed, and the longest
duration of diabetes was 32 years. Seventeen had been
treated by diet alone, and 17 had also been given insulin.
With 34 patients there were five clinical failures, although

there was a lowering of the blood sugar in every case. One
failure was due to intercurrent severe infection; two failed
through lack of co-operation and refusal to diet; the other
two had domestic anxieties, and chronic nasopharyngeal
infection may also have played a part in both instances. In
the 29 satisfactory cases the subjective improvement was
characteristic and gratefully appreciated by the patients. In
11 cases BZ 55 replaced a small dose of necessary insulin
satisfactorily. In one case a large dose was reduced by
half when BZ 55 was added, and the random midday blood
sugars fell from 410 to 217, 175, and 115 in successive
weekly intervals. In the 17 cases where previous treatment
had been by diet alone, four were new cases, and by our
normal procedure, as they were not responding, would have
been given insulin. These responded quickly to BZ 55, and
in two it was discontinued after 50 g., and control remains
good up to date.
Among the remaining cases were those diabetics who had

struggled with their diets and their weights for some years,
at first satisfactorily and latterly with poor effect. They
were the type of case in which one is loath to give insulin
although one knows that the blood sugar is at a level too
high for comfort, but that, if insulin is given, weight in-
creases and insulin requirements soar. It was therefore
with the greatest interest and pleasure that one found the
random blood sugars falling from the 300 level to below
200 mg., and a very outstanding feature is that the weight
has remained constant. The immediate response in four
cases of pituitary diabetes is of particular interest although
the follow-up period is short. One man and one woman
weighing 20 and 24 stones (127 and 152 kg.) respectively,
who both unfortunately required insulin in increasing
amounts, responded to BZ 55 so that the man had hypo-
glycaemic symptoms and was able to give up insulin, and
the woman's insulin dose has been reduced; both are better
controlled, with a steady lower blood sugar and no increase
in weight. One man aged 56 has a chromophobe adenoma
of the pituitary with diabetes of seven years' duration. He
was having a period of poor control requiring insulin.
BZ 55 was used as a replacement and then discontinued
after a total of 57 g. His diabetic control and general im-
provement continued. An acromegalic woman of 57,
diabetic for 20 years, had required insulin for some months
in increasing quantity. BZ 55 was substituted at a time when
her blood sugar at midday was 352 mg. It fell to 193 and
184 in the following two weeks. BZ 55 was withdrawn after
six weeks and control remains good. There was also a case
of myxoedema in a woman of 69, diabetic for 16 years,
whose management was always difficult with the opposing
actions of insulin and thyroxine. She has made a most
satisfactory change to BZ 55 and states she has never been
so well.
Although the clinical results in this small series over a

short period are favourable in selected diabetics, a sharp
fall in the leucocyte count was found in several cases, and
it would appear necessary to check this when treatment is

continued. I would like to thank the staff of the bio-
chemistry department of the Leicester Royal Infirmary for
their help with blood-sugar estimations, and Messrs. Eli
Lilly and Co. for supplies of the drug.-I am, etc.,

Leicester JOAN B. WALKER.

L-Triiodothyronine
SIR,-L-Triiodothyronine has now become commercially

available and the distributors recommend its trial in cases
of "metabolic insufficiency, a frequently encountered syn-
drome " in which the patients " just don't feel well," and so
on.
As an intermediary in the action of thyroid hormone on

the peripheral tissues, this compound has been shown to
stimulate cellular metabolism in a manner similar to, though
more direct than, the effect of L-thyroxine itself. Where
deficiency exists it may well have a therapeutic value, but it
would be dangerous to ignore the fact that vague general
ill-health is a common early symptom of many conditions
where this treatment would be harmful. In particular, such
a state of malaise is often observed in the weeks preceding
an attack of coronary occlusion.
The indiscriminate use of thyroid extract for obesity was

driven out of fashion by the accumulation of cardiac damage
resulting from it. Is not the use of this powerful prepara-
tion for trivial complaints equally unjustified ?-I am, etc.,
London N.19 H. E. S. PEARSON.

"MMeratran "
SIR,-I should like to comment on the letter by Dr. R. C.

Pogge (Journal, August 11, p. 361). Since none of our
patients (Journal, May 26, p. 1236) had any symptoms of
anxiety or agitation when the treatment with meratran was
started, and since we used the dosage recommended by
H. D. Fabing for endogenous depressions, we can hardly
be accused of "improper use of meratran in overdosage
in the type of patients in whom meratran should not be
used." In view of the findings by Drs. W. G. A. Begg and
A. A. Reid (Journal, April 28, p. 946) of rather severe mental
side-effects in cases where not more than 7.5 mg. a day were
given, we still feel that a certain caution must be exercised
when dealing with this drug.-I am, etc.,

Risskov, Denmark. MOGENS SCHOU.

Early Management of Poliomyelitis
SIR,-I have been interested to read the correspondence in

connexion with my article on the early management of polio-
myelitis (Journal, June 30, p. 1539), and in particular the
comments and strictures of Drs. G. E. Breen (Journal, July
21, p. 175), P. P. Fox (Journal, August 4, p. 304), and D. N.
Lawson (Journal, August 18, p. 417). I can only suggest
that these correspondents have either misunderstood or mis-
interpreted what I wrote. In advocating the domiciliary
management of suspected and early cases in the meningitic
phase-and after all only a small proportion ever pass
beyond this stage-I did not mention the paralytic patients
at all, although I believe that cases with mild degrees of
weakness and who are not ill do not of necessity require
admission to hospital, although they may certainly need
orthopaedic treatment later. It is true that the early non-
paralytic case may rarely become rapidly paralysed, but I
know of no treatment in hospital which can prevent this
or affect the activity of the virus in any way, and I believe
that a good mother and a good home can achieve greater
rest and quiet for her child than is likely in the strange
surroundings of hospital. Surely the dangers of admitting
young children to hospital are well enough proved jto
encourage us to avoid this wherever possible.
At no place did I advocate delaying admission until ex-

tensive paralysis or other manifestations had developed, as
Dr. Fox suggested, but gave positive indications which I
consider make admission to hospital advisable or imperative,
and which, if intelligently applied, will avoid all the con-
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tingencies mentioned by your correspondents. This parti-
cularly concerns the doubtful diagnosis of pyogenic or tuber-
culous meningitis, which I was at pains to stress. It is
certainly not beyond the skill of the average doctor to
decide which case he considers requires further investigation.
In this connexion there is no suggestion of asking the family
practitioner to accept an intolerable responsibility. When-
ever he wishes for help in diagnosis or managempnt he can
avail himself of the services of consultant paediatricians,
physicians, and orthopaedic surgeons, many of whom have
considerable experience in poliomyelitis. Surely this is the
purpose of the domiciliary consultant service which has so
been used in this region.

I can assure your correspondents that the course which
I have advocated, and which has been carried out with the
agreement and co-operation of Dr. W. S. Walton, the
Medical Officer of Health of Newcastle-upon Tyne, and my
colleagues in the child health department, has not been
"a factor in the fatality rate " which I quoted, nor has it
led to " unnecessary deaths in the acute stage, [or] to the
failure to treat bacterial meningitis in children": and in
fact no case of missed pyogenic or tuberculous meningitis
has occurred in our experience under these conditions. On
the contrary, I hope and believe we have been able to
prevent much parental anxiety and physical and psycho-
logical trauma to the children, and possibly also prevented
some paralysis by avoiding unnecessary movement.-I am,
etc.,
Newcastle-upon-Tyne 1. E. G. BREWIS.

Asphyxia due to Faulty Apparatus
SIR,-The following report of a case which occurred in my

practice illustrates an unusual cause of respiratory obstruc-
tion, the consequences of which could have been so grave
that I feel it should be brought to the notice of all anaesthe-
tists.
A male, aged 60 years, weighinig 11 stone 9 lb. (74 kg.),

giving a history of dysphagia, was admitted for oesophago-
scopy under general anaesthesia. On examination he was
emphysematous with moist sounds and bronchospasm over
the whole of both sides of his chest. An x-ray revealed
chronic bronchitis, emphysema, and bronchiectasis at his
right base. In addition a small fragment of shrapnel was
shown closely related to the right side of the upper end of
his oesophagus posteriorly. The examination was deferred for
one week so that the patient could have an intensive course
of physiotherapy, postural drainage, and antispasmodic
therapy. The night preceding the examination the patient
received amylobarbitone sodium 3 gr. (0.2 g.). This barbi-
turate was chosen as it does not predispose to broncho-
constriction. One hour before the examination the patient
received a cinchocaine lozenge to suck, and this was followed
by an intramuscular injection of pethidine 100 mg. and of
atropine mucate 1/75 gr. (0.9 mg.). These drugs were chosen
because of their bronchodilatory action.

Anaesthesia was induced with 500 mg. of 2+% thiopentone
injected slowly. This was followed by 50 mg. of succinyl-
choline also injected slowly to reduce the fibrillary twitching
associated with the rapid injection of this relaxant. The
patient was then well ventilated with 100% oxygen, after
which a Macintosh laryngoscope was inserted, and intuba-
tion using a No. 8 Magill tube with a Cobb's suction union
attached was performed without difficulty. To facilitate the
intubation a stylet was used. After intubation the stylet
was removed, the cap was inserted into the union, and the
latter was connected to a Boyle's machine, the bag of which
was filled with 100% oxygen. On compressing the bag it was
found impossible to ventilate the patient, and it was felt
that the succinylcholine effect had wom off and the patient
had gone into severe bronchospasm; 80 mg. of gallamine
was accordingly injected intravenously, but still it was im-
possible to ventilate the patient. At this stage the deeply
cyanosed patient was beginning to turn grey and his pupils
were dilating. The tube was then hastily withdrawn and
direct laryngoscopy was performed. This, however, revealed

a completely relaxed glottis. An oral airway was expedi-
tiously inserted, a face mask was applied, and the patient
was ventilated with 100% oxygen with ease. When his
colour was restored the tube and attached Cobb's union were
reinserted, but again there was complete obstruction. A
fresh tube and union were accordingly inserted and ventila-
tion was now carried out without difficulty, the examination
was performed, and the patient's subsequent convalescence
whilst in hospital was uneventful.
When the tube and Cobb's union were subsequently

examined the tube was patent, but the T-junction of the
Cobb's union, which incidentally was a new one, was imper-
forate and could not have been checked before it left the
manufacturers. This, unfortunately, is not an isolated
instance, for it has been brought to my notice that a patient
not so very long ago died as a consequence of an imper-
forate Rowbotham connector manufactured by a different
firm.

This, to me, reflects the casual age through which we are
passing, and anaesthetists in future must check the patency
of all new equipment, however reputable the manufacturers,
before putting it into service, otherwise lives may be
jeopardized or lost.-I am, etc.,

Hull. W. N. ROLLASON.

Respiratory Sign of First-plane Anaesthesia
SIR,-Dr. Harry L. Thornton's " modified cough " sign of

first-plane anaesthesia (Journal, September 1, p. 548)
resembles the " sign of subcostal effort " which Human
described. Human states' that it occurs during ascending
anaesthesia, and " begins in the upper half of the second
plane and persists throughout the first plane. It consists of
a depression of the abdominal wall just below the costal
margin with each expiration, and sometimes the mid-line of
the abdomen is raised in a vertical ridge at the same time.
One gets the impression that the oblique muscles are knead-
ing the abdomen in order to express the air from the lungs,
almost as if artificial respiration is being performed with
invisible hands on the side of the abdomen rather than on
the lower ribs." He continues: "A distinctly audible
change of rhythm accompanies this sign and it consists of a
short, fairly loud, expiration, followed by a longer and
fainter inspiration. Note that exactly the opposite pheno-
menon occurs in third-plane anaesthesia."

It will be noticed that Human regards this sign as belong-
ing to ascendinig anaesthesia, and Dr. Thornton may agree
that the development of subcostal effort following thiopen-
tone induction may well indicate a lightening of anaesthesia
prior to the true induction by whatever is the remainder of
the chosen sequence.

I take this opportunity to call attention to a respiratory
sign-or rather warning-which I find of value in teaching
induction sequences which involve the use of irritating
volatile agents. Textbooks customarily refer to " hesita-
tion" in breathing, or breath-holding, as the signs indicating
that the concentration of an irritating agent is being too
rapidly increased. Close observation of the patient's breath-
ing will, however, reveal the fact that in the majoritv of
instances the first sign of the patient's intolerance of a given
concentration of irritating vapour is a momentary check in
the smoothness of the respiration. In these circumstances
the respiratory rhythm is regular, the check occurring
either at the height of inspiration or part-way through the
expiratory phase: it can be detected by observation of the
patient or of the reservoir bag, or by listening to the patient's
breathing or to the sound of the expiratory valve. If this
warning is missed or disregarded, more obvious signs of
intolerance will develop after a very few more breaths of the
irritating mixture. Other anaesthetists must have observed
this warning sign, and I will be glad to hear of any previous
mention of it.-I am, etc.,

Bristol. V. TORRY BAXTER.
REFERENCE

'Human, J. U., Blind Intubation and the Signs of Anaesthesia, 1941, 2nd
ed., p. 18. John Bale. London.
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