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but when assessing symptoms that are by
definition subjective the patients' opinions are
of importance.' Whether or not symptomatic
improvement correlates with objective
measurements is another matter.

It would appear to be particularly impor-
tant to consider patients' opinions in fluctua-
ting conditions such as bronchospasm, where
they may well be able to give an overall im-
pression of their clinical condition during a
period of time, while isolated objective tests
only give information on a few minutes
separated by many weeks.

Another example occurred in the same issue
of the B.M.7. in a review of inhaled steroids
for asthma (" Any Questions ? " 18 Sep-
tember, p. 691). Admittedly the trials quoted
differed in many ways, but the studies relying
mainly on subjective assessments2-5 found
that inhalations of hydrocortisone acetate
were significantly better than placebo while
trials utilizing isolated lung function tests'7
were unable to demonstrate a difference be-
tween the two regimens.

In the trial of breathing exercises it is
possible that cough and sputum were worse
in the treated group owing to the higher in-
cidence of colds (58% as opposed to 40%),
and that the patients took this into considera-
tion when they declared an overall improve-
ment in the symptom of dyspnoea after
breathing exercises.

It was, of course, impossible to conduct a
double-blind trial on breathing exercises, and
Stewart and Anderson8 are probably quite
correct in stating that such exercises produce
little or no benefit and that apparent im-
provement was due to gratitude for extra
attention. Nevertheless, it is worth mentioning
that in trials of this sort where assessments of
subjective symptoms are made over a pro-
longed period due weight should be given to
patients' opinions, as isolated objective tests
have considerable limitations.-I am, etc.,

Twickenham, BRIAN W. CROMIE.
Middlesex.

REFERENCES
1 Cromie, B. W., Lancet, 1963, 2, 994.
2 Foulds, W. S., Greaves, D. P., Herxheimer, H.,

and Kingdom, L. G., ibid., 1955, 1, 234.
3 Herxheimer, H., McAllen, M. K., and Williams,

D. A., Brit. med. Y., 1958, 2, 762.
4 Helm, W. H., and Heyworth, F., ibid., 1958, 2,

768.
Brockbank, W., and Pengelly, C. D. R., Lancet,

1958, 1, 187.
Langlands, J. H. M., and McNeill, R. S., ibid.,

1960, 2, 404.
Strang, L. B., and Knox, E. G., ibid., 1960, 2,

550.
3 Stewart, R. D. H, and Anderson, D. E., Brit.

med. 7., 1965, 2, 682.

Old People and Mental Hospitals
SIR,-I would like to applaud Dr. R. W.

IParnell's admirable statement (25 September,
-p. 756) of the reformed outlook in geriatrics.
As one of the few with beds in both a large
geriatric hospital and a large welfare home
(not to mention close contact with a mental
hospital) I ought to comment on Dr. R.
Emery's passage (11 September, p. 643)
about the length of welfare-home waiting-
lists and the scarcity of geriatric beds.

Dr. Emery and Dr. J. W. Macpherson (25
September, p. 757) begin from the bed and
the hospital. I begin from the patient, and
-view the entire health and welfare services-
-public, charitable, and private-as one whole
ito be adapted to the needs of the patient, not

the patient to be fitted to a Procrustean bed.
If, as in Birmingham, the services co-operate
in solving their problems and in seeking
Government help where needed, " blocked
beds " cease to be a source of frustration. We
have advanced to another source of frustra-
tion-our inability, with the knowledge and
means at our disposal, to do all we would like
to do for each patient; but surprisingly often
a patient regarded as "chronic " in one place
is cured in another, with net gain of one
bed-though that is incidental to our
pleasure at the cure.

" Senile dementia " (and its synonyms) is
banned in my case-records. It can cover
anything from chronic constipation to a frac-
tured femur. It is customary for psychia-
trists to complain of the stigma of the asylum,
as geriatricians complain of the stigma of the
workhouse; but it is seldom realized that
" senile dementia " is the lineal descendant of
the seventeenth-century diagnosis of being a
witch (only last week I had a patient with
the supernumerary nipple long regarded as
giving scientific confirmation to the diag-
nosis). "Senile dementia" is a dustbin
diagnosis, intended to fit patients, now that
the stake is out of fashion, for the oubliette,
or, as it is now called, the long-stay annexe.-
I am, etc.,

ROBERT J. HETHERINGTON.
Summerfield Hospital,
Birmingham 18.

Plastic Balloon Catheter

SIR,-Mr. J. P. Mitchell is to be con-
gratulated on the development of a catheter
which provides such a satisfactory internal
lumen (18 September, p. 693). That the
balloon should be of innocuous material is a
further advantage, though the importance of
this feature is relative since contact with the
tissues should never be close. Mr. Mitchell's
balloon " expands evenly, giving a reasonably
spherical balloon." This is surely undesir-
able when the catheter is used after prostat-
ectomy, since the prostatic bed is far from
spherical and a spherical balloon will lie
transversely across it, directing the tip under
what remains of the shelf. Messrs. J. G.
Franklin have manufactured for me a balloon
which expands on one side only, and this
admirably fits the prostatic bed: the tip is
11 in. (4 cm.) long and extends into the
bladder well forward of and above the clot
level.
Any Foley-type catheter leaves much to be

desired because the drainage is far from
dependent. We can counter this after
prostatectomy by removing the catheter
within 24 hours, but in other cases it is a
considerable drawback.-I am, etc.,
London W. 1. STEPHEN POWER.

Vascular Lesions of Diabetes Mellitus

SIR,-In an otherwise fully documented
leading article (11 September, p. 603) dealing
with the existence of microangiopathy in
various tissues in diabetes mellitus, you say:
" Microangiopathy affecting the nutrient
vessels to the nerve fibres produces irreversible
neuropathy." The unwary reader might con-
clude from this: (a) that diabetic neuropathy
is caused by disease of the vasa nervorum;

(b) that diabetic neuropathy is always irrever-
sible.
The second conclusion is absurd and may

be due to a misprint, and the first is not
proved. Current opinion on the aetiology of
diabetic neuropathy is divided between those
who incriminate disease of the vasa
nervorum, 2 and those who propose a more
direct effect on neural or Schwann-cell meta-
bolism.36
You showed that you were aware of this

controversy in a leading article about a year
ago (10 October 1964, p. 891), so that it
would be helpful if you would clarify your
present meaning.-I am, etc.,

D. G. F. HARRIMAN.
Neuropathology Laboratory,
The General Infirmary,

Leeds 1.
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Polyneuritds and Oral Contraceptives

SIR,-I wish to report the case of a
transient neurological upset resembling
polyneuritis seen in a woman taking oral
contraceptive tablets. Since stopping the
tablets the symptoms have subsided. The
tablet being taken was Conovid E (2.5 mg.
norethynodrel and 0.1 mg. mestranol) and it
was prescribed for six months prior to the
onset of symptoms. Although it is realized
that the symptoms after taking the tablets
and the recovery on stopping them are prob-
ably coincidental, I consider that it is worth
reporting as others may have noticed other
cases of a similar nature without commenting
on them in the medical press.
A woman of 33 years, married with two

children, came for contraceptive advice in August
1964. She had previously used a diaphragm
pessary. She was started on Conovid E tablets.
In January 1965 the withdrawal bleeding was
absent, but she was reassured that this was not
uncommon with the type of drug she was having
and she had a normal withdrawal bleeding in
February. On 16 February 1965 she consulted
me, complaining of paraesthesiae of the legs,
abdominal wall, palms, and fingers. I advised
her to stop the tablets, and a few days later her
hands became very painful. At this time she
was very clumsy in the use of both her hands,
but examination of the central nervous system
was negative apart from some loss of vibration
sense over the left ankle and diminution of
pin-prick sensation over the palms. The fundi
looked normal, the cranial nerves were intact,
and there was no nystagmus. Her erythrocyte-
sedimentation rate was 17 mm. in the first hour.
All other investigations were negative. By early
March she was symptomatically improved and
by mid-April the tingling and clumsiness of her
hands was practically gone. She was referred to
a family-planning clinic and was once again fitted
with a diaphragm pessary. At the time of
writing she is practically symptom-free from the
neurological point of view, and can conduct her
household duties again without dropping cutlery,
etc.
There has been considerable discussion in this

case as to whether this was a reaction to the
pills, an idiopathic polyneuritis, early multiple
sclerosis, or a hysterical reaction in a nervous
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woman. The last possibility seems to have been
discarded. The fact that she had an episode of
paralysis of accommodation two years previously
when taking Eskornade Spansules (containing
isopropamide iodide 2.5 mg., phenylpropanola-
mine hydrochloride 50 mg., and diphenylpyraline
hydrochloride 5 mg.) for her respiratory catarrh
has raised multiple sclerosis as a distant
possibility, but as her blurring of vision went
away on stopping the Eskornade I think that this
is unlikely. Hence the diagnosis seems to lie
between idiopathic and iatrogenic polyneuritis.

I would be interested to know if any
similar cases have been seen by other doctors.
-I am, etc.,

Glasgow C. 1. C. DUNCAN STRANG.

Prophylactic Antimalarials in Sickle-cell
Disease

SIR,-I hasten to congratulate Dr. M. A.
Warley and others (10 July, p. 86) for pro-
viding statistical support for a well-known
clinical fact. Their conclusion that prophy-
lactic antimalarials should be given in sickle-
cell disease supports my observations and
recommendations on the subject published in
the West African Medical 7ournal,' from
which the following relevant passages are
taken.

" The scheme which I recommend here is one
which I have used in Enugu for the past two
years (1958-60) and which in my experience has
reduced sickle-cell crises by at least 50% in most
of my patients. All sickle-cell anaemia patients
should for the rest of their lives be given daily
antimalarials, e.g., Paludrine one tablet daily.
This is in my opinion most important, and sickle-
cell anaemia is the one condition in which I
recommend full prophylactic antimalarial treat-
ment in an indigenous African."

In the same paper other suggestions for
the management of sickle-cell anaemia were
made-e.g., the daily administration of
alkalis, the avoidance of very cold baths,
violent physical exercise, and heavy late meals
which the testimony of patients had suggested
were capable of precipitating crises in many
children. These recommendations were based
on prolonged clinical and haematological
observations of 40 children with sickle-cell
anaemia over a period of 1 to 4 years. In
several of these children malaria parasites
had been found in the blood during crises,
contrary to expectation. Since then we have
had ample clinical confirmation of these
views, and several of the children in the
original survey are now in secondary schools
and when last seen were having only one or
two crises a year while on this regimen plus
folic-acid. It is also interesting that in spite
of the disabling character of the disease,
many sickle-cell children of all ages appear
to be very intelligent, and after school
examinations more than half of them are to
be found in the upper third of their respec-
tive class lists when placed in the order of
merit.

Regarding the use of antibiotics in the
prophylaxis of sickle-cell crises the following
comment was made in my paper, " I have in
recent weeks been toying with the idea of
prophylactic antibiotics in an attempt to
prevent intercurrent sepsis in my more deli-
cate patients. I have no evidence one way or
the other of the value of this." Since then
I have abandoned prophylactic antibiotics
because I was not convinced about their value

in any but the most delicate sicklers. I
believe, however, that a broad-spectrum anti-
biotic effective against Gram-negative rods,
which are peculiarly common in sickle-cell
disease, as pointed out by Hendrickse and
Collard,2 should be given during prolonged
febrile episodes when no other organisms can
be incriminated.

While congratulating the philanthropic
bodies who made the Makerere studies pos-
sible, I would like to renew the plea made in
my original paper for the founding of more
sickle-cell research fellowships in tropical
African universities, for there are many
interesting facets of the disease still requiring
urgent investigation, and which are almost
certain to bring new knowledge resulting in
improved management of the condition.-I
am, etc.,
Department of Medicine, C. NwOKOLO.

University of Ibadan,
Nigeria.
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Pain after Haemorrdoidectomy
SIR,-The recent leader on haemorrhoidec-

tomy (18 September, p. 659) prompts me to
comment on the effectiveness of a solution of
long-acting local anaesthetic-I % Xylocaine
(lignocaine) and Dextraven (dextran) 10%-
formulated by our consultant anaesthetist,
Dr. R. E. Loder. For the past five years this
solution, injected just prior to haemorrhoidec-
tomy, with or without adrenaline, has brought
really undisputable relief of pain post-
operatively, without any of the complications
which have been seen with Proctocaine (butyl
aminobenzoate).
The solution is used routinely for post-

operative wound pain in thoracic centres, and
from my personal experience I can certainly
recommend it for haemorrhoidectomy.-I am,
etc.,

D. W. BRACEY.
Peterborough Memorial Hospital,

Peterborough, Northants.

New Lamps for Old

SIR,-Your leading article on this.subject
(25 September, p. 717) stresses the advan-
tages of fluorescent lighting over tungsten
lamps and discusses the colour rendering
properties of each.
A simple practical test of a lamp's colour-

rendering properties is provided by the
Ishihara colour-vision plates. These are not
accurate in the artificial light provided by
tungsten lamps, but it is possible that a
fluorescent light can be found under which
they become as accurate as they are in
daylight.
The article does not mention one serious

disadvantage of fluorescent lights-namely,
the relative slowness and flickering with
which they come on. In an ophthalmic clinic,
or any other department where it is frequently
necessary to. keep turning the lights on and
off, this characteristic of fluorescent lights
adds considerably to the delay and discomfort
of those conducting the clinic. Furthermore,
I understand that such frequent switching of

these lights on and off has a serious adverse
effect both on their length of life and their
current consumption.
These are points which should be borne in

mind when plans to convert the lighting of
hospitals and clinics are being considered, and
when new departments are being built.-I
am, etc.,

Reigate, Surrey. F. J. CURTIS.

Behaviour Therapy

SIR,-I would like to clarify a point men-
tioned in your recent review of The Causes
and Cures of Neurosis (H. J. Eysenck and
S. Rachman) (25 September, p. 747). In his
discussion of patient A. G., your reviewer
implied that the behaviour therapist
administered an injection. It was in fact
given by the patient's general practitioner.-
I am, etc.,

Institute of Psychiatry, S. RACHMAN.
London S.ES.

Penile Pain in Rabies

SIR,-Last year a short article describing
a case of rabies in a Pakistani immigrant
appeared (18 July, 1964, p. 167). The main
symptom was pain in the penis, and it was
some time before the real diagnosis was
appreciated.
We were very interested in this report as

we had had a patient on our ward at that
time complaining of penile pain. His be-
haviour was irrational and out of all propor-
tion to his physical signs, and in fact he
became quite disorientated. As he was not
improving his relatives took him home. We
learned subsequently that he had died and
we wondered at that time, in view of the
above article, whether he had rabies.

Last week one of us (J. W. H.) admitted a
man of 30 whose main complaint was one
of penile and leg pain. His behaviour was
bizarre, and although at first he responded to
sedation he became more disorientated. It
was quite obvious the following morning that
he had rabies.

Pain in the penis is not described as being
a symptom of rabies, but we report these two
cases, one tentative, the other definite, to see
if others have had similar experience of this
unpleasant disease.-We are, etc.,

J. E. D. BRAMLEY.
R. E. CUDMORE.
J. W. HOLLAND.

Methodist Hospital,
Uyo, E. Nigeria.

Beds for the Dying

SIR,-I write in support of Dr. R. S.
Stevens (11 September, p. 643) with
reference to beds for patients dying of
cancer. He states, "Readmission should be
the responsibility of those who have already
treated the patient." This is a principle I
heartily endorse and have always faithfully
practised. I accept all such cases who have
previously been treated by my unit, and
also all whom we have referred to the local
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