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whose compensatory reaction to haemorrhage may be poor.
Secondly, and perhaps specially important in the treatment
of children, is the avoidance of fluid deficit: most children
are in good condition on arrival in hospital for operation,
but Holden and Maher show that 62% of their patients took
less than 50% of the fluid they needed during the pre-
operative period in hospital, partly owing to apprehension in
a strange environment and partly because they were not
actively encouraged to drink. Pre-operative purgation was
condemned by Sir John Fraser3 in 1926, as was excessive
starvation. Gastric emptying is delayed by apprehension,
but fluids should certainly be given up to four hours before
operation and clear fluids can safely be given to small
children up to two hours. Intravenous infusion before and
during operation may be of value in special circumstances.
For example, children with renal disease who are unable
to concentrate urine and therefore require a large amount of
fluid to clear the solutes cannot tolerate a reduction in fluid
intake for four to eight hours and can be put into renal
failure by it. In the normal patient, however, an infusion
of 5% glucose will actually cause slight dehydration because
of incomplete sodium conservation in the glucose diuresis,
and similarly 0.9% (isotonic) saline, though it may tempor-
arily expand the extracellular fluid space, may eventually

cause slight dehydration because excretion of the excess
chloride will take with it a certain amount of water.'
Attempts to build up a fluid reserve before operation are
therefore of little value.

In general, acute loss of blood is corrected by vasoconstric-
tion, which reduces the volume of the vascular bed, and by
a transfer of interstitial fluid to increase the volume of the
circulating blood. Avoidance of pre-operative depletion of
fluid in the normal child will ensure that an adequate amount
of fluid is available for transfer. Likewise avoidance of
excessive heat or cold will allow normal vasoconstriction in
response to loss of blood as well as minimizing loss of fluid
through sweat. When the body's reaction to haemorrhage
by vasoconstriction and transfer of fluid can no longer
compensate for the loss of blood, the blood-pressure will fall.
Thus, though the rising pulse may give warning, the measure-
ment of the blood-pressure is the best indication of the need
for treatment by blood transfusion or the infusion of plasma
or plasma substitute.
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Occupational Dermatitis
Often enough a case of occupational dermatitis presents the
physician with the problem of trying to determine whether
the disease is due to the patient's constitution or to external
factors in his working or domestic environment. This week
Dr. F. Ray Bettley discusses in an article at page 1340 of the
B.M.7. many of the difficulties that must be faced in reach-
ing a diagnosis, emphasizing that a long period of observation
of the patient and his circumstances will sometimes be needed
if the facts are to be correctly elicited and interpreted.

Perhaps dermatologists should now agree to use the terms
eczema and dermatitis synonymously, so that the former does
not necessarily connote a constitutional reaction and the latter
an external occupational cause. Confusion will remain so
long as clinicians continue to mean different things by these
terms, especially if the terms are intended to indicate differing
aetiology. A patch of dermatitis has no well-defined morpho-
logical changes allowing a diagnosis to be made between
dermatitis of constitutional origin and dermatitis due to
external factors, occupational or domestic. Therefore the
family doctor or examining medical practitioner may find it
impossible to make a correct initial diagnosis with any
accuracy. Even the consultant dermatologist with his special
training and long experience of the disease finds this difficult
and sometimes impossible. It is equally difficult for the
general practitioner, having provisionally decided that the
dermatitis has been caused by an external factor, to decide,
without the expert help of the industrial medical officer,
whether sufficient cause exists in the patient's working
environment to justify a diagnosis of occupational dermatitis.
Allergic sensitivity is only very occasionally the cause of
occupational dermatitis, irritant factors having the major role.
But there is no method of excluding allergic sensitivity other
than by skin-testing, and to decide whether skin-testing is
indicated or not requires special training in the method and

particularly in the interpretation of the results. The reason
for skin-testing is often misunderstood, and when the results
of the tests are negative the mistake is sometimes made of
interpreting them as meaning that the substances tested
cannot be the cause of the dermatitis when they may well be
-but acting as irritants and not as allergic sensitizers.
To the difficulties often encountered in the attempt to make

an accurate diagnosis of occupational dermatitis must
unfortunately be added the burden of the present imperfect
system of certification. Legislation is such that a variety of
doctors with diverse statutory functions are brought into the
case-general practitioners (both the patient's family doctor
and also the examining medical practitioner), dermatologists,
industrial medical officers, and members of medical boards of
the Ministry of Pensions and National Insurance, of local
appeal tribunals, and of medical appeal tribunals. Few, if
any, can believe that this outdated system functions satis-
factorily or that the industrial worker or society gets full
value from the medical skills available within the framework
of the National Health Service. Under this system an assess-
ment, vital to the patient, may be sought on a number of
occasions from different clinicians whose specialized know-
ledge varies greatly ; some of them may not even have had the
opportunity to examine the patient during the phase of the
abnormal skin changes. Prolonged observation, together with
thorough investigation and treatment, such as can be carried
out in special hospital units, is not possible in every case, and
the most practicable course may be on the lines discussed
at the Annual Clinical Meeting of the B.M.A. in Dundee
earlier this year.' At that meeting a panel consisting of an
appointed factory doctor and adviser to the Ministry of
Labour, a dermatologist, and an industrial medical officer
proposed that whenever possible the industrial worker with
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suspected occupational dermatitis should be seen while the
eruption is still in its early stages by a small group consisting
of a general practitioner (the family doctor or examining
medical practitioner or both), a dermatologist, and an
industrial medical officer. The same group would also be
available to cover, if necessary, " the long period of observa-
tion " referred to by Bettley.

It is always difficult to alter any system which has so
many vested interests, but if the profession was supported in
its desire to improve matters by the Ministry of Pensions
and National Insurance this would at least be a start. There
would appear to be support from trade unions for a change
in the present system of assessment.2 Despite the many
practical difficulties of group assessment, if it received the
support of all interested parties and its gradual development
were accepted, it would seem to offer many advantages to
both the industrial worker and the Ministries responsible for
his welfare. The group approach, if developed, would allow
certification to take place as an aspect of medical care along
with treatment, investigation, and rehabilitation. It is surely
time now for all concerned in the assessment of occupational
dermatitis, both lay and medical, to discuss frankly the best
methods of bringing to the worker in industry the expert
facilities available within the framework of the National
Health Service.

Self-poisoning
The steep rise in the consumption of barbiturates has for some
time given cause for serious concern. It indicates there is
something wrong with the practice of medicine. If, as M.
Balint' says, the patient takes his doctor as a drug, the
excessive demand for drugs reflects the doctor's inability to
give enough of himself. The further increase in general
prescribing after the abolition of the prescription charge
suggests that doctors are in danger of losing control of the
situation. The quantity of barbiturates prescribed in this
country doubled between 1953 and 1959.2 It might have
doubled again since. The number of suicides attributable to
barbiturate poisoning rose from 104 during 1941-50 to 735
during 1958-62. Professor Neil Kessel, in his Milroy
Lectures published in this and last week's issues of the B.M.J.,
warns against excessive prescribing of narcotic drugs. He is
highly critical of the ease with which aspirin can be obtained
in Great Britain, for there is hardly any shop or public place
where it cannot be bought in unlimited quantities. The lesson
of his studies is that unless doctors exercise restraint in the
prescribing of hypnotics and unless the availability of sali-
cylates is brought under some control all efforts towards a
reduction of the suicide rate will be nullified.

Self-poisoning, says Professor Kessel, is " a fashion that
has so developed over the last 20 years that to-day we regard
it almost as commonplace," but this needs to be seen in
historical perspective. Self-poisoning was heading the list
of methods of suicidal acts long before barbiturates and other
sedatives became easily available. F. Hopkins,3 F. C.
Lendrum,4 and G. Donalies' reported on large series of
attempted suicides admitted to hospital at Liverpool, Detroit,
and Berlin between 1923 and 1935. The large majority had
taken some kind of poison, many of them corrosive liquids
or iodine. Only a small fraction had used narcotics in those

days. Even at the beginning of this century self-poisoning
was common. A considerable proportion of patients of all
types admitted to the Charite in Berlin after suicidal
attempts between, 1892 and 19058 had taken poison, most of
them corrosive liquids or other noxious chemicals.

It is not self-poisoning that is the new fashion to-day but
the extensive use of certain drugs, especially of the
barbiturates, which have ousted almost all the poisons used
previously. Nor in the days before the barbiturates did the
majority of people who took poison die of it. There always
has been a large proportion of cases in which the ingestion
of poison was relatively harmless to life. However, many of
the older doctors practising to-day will remember the terrible
damage sometimes caused by small amounts of corrosive
liquids. It is a blessing that the barbiturates have no such
effects.
Many acts of self-damage tend to be regarded as purely

demonstrative and manipulative, especially when the patients
deny suicidal intent. J. E. Lennard-Jones and R. Asher'
called them "pseudocides," an unfortunate term because it
could be understood to include pseudohomicide as well as
pseudosuicide. " Pseudocides " are people who do not really
want to die. Professor Kessel, too, divides his cases into those
who want to die and those who want to live. He believes
that four-fifths of his cases belong to the latter group. This
assessment is based on the ineffectiveness of the poison taken
or on the circumstances of the act. But could the patients
know that they took no risk and that they were certain to
survive ?
The literature on suicidal acts has been bedevilled by

semantic confusion. Until recently the term suicide was
often used for both the fatal and the non-fatal act. The
necessity to distinguish between the two has in recent years
been accepted. Now Professor Kessel proposes to drop
" attempted suicide " and speak of " self-poisoning " or " self-
injury " instead. But " self-poisoning " is apt to lead to new
confusion because most people when told that a person has
poisoned himself will think that he is dead. Certainly
" attempted suicide " is not a good term either, for it sounds
too rational and suggests a planned effort, but it does refer
to the self-destructive component of the' act and the risk the
individual runs in taking a poison the effect of which he is
unable to judge. Though most of the acts of " attempted
suicide " are impulsive, as Professor Kessel points out, those
persons have almost invariably been preoccupied with death
and suicide previously. Moreover, they usually show a com-
plex behaviour pattern. E. Stengel8 I has pointed out that
many suicidal attempts and some suicides are committed in
the mood " I don't care whether I live or die " rather than
with a clear and unambiguous determination to end life.
Most people are ambivalent and muddled in their intentions
at the time of the act, however much or little they may have
thought of suicide before. They want to live and to die at
the same time, usually the one more than the other, and do
not lend themselves to clear classification. Uncertainty of
outcome, as seen by the patient and not by the doctor, is a
feature of most suicidal acts. These have been aptly described
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