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Any Questions?

We publish below a selection of those questions and
answers which seem of general interest. It is regretted
.hat it is not possible to supply answers to all questions
suibmitted.

Survival in Untreated Cancer
Q.-What is the natural history of untreated carcinoma

of the common sites such as stomach, rectum, breast, and
uterus? How, for instance, does the survival of treated
cases of cancer of the breast compare with that of untreated
cases ?

A.-It is difficult to obtain reliable data about untreated
.cancer nowadays, because most patients receive some form
of treatment, and those who receive none would not be a
representative sample. Probably the best data available on
the survival of untreated cancer cases are those reported
by Greenwood in 1926.1 This report gives the mean dura-
tion of the disease from onset of symptoms to time of
,death in the sites mentioned by the questioner as follows:
Breast (651 cases), 38.3 months; uterus (1,749 cases), 20.9
months; rectum (887 cases), 26.7 months; and stomach
-(154 cases), 16.8 months. Greenwood's figure for the mean
-natural duration of breast cancer is thus about three and a
-quarter years; but, since this is measured from onset of
symptoms to time of death, it is not strictly comparable
'with, and should in any case be longer than, the "survival
'time subsequent to treatment" which is the figure usually

quoted for patients
0/0 who nowadays re-

ceive some form of
treatment. Never-

80 _ ^\ theless we may set'8._ aagainst these
figures some more

60 _ recent data
'A ~^~ (Smithers et al.,2

Table L) from one
.40r large centre on the

proportion of
Xx patients with breast

20[.________________ cancer who sur-
vived three years

_________________________ after treatment (see
0 2 4 6 8 10 Table). Of the

YEARS 1,286 cases quoted,
Y3reast cancer: x --x =Duration only 352 had been
*of survival from onset of symptoms in
-651 untreated patients. x--*-x = under observation
Symptom-free period following treatment for 10 years or
of Stage I patients, some of whom were more.
.still symptom-free ten years after treat-
.ment. * = Symptom-free period
-following treatment of 1,286 patients in figure of 45% alive
all stages, some of whom were still symp- after three years
tom-free ten years after treatment. Based may not appear to
on data in Table L in the review by

Smithers et al.2 differ very much
from Greenwood's

average duration of 38 months for untreated cases, but this
-merely indicates that a simple comparison of mean survival
-times for all cases is not a sensitive test of the efficacy of
-treatment: for there are, in fact, very significant differences

Nof Percentage No fPercentage AliveNo fAlive at 3 Years No f and Free from
Cases After Treatment Cases Recurrence 10 Years

After Treatment

StageI .. .. 256 71% 79 540/
II . . 374 54% 113 25%
III .. .. 345 32% 85 4%/

,,IV.. . 238 17% 352 4%/
Unstaged.. .. 73 52% 23 17. .

Total .. 1,286 45° / 352 23%

between the treated and untreated groups. These are brought
out more clearly in the accompanying graph, which shows
that 23% of the whole treated group and 54% of those in
Stage I remained free of symptoms for 10 years or more.
Very few of the untreated group lived for six years, and
presumably those few were in the advanced stage of the
disease. Results for breast cancer cases from a number of
important treatment centres are reviewed in the paper by
Smithers et al.,2 which should be consulted for further
details. It is still too early for any assessment of the
long-term effects of modern methods of treating hormone-
dependent breast cancers.
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Post-operative Anal Stricture
Q.-What treatment is advised for a partial stricture of

the anus following operation for fissure in ano three years
ago ? Digital remnoval of faeces has to be perfornmed quite
often. There is a band of scar tissue at the sile of opera-
tion, the sphincter feels hypertrophied, and the rectum is
ballooned. How often is this complication of operation
encountered, and what accounts for it ?
A.-The treatment for this condition is surgical and con-

sists in what is well described as " superficial external proc-
totomy." The tight constricting band of scar tissue should
be incised (usually in the midline dorsally), and then the
fibrous constricting lower border of the internal sphincter
will be both seen and felt. After passing a bivalve procto-
scope this muscle should then be divided either with a
scalpel or with a fine pair of scissors (internal sphinctero-
tomy), and when this has been properly done the anus will
now feel quite smooth and relaxed. Some external drainage
must be provided, and a triangular-shaped wound is usually
very effective. The after-treatment is exactly the same as
that for the primary operation for cure of a fissure, and the
passage of a St. Mark's pattern dilator should be started
on the fourth or fifth post-operative day. The dilator
should be passed morning and evening until the final stage
of healing has been reached. By then the anus should admit
a finger smoothly and the patient should be able to pass a
normal formed stool. It is a good plan to continue passing
the dilator at gradually increasing intervals for another two
or three months to make sure that contraction of the scar
does not take place again.

This complication following operation for fissure is not
encountered very often, and may be due to either inadequate
or too short after-treatment, or to extreme nervousness on
the part of the patient which may have prevented the normal
after-treatment being carried out properly.

Anaesthesia for the Single-handed Practitioner
Q.-What anaesthetic techniques are recommended for

the single-handed practitioner in the tropics liable, to be
faced svith major surgical and obstetrical emergencies ?
Reasonable hospital facilities and moderately competent
nursing staff may be assumed.
A.-Without question spinal analgesia, provided the sur-

geon is prepared to familiarize himself with the hazards and
how to avoid them.' If the lower intercostal muscles are
paralysed, as they will be in abdominal surgery, oxygen is
highly desirable. If in addition the movement of the dia-
phragm. is restricted, as by a large ovarian cyst or during
caesarean section, the inhalation of oxygen throughout the
operation is imperative. If the blood pressure falls the head
must be kept below the heart level. Needles and ampoules
must not be placed in disinfectants. Another approach,
adequate though inelegant, is to use the Russian method
of local analgesia. Here the surgeon injects a large volume
of a weak solution (4-j-%) of procaine, without adrenaline,
as he goes along. Up to three litres is not uncommon.
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Outside the abdomen the results are very satisfactory. For
abdominal surgery a splanchnic block must be given as well
or patience and skill must be exercised in injecting the
mesentery.2 The third possibility is general anaesthesia,
preferably ether or even chloroform, but not for intestinal
obstruction unless a stomach tube is passed on a conscious
subject. If your inquirer learns how to pass an endo-
tracheal tube he will prevent many of the alarms encoun-
tered in the circumstances he mentions.

REFERENCES
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- and Bryce-Smith, R., Local Analgesia: Abdominal Surgery, 1953.

Edinburgh and London.

Motion Sickness and Its Palliation
Q.-In the prevention and treatment of motion sickness

are there drugs of particular benefit for the different varie-
ties of this malady-that is, for seasickness and car sick-
ness-or is the response likely to be the same whatever
the cause of the motion sickness? If the former is ihe
case, what drug is recommended for each type of motion
sickness ?
A..-It is inherently improbable that motion sickness
produced by different forms of travel would respond speci-
fically to different drugs, and no such specificity has ever
been demonstrated. A large-scale controlled clinical trial
in which 26 compounds were tested on about 17,000 sub-
jects during Atlantic crossings showed that three antihist-
amines, cyclizine, meclozine, and promethazine were highly
effective.' Hyoscine, which is widely used, gave relief in a
smaller proportion of cases.

REFERENCE
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Refreshments
Q.-What are the principal constituents of drinks such as

coca-cola and pepsicola ? Do they contain any stimulants
and if so in what dosage ?
A.-The exact composition of drinks of this type is a

trade secret, but among other ingredients they contain sugar,
which is partially caramelized, phosphoric acid, carbon
dioxide, and caffeine. A 6-oz. (170-ml.) bottle usually con-
tains about j gr. (32 mg.) of caffeine, which is only about
half the amount of this stimulant to be expected in a cup
of tea.

Acute Pulmonary Oedema
Q.-What should be the immediate treatment of acute

pulmonary oedema developing in a chr-onic bronchitic in
general practice? The patient is too ill to move to hos-
pital, oxygen is not immediately available, and morphine
is contraindicated.
A.-If the case is one of acute left ventricular cardiac

failure occurring in a patient with chronic bronchitis, the
questioner is correct in saying that morphine is contra-
indicated. Emergency treatment consists in the intravenous
injection of 0.25-0.5 g. of theophylline ethylenediamine
(aminophylline), diluted in 10-20 ml. of sterile normal
saline. The injection should be given slowly, as some de-
gree of respiratory stimulation follows. In addition, a
bloodless phlebotomy should be performed by bandaging
the thighs to impede venous return. Preferably the sphygmo-
manometer cuff should be used, the pressure being kept
at about 70 mm. Hg.

If the cause of the pulmonary oedema is hypertensive
left ventricular failure, rapid relief may follow reduction
of blood pressure to normal levels. 5-15 mg. of hexa-
methonium bromide can be given slowly by the intravenous
route, checking the blood pressure the while. If the prac-
titioner is single-handed, it would be easier to give the in-
jection intramuscularly, starting with 5 mg. and giving a
further 5 mg. if no improvement has resulted in 15 minutes.

The blood pressure must be carefully checked to avoid
undue hypotension, since patients may be very sensitive to
hexamethonium when in acute heart failure.

If uncontrolled auricular fibrillation is present, rapid digit-
alization will be indicated. Provided the patient has not
been previously receiving digitalis, 1-1.5 mg. of digoxin
should be given by mouth. The intravenous route should
be avoided if possible in acute left ventricular failure.

Finally, if there is any question of an acute chest infection
in this chronic bronchitic patient, soluble penicillin, 0.5
mega-unit, should be given by intramuscular injection also.

Treatment of Early Acne
Q.-A girl of 6j is already beginning to show a few

blackheads. Her father had very severe acne in adoles-
cence. Can anything be done to prevent a similar occur-
rence in the case of his daughter ?
A.-There seems little doubt that the type of skin which

is prone to the formation of comedones may be inherited,
and the acne which results in adolescence may be somewhat
intractable. There is occasionally a history of acne appear-
ing soon after birth or at the age of 1 to 2 years, clearing
within a few months but appearing once more in adoles-
cence.' In the questioner's case treatment of acne along
the usual lines is indicated. The affected skin should fre-
quently be washed well with soap and water and rinsed
daily or every other day with a solution of cetrimide (1%)
to remove the excess of sebum. At night a sulphur lotion
should be applied (for example, precipitated sulphur 6% in
lot. calaminae N.F.). The diet is of some importance: choco-
late, cheese, and nuts should be avoided, and fried food,
pastry, and suet puddings taken sparingly. Daily treatment
with ultra-violet radiation in an erythema dose is worth a
trial, and in late adolescence x-radiation in fractional doses
is often helpful, as it seems to reduce the activity of the
sebaceous glands. The use of cosmetics should at that
age be encouraged in order to improve morale, but they
should be non-greasy. Treatment with oestrogen in moder-
ate dosage is also worth consideration in late adolescence
(for example, stilboestrol 0.5 mg. daily for three weeks after
each menstrual period).

REFERENCE
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Safety of B.C.G. for Asthmatic or Allergic Children
Q.-Is it safe to vaccinate severely asthmatic or allergic

children with B.C.G. ?
A.-Yes. It is quite safe.

Collected Articles from the " British Medical Journal"
The following books are available through booksellers or

from the Publishing Manager, B.M.A. House. Prices include
postage.
Emergencies in General Practice (26s. 6d. inland; 26s. over-

seas).
Refresher Course for General Practitioners, Volumes 2 and 3

(26s. 6d. inland each, 26s. overseas).
Clinical Pathology in General Practice (22s. 3d. inland.

21s. 9d. overseas).
Any Questions?, Volumes 2 and 3 (8s. each).
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