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Pointers
Tropical Sprue: Drs. W. O'Brien and M. W. J.
England confirm that a state of intestinal mal-
absorption of non-specific origin is maintained
by secondary folate deficiency in a group of
patients from South-east Asia (p. 1157).
Colonel J. F. Webb and Major B. Simpson
report similar findings on patients from Hong
Kong (p. 1162).
Protein-losing Enteropathy: Dr. N. F. Jones
and colleagues record five patients with this com-
plication of anaphylactoid purpura (p. 1166).

Hydrocephalus in Adults: Mr. Tushar K. Nag
and Mr. M. A. Falconer found most symptoms
of non-tumoral stenosis of the aqueduct im-
proved by ventriculocisternostomy (p. 1168).

Treatment of Alcoholics: Dr. H. J. Walton and
colleagues describe inpatient and aftercare pro-
gramme and correlate results with psychiatric
findings (p. 1171).
Erythema Multiforme: Dr. A. J. Cameron and
colleagues consider this is not a complication of
ulcerative colitis, but may be a hypersensitive
reaction to drugs used in this condition (p.
1174).
C.N.S. Lesions in Virus Infections: Dr. H. E.
Webb and Dr. C. E. Gordon Smith postulate
that the reaction between the virus and the host's
immune response affects the severity of the
lesion (p. 1179).
Amniotic Fluid Embolism: Case report with
biochemical findings (p. 1181).
Venous Leg Ulcers: Dr. S. T. Anning advises
on treatment in the Current Practice series (p.
1183).
Today's Drugs: Carbamazepine (p. 1185).

Economics of Anaesthesia: Dr. A. M. Wilson
calculates cost per patient on the basis of staff
and drugs used (p. 1190).
Training of Specialists: Report of the Royal
College of Physicians Conference (p. 1192).
Leader at p. 1154.

Pertinax: Without Prejudice (p. 1196).
Fireworks Hazard: Two more cases of inhaled
cap (p. 1 197).
Doctors' Pay and Conditions: Parliamentary
statement by Minister of Health (p. 1209).
See Supplement, p. 191.

Medical Education : First chair established at

Edinburgh (p. 1211).
Public Health: Higher pay claimed for higher
qualifications (Supplement, p. 190).
Charter for Hospital Doctors: Correspondence
p. 1202.
Hospital Junior Staffs Group Council: Report
of meeting (Supplement, p. 185).
Occupational Health Committee: Supplement,
p. 188.

Inhaled Foreign Bodies
Inhalation of foreign bodies into the trachea and bronchi is quite common
and should always be dealt with at once. There should be no difficulty
in Britain in finding a doctor with experience in bronchoscopy who can

give emergency treatment at short notice. Where there is a shortage of
doctors with training in this field there is a greater risk of the foreign body
not being found. M. S. Slim and H. D. Yacoubian' have recently drawn
attention to the long-term complications that may arise when the object
is left in the air passages, either because it is missed at bronchoscopy or

because the inhalation went unnoticed.
Most inhaled foreign bodies are food substances, but there has been a

recent increase in foreign bodies made of plastic. An unusual example
of this was the recent report by J. B. Morrison2 of two boys who had
inhaled plastic caps from the end of fireworks. Now two more cases are

reported in our correspondence columns this week (p. 1197). Most types

of food and plastic foreign body do not show on radiography of the chest.
Radio-opaque bodies make a third, smaller group, which includes metal
objects and teeth. The most dangerous foreign body, and one which is
now found in all parts of the world, is the peanut. It does not show
on x-ray films and its presence in the bronchial tree causes considerable
irritation, probably as a result of its essential oils. Permanent lung

damage can be caused in a few weeks by the blocking of a segmental

or major bronchus. Peanuts or portions of them can be extremely diffi-
cult to remove at bronchoscopy, as they will jam into the segmental orifices
of the bronchial tree, and there is an unfortunate tendency for the nuts

to fragment when gripped by bronchoscopic forceps. It is important that

both sides of the bronchial tree should be checked after the peanut has

been removed to make sure that no pieces have been left behind.
If the foreign body when first inhaled gives rise to severe symptoms of

choking, asphyxia, or cough then its recognition is obvious. Unfortunately

in a proportion of cases after an initial bout of coughing the patient may

rapidly become asymptomatic. There will then be a period of time when

there are no obvious signs or symptoms until evidence of lung damage

occurs. The possibility of the presence of a foreign body should always

be considered in children or adults presenting with pulmonary symptoms

when there is an unexplained unilateral wheeze or haemoptysis, or un-

explained recurrent pneumonia in an area of lung, or-in children par-

ticularly-an isolated lung abscess. A history of an acute attack of

asphyxia or choking should be sought in these cases; but as the great

majority occur in children there is often difficulty in diagnosis when the

child is too young to give a useful history and the parents may not have

been present at the time of the original accident.
In some cases the straight x-ray film of the chest will be entirely normal.

As bronchoscopy is a safe procedure it is far better to do a broncho-

scopy with a negative result rather than to leave a child with a foreign

body in some part of its bronchial tree and be faced with the
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unpleasant long-term sequelae. It is remarkable how large
a foreign body can be inhaled into the trachea and even
more remarkable how far down the tracheobronchial tree
it may eventually penetrate. Occasionally larger inhaled
foreign bodies cannot be removed through the broncho-
scope but can be gripped with an instrument and removed
complete with the bronchoscope. If it is suspected that
this manoeuvre will lead to damage to the larynx and
Cords then a temporary tracheostomy may be needed to
extract the foreign body. Tracheostomy may also occasion-
ally be necessary to maintain an adequate airway if there has
been oedema in the laryngeal region due to the manipulation.
Foreign bodies which are swallowed can become impacted in
the lower pharynx or upper oesophagus, and particularly if
they get stuck at the cricopharyngeal sphincter can lead to
very severe respiratory difficulty. Any child with unexplained
respiratory distress but no block in the tracheobronchial tree
should have his oesophagus inspected at the same time as the
bronchoscopy to make sure there is no impacted foreign body
in that area.
The complications that may occur if the foreign body is

not removed include bronchiectasis, bronchostenosis, atelec-
tasis, and occasionally even lung abscesses, empyemata, and
bronchial fistulae. The extent of the damage to the lung
depends both on how long the foreign body has been in the
bronchial tree and on what it is.
The treatment of these conditions is in the province of the

thoracic surgeon, and patients should be investigated in a
thoracic unit. Apart from the history, x-ray films will usually
provide helpful information in that there will be an area of
collapse or consolidation in the lung, but a common error is
to miss the obstructive emphysema which can occur distal to
an obstructing foreign body, and to consider that the normal
lung, which shows by comparison relatively greater vascular
markings, is the affected one. Bronchoscopy, as in the acute
condition, is the first and most vital diagnostic procedure after
x-rays have been taken, but it must be remembered that
long-standing inhaled foreign bodies may not be visible at
bronchoscopy as they may be covered by blood clot, granula-
tion tissue, or pus if they are impacted deep in the bronchial
tree. Bronchograms and tomograms may also be of value on
occasions. If there is long-standing pulmonary damage and
bronchoscopy has failed to reveal a foreign body, or it has
proved impossible to remove it this way, thoracotomy should
be considered.

In exploring the lung at thoracotomy the foreign
body may be located, and it may then be possible
to remove it by bronchotomy, or even an incision into the
parenchyma of the lung. If this can be done and the
bronchus closed so that the lobe can be re-aerated and
adequately drained the lobe may well be saved, and this is
particularly valuable in children, who show remarkable
powers of recovery. If, however, thoracotomy confirms that
the lung is irretrievably damaged then the destroyed part of
the lung should be excised in order to remove a potential
source of long-standing chronic sepsis. Suitable resection
should result in complete cure of the patient.

In children in particular the surgeon should be as con-
servative as possible in order to save the maximum amount
of lung. With effective drainage, antibiotics, and above all
physiotherapy it is possible to save a larger portion than
might at first be suspected.

LSlim, M. S., and Yacoubian, H. D., Arch. Surg., 1966. 92, 388.
2 Morrison, J. B., Brnt. med. 7., 1966, 2, 1052.

Careers in Pharmacology
Pharmacology has always had a slightly uncertain position in
relation to medicine, sometimes appearing to be an experi-
mental science on the fringe of physiology, at other times an
adjunct of a clinical department of therapeutics. Pharma-
cologists themselves are sufficiently coherent to have founded
their own society in this country in 1931,1 and in 1946 they
started the British 7ournal of Pharmacology and Chemo-
therapy as one of the specialist journals published in
association with the B.MJ.. University departments have
increased considerably in independence, number, and size
since then, and the society, concerned with the recruitment
and training of pharmacologists and the teaching of the
subject, has recently conducted a survey of the organization
of pharmacology.2 It sent a questionary to the heads of
departments of pharmacology in universities, technical
colleges, and industry, and to such other research units as
included members of the society on their staff. In all the
society issued 88 forms and achieved the distinction of getting
every one returned. The report is silent about how this was
done, but it must conceal a rare combination of tact and
tenacity in the inquirers with unusual helpfulness among the
respondents. At least the facts elicited by the survey are free
from the bugbear of incomplete sampling.
The replies to the questionary showed that on 1 May 1964

there were 473 established academic pharmacologists,
supported by another 252 holding research appointments in
the universities, and there were also 223 established pharma-
cologists in industry. Most pharmacologists are not medically
qualified; about a quarter in all have this training, and even
in medical schools themselves only slightly more than half the
staff of pharmacology departments hold medical qualifica-
tions, the rest being recruited from pharmacy, physiology, or
other sciences, or having a first degree in pharmacology itself
Indeed many pharmacologists pursue topics not closely related
to the therapeutic use of drugs and only marginally related to
medicine-for instance, the toxicity of food additives, pre-
servatives, and flavourings, and the biological properties of
pesticides and solvents, fuels and plastics. A complete list of
the potential repertory of pharmacologists would exhaust tht
whole range of human productivity and material originality,
but the number of pharmacologists traced in these more
general endeavours is small, 34 in all.
The rate of change is, as so often, more significant than the

absolute numbers. The 1964 figures are about double what
they were six years earlier, but growth was slower in medical
schools than in either schools of pharmacy or industry. The
report shows that vacancies in the medical schools are not
easily filled, and, perhaps most serious of all from the aspect
of medical teaching, while movement from university posts
to industry is relatively common the return is rarely achieved.
It is perhaps not surprising that pharmacologists are on the
whole increasing more vigorously away from medical schools
than in them. The study of drugs requires extensive labora-
tory equipment and association on a generous scale with
departments of chemistry, and few medical schools are in a
position to equip their pharmacology departments on a scale
commensurate with the importance of drugs to medicine.
Pharmacologists themselves are usually laboratory workers at

British Pharmacological Society Handbook. 1966.
2 Bakhle, Y. S., and Paton, W. D. M., Brit. 7. Pharmacol., 1966, 27, 239.

Pelikan, E. W., and Unna, K. R., 7t. med. Educ., 1961, 36, 1266.
4Pharmacologist, 1966, 8, 42.
*sPharmacology as, a Career, issued by the British Pharmacological

Society, d/o Department of Pharmacology, Institute of Preventive
Medicine, The Parade, Cardiff.
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