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special interest-gastroenterology, cardiology,
haematology, urology, endocrinology, and so
forth-in which specialty he can give imme-
diate advice to his colleagues. On this basis
the minimum requirements for any general
hospital should never be less than at least
six general physicians and six general sur-
geons, and this means, as Dr. Richardson
says, much larger hospitals.

Is it too late to reassess the whole problem
and ensure that the hospital service be con-
centrated and centralized and that so far as
possible no hospital under 2,000 beds be
planned for the future ? The complexity of
modern medicine is growing so rapidly that
what was the wonder of yesterday is the usual
practice of today. A few years ago urinary
dialysis was an esoteric science-nowadays
every general hospital ought to be capable of
dialysis. Many other examples could be
quoted, but the answer is clear that unless
the staff is sufficiently large to allow diversi-
fication of interests we will be building a
hospital service incapable of improvement.
I am, etc.,
West Hartlepool, H. M. GRANT.

Co. Durham.
REFERENCE

Hospital Building Programme, 1966, Cmnd. 3000.
H.M.S.O.

New Clinical Schools

SIR,-The fact that there is a surplus of
suitably qualified school leavers who cannot
obtain acceptance by a medical school, and
that the Health Service has to be underpinned
by junior colleagues from India and Pakistan,
shows that a sizable increase in medical
school places is urgently necessary. It is to
be hoped that the Minister and the University
Grants Committee will take note of Dr.
Nicolas Malleson's article " Shape for a New
Clinical School " (8 October, p. 879).

Those members of our profession in
Brighton who, in consultation with the
University of Sussex, have submitted a
memorandum to the Royal Commission on
Medical Education are indebted to Dr.
Malleson for using Brighton as an example
of what can be done, at an economic cost,
when existing university departments and
hospital services are used. Dr. Malleson
demonstrates in some detail how our existing
hospitals can provide clinical group teaching
units. In addition he points out how advan-
tageous it would be to build a general hos-
pital on a site adjacent to the university on
the Stanmer Estate. The consultants in this
area have done everything in their power to
have this idea adopted (11 June, p. 1479).
in this they have been overruled by the
regional hospital hoard.
The advantages, not only academic, of the

university site for hospital development may
yet be appreciated by the regional board
when phase I of their plan (a much-needed
accident centre) is completed. Major differ-
ences of opinion, however, between regional
boards and practising consultants about sites
are of minor importance compared with the
necessity of "making readier and more
economic use of resources that already exist."

Dr. Malleson in his article has performed
yet another service for British medical educa-
tion.-We are, etc.,

PATRICK HALL-SMITH.
Hove, Sussex. R. I. K. ELLIOTT.

Fluphenazine Enanthate in the
Maintenance Treatment of

Schizophrenia

SIR.-Fluphenazine is a phenothiazine
derivative which is useful in the treatment of
schizophrenic disorders. The enanthic acid
ester of fluphenazine has now been intro-
duced, and it is claimed that an injection of
25 mg. of this compound is capable of con-
trolling schizophrenic symptoms from 10 to
28 days. Since many schizophrenic patients
relapse because they fail to take their main-
tenance doses of daily oral phenothiazines, the
advantages of an effective maintenance
therapy given by injection every two to four
weeks are obvious.
We decided to conduct an uncontrolled

pilot trial of fluphenazine enanthate on
schizophrenic outpatients attending the West-
minster Hospital. Since, like other piper-
azine phenothiazines, treatment with fluphen-
azine results in a high incidence of
extra-pyramidal side-effects, all patients were
given orphenadrine, 100 mg. t.d.s., through-
out the trial.

Thirteen chronic schizophrenic outpatients
were included in the trial. They had all been on
maintenance doses of chlorpromazine or trifluo-
perazine by mouth. Following the manufac-
turers' recommendations, we put all patients on
fluphenazine hydrochloride, 5 mg. three tames a
day by mouth, in place of their usual mainten-
ance phcnothiazine, for two weeks. During this
fortnight two patients developed severe dystonic
reactions, and a third became very tense and
restless. They were withdrawn from the trial.

After a fortnight the remaimng 10 patients
were given fluphenazine enanthate, 12.5 ing., by
intramuscular iniection. Within 48 hours four
panents developed severe dystonic reactions. A
fifth patient became so tense and disturbed that
she required immediate admission. ln the re-
maining five patients fluphenazine enanthate
appeared to control schizophrenic symptoms and
increased spontaneity and effect.

These results, admittedly drawn from a
small number of patients, throw doubt upon
the efficacy of fluphenazine enanthate as a
satisfactory maintenance treatment for schizo-
phrenia. Further, the need for the patient
to take daily oral anti-Parkinsonian medica-
tion diminishes the value of the fortnightly
injection of fluphenazine enanthate.-We
are, etc,

ROBERT HICKS.
IRENE M. K. OVENSTONE.

Westminster Hospital,
London S.W.1.

Burst Abdomen

STR,-T was most interested in your leading
article on burst abdomen (15 October,
p. 906).

I should like to stress the hazards of air
travel on patients who have recently under-
gone abdominal operations. In B.O.A.C.
and B.E.A. we like to let two weeks elapse
and the wound to be soundly healed before
patients fly. Even in modem pressurized jet
aircraft the reduction in cabin pressure causes
gaff in the abdomen to expand one and a half
times. This stress on inadequately healed
surgical wounds often causes great strain, and
occasionally the wounds burst.

I would like once again to remind practi-
tioners and surgeons that it is for this reason
that we advise passengers to postpone flights

for at least two weeks from the date of their
operation.-I am, etc.,

PETER R. RIcmARDS.
Air Corporations

JoInt Medical Service,
London Airport.

Infantile Gastroenteritis

SIR,-Paediatricians active in the treatment
of dehydration due to infantile gastro-
enteritis in under-privileged populations will
have read the paper of H. de V. Heese and
his colleagues in Capetown (16 July, p. 144)
with great interest. Some however may, like
myself, be unwilling to accept certain of the
statements and conclusions of this study.
Two groups of 15 cases are of inadequate

size to provide representative samples of such
a heterogeneous condition, and the assurance
that the groups are well-matched is belied by
such points as blood urea levels of up to 99
mg./100 ml. in one and 195 mg./100 ml. in
the other. Malnutrition, which profoundly
affects electrolyte disturbances, was present in
several cases, but its distribution between the
groups is not stated and the only clue to the
degree of malnutrition included is the death
of one case attributed to kwashiorkor. Inter-
pretation of the results is further complicated
by the oral feeding of unspecified amounts of
lactate as Darrow's solution.
The claim that acidosis was controlled

after 10 hours of treatment in the bicarbonate
group but not in the control group is
supported by the mean values for pH, but
the lowest pH in each group at this time was
7.20, invalidating any conclusion except that
an arithmetic mean is a very poor measure
by which to compare samples. I found the
exclusion of data on the " moribund severely
dehydrated infants with arterial pH values
below 7 " disappointing, because it is infor-
mation on these cases which would be of
most value in improving methods of treat-
ment. Once having excluded these, however,
surely it was superfluous to discuss them
further, and the conclusion that "there is
little doubt" that 4% sodium bicarbonate is
indicated in their treatment may well be true,
but is unimpressive in the absence of factual
evidence.

Half-strength Darrow's solution for initial
rehydration and subsequent maintenance is
stated to be simple, effective, and free from
complications. This claim is made on the
basis of the authors' own experience with 15
cases (moribund and severely acidotic ones
excluded) and of three previous reports. Of
these, one' recommends the initial use of iso-
tonic saline, full-strength Darrow's solution,
or 1/6 molar lactate; the second2 describes
the use of 1/6 molar lactate in all clinically
evident acidosis and goes on to record one
instance of hypernatraemia, one of hypo-
natraemia, four of hyperkalaemia and three
of akalosis out of 31 cases treated with half-
strength Darrow's solution; the third study3
is of 705 cases considered suitable for out-
patient therapy with intravenous fluids, of
whom 101 were subsequently admitted to
hospital for completion of their treatment,
with a 28.7% mortality. Again the claim
may well be justified, but not by the evidence
quoted.
The potential danger of hypernatraemia is

mentioned, but in view of the high level
reached in two out of seven cases in the
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