
JULY 12, 1958 CORRESPONDENCE cBRmTSH 103

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

HeatJ I11new
SIR,-Your annotation on " Heat Illness " (Journal, June

28, p. 1351), in which you discuss the article "A Classifica-
tion of Heat Illness" (p. 1533), draws attention to the diffi-
culty of distinguishing between " heat stroke " and " heat
hyperpyrexia" as described in the latter article. It may
reasonably be assumed that, in a tropical climate, " heat
hyperpyrexia" as described in the appendix to this article
will become " heat stroke " unless quickly treated, but for
this very reason no one would be willing to withhold treat-
ment to observe this tra,nsition: I-have seen it happen under
circumstances where no treatment at all could be given
and the progression "heat hyperpyrexia "-" heat stroke "-
death was rapid. Observation of a graded series from "heat
hyperpyrexia " through " heat stroke " to death is not often
possible at one and the same time when comparisons can be
made, but such an opportunity o6ccurred in the Middle East
Force during the recent war.' I saw all these cases and
agree that if distinction between "heat hyperpyrexia " and
"heat stroke " is at all possible the former diagnosis will
have become the latter in a brief spell in the absence of
treatment.
The inclusion of convulsions as a manifestation of " heat

stroke " is interesting and, no doubt, correct. If " heat
stroke " and " heat hyperpyrexia " are lumped together, my
experience produced no example of this until some hours
after treatment by cooling had been carried out. At this
stage, and when they were quietly resting but still comatose,
I provoked a bad epileptic fit in two adjacent patients by
applying the gentle stimulus in each case of feeling the
radial pulse. These are the only cases of convulsions I have
seen associated with heat stroke.-I am, etc.,
London, W.1. J. C. HAWKSLEY.
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Delay in Treating Cancer
SIR,-Thoracic surgeons often deplore the stage at which

patients with bronchial carcinoma reach them. My experi-
ence with my latest such patient may be of interest, as it
occurred in London, where teaching hospitals abound. I
would stress that this particular case is an exceptional one
in that the delay in obtaining admission to hospital was
unusual, and the delay was at variance with my usual experi-
ence of the particular hospital concerned as well as with
others which deal with my patients. For convenience I list
the stages of the man's illness in days.
Day 1.-Male aged 57 with no significant previous illnesses

complains of cough which provokes pain in the right chest and
of small haemoptyses, both for 48 hours. He is pyrexial and
there is an obvious right lower lobe pneumonia. Suspecting that
this might mask a carcinoma I had a miniature skiagram done at
a chest clinic, E.S.R. 105 mm./hour.
Day 3.-Miniature skiagram report: "Round opacity right

costophrenic angle."
Day 5.-Large skiagram report: "Pneumonitis."
Day 13.-E.S.R. 200 mm./hour, in spite of antibiotics. Chest

clinic reports there is a strong suspicion of bronchial carcinoma.
Day 20.-Thoracic unit report "X-rays suggest carcinoma of

bronchus. I think it is worth while getting him into hospital
for investigation."
Day 24.-Admitted.
Day 28.-Bronchoscopy report. " A carcinoma is just visible in

the posterior basal segment on the right. Histology showed a
squamous carcinoma. There was no evidence of glands although
x-rays suggest their presence. His name has been put on the
waiting-list for admission for thoracotomy."
Day 29.-Discharged.

Day 44.-Not yet admitted for thoracotomy. I telephoned to
expedite admission.
Day 50.-7 lb. (3.2 kg.) weight lost since Day 1.
Day 64.-I telephoned again to ask for early admission. Acute

tonsillitis developed, again of possible sinister significance. Appro-
priate treatment begun.
Day 74.-Patient complained of hoarseness. I found his right

vocal cord immobile. I telephoned the hospital again and was
told that the patient would be admitted " probably in 10 to 14
days' time."

I submit, Sir, that this man, although we shall never know
at what stage of his illness he was when I first saw him,
needed admission more urgently after the first ten days of
his illness than, for example, almost any patient with acute
appendicitis, which can be, and is, treated conservatively.
In appendicitis admission can be arranged within minutes
and operation within the hour. Is my sense of perspective
about the urgency of treatment for bronchial carcinoma
wrong, or is it that we just do not have enough thoracic
units and people trained to work in them ? The man whose
case I have described was eventually admitted on the 89th
day of his illness, and at thoracotomy on the 101st day of
the illness " a firm mass 3 inches (7.6 cm.) in diameter was
palpable in the lower lobe with a mass of growth at the
hilum which had infiltrated the pulmonary artery. There
was also peribronchial growth within half an inch (1.25 cm.)
of the carina."

In view of the possibility of this patient being identified,
I beg to sign myself
London. GENERAL PRACTITIONER.

Mercurial Diuretics and Nephrosis
SIR,-We have read with interest the articles of Dr.

Margaret Riddle and her colleagues and of Dr. J. Burston
and his colleagues (Journal, May 31, pp. 1274 and 1277) and
the letter from Dr. J. F. Goodwin (Journal, June 14, p. 1413)
in which the onset of marked proteinuria in patients in con-
gestive cardiac failure is discussed. There was no mention,
however, of one possible factor-potassium depletion-
which we feel may be of significance in these patients.
This is known to cause disturbances of renal function with
proteinuria' and to be associated with histologically demon-
strable changes in tubular structure.2 Moreover, most
patients in congestive cardiac failure have some degree of
potassium depletion, which may be gross.8' The occurrence
of a normal serum level of potassium in the patient reported
by Dr. Burston et al. does not exclude the possibility of
depletion.! Neither Dr. Riddle et al. nor Dr. Burston et al.
say whether supplements of potassium were given, nor does
Dr. Goodwin, although we understand that in Dr. Good-
win's patients potassium supplements were given during the
period when recovery from the nephrotic syndrome occurred
despite the continued use of mercurial diuretics.

Whilst not wishing to deny that mercurial diuretics may
occasion the onset of the nephrotic syndrome, we would
emphasize that potassium depletion also may cause
proteinuria, and also we would stress the importance of
ensuring an adequate potagsium intake during congestive
cardiac failure.-We are, etc.,

W. T. CooKE.
Birmingham. C. T. G. FLEAR.
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- Sequelae of Cardiac Arrest
SIR,-In their article describing a case of recovery from

neurological sequelae after cardiac arrest (Journal, June 28,
p. 1521), Dr. D. W. Blair and his colleagues give an excellent
description of cerebral oedema following anoxia due to
cardiac arrest. I venture to suggest that, if the patient had
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