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of 8 ml. of solution. In favourable circum-
stances analgesia will last for about three
hours.

Sterile disposable syringes are convenient,
and with practice and thought the surgeon
can use them with his single free hand to
test that the solution is not placed into a
vessel.-I am, etc.,

E. A. WILLIAMS.
Radcliffe Infirmary,

Oxford.

Gas Cysts of Colon

SIR,-Stimulated by the medical memo-
randum on a case of gas cysts of the color
(1 June, p. 536), I felt that the descriptior
of a similar case which bears out the poinv
made by Mr. H. Dendy Moore might be of
interest.

The patient was a banker who died recently
aged 63. The first entry that I can find in his
medical record is a letter about an investigation
performed in 1953, when the patient, then aged
48, complained of urinary frequency and some
diarrhoea of a year's duration. Full urinary
examination revealed no organic abnormality,
but little seems to have been done about the
bowel. In 1961 he was noted to have an
emphysematous bulla at the right apex on mass
radiography survey. In 1963 he had a massive
posterior myocardial infarct, and his convales-
cence was complicated by a bout of diarrhoea.
He was treated with long-term anticoagulants
for a year, and appeared well. In 1964 he had
trouble with his elbow, and x-ray suggested an
active arthritis, ? rheumatoid.

I met him first in September 1965, when he
developed an extensive anterior infarct. He
survived and was discharged again on long-term
anticoagulants. During the next year he had
frequent severe attacks of cardiac asthma.
During this time he complained of a persisting
mild diarrhoea, which I attributed to the
frequent use of aminophylline suppositories, and
for which he blamed the effervescent potassium.
In July 1966 control of anticoagulant therapy
was lost, and he was admitted with haemoptysis.
During this admission a firm diagnosis of
rheumatoid arthritis was made, and it was noted
also that he had a persisting faecal occult blood
loss. In October 1966 a barium enema showed
a peculiar mucosal pattern which the radiologist
suggested might be gas cysts in the colon.
Sigmoidoscopy, by Mr. S. F. Soutar, of Dundee
Royal Infirmary, showed at 11 cm., and extend-
ing upwards, numerous sessile " tumours " pro-
jecting into the lumen of the bowel with normal
mucosa between them. Histology confirmed the
diagnosis of gas cysts of the colon. The only
change in his treatment was the substitution of
Slow-K tablets for effervescent potassium
tablets.

Thereafter his bowel condition gradually im-
proved, though his general condition deteriorated
with increasing dyspnoea and frequent haemo-
ptysis. In June 1967 he was readmitted to
hospital, and was found to have a pyopneumo-
thorax. After a very stormy passage a diagnosis
of bronchogenic carcinoma was made on the
basis of a suspicious sputum examination and
bronchial narrowing on tomography. He was
given palliative radiotherapy and discharged
home in August, desperately ill, to spend his
last few weeks at home. By March 1968 he
was much better, with no haemoptysis and little
dyspnoea, having put on 1 st. (10 kg.) in
weight, though the only addition to his hospital
regimen had been a bottle of stout a day. At
this time he had no bowel symptoms but was
complaining bitterly of his arthritis. During an
assessment of this a chest x-ray showed only
bulla formation at the right apex-the condition
in 1961.
Soon after this he went into intractable cardiac

failure, and died in May 1968. At necropsy

he was found to have marked scarring of the
left ventricle, with pseudoaneurysm formation,
and with bullae and much fibrosis at the apex
of the left lung. No evidence of lung neoplasia
was found, and both large and small bowels
appeared completely normal.

This patient resembles Mr. Dendy Moore's
case in age and sex and in that he had vague
bowel symptoms for several years before he
developed gas cysts. He also had a myo-
cardial infarct some years before. His symp-
toms subsided without specific treatment four
months after diagnosis (that is, ten months
in all), and necropsy 19 months after diag-
nosis showed no intestinal abnormality. Like
other cases quoted, he did suffer from a
respiratory complaint, though the main
clinical manifestations of this came after
improvement in his bowel symptoms.

In considering this case I have often won-
dered what part iatrogenic factors had in
its aetiology-effervescent potassium, which
the patient blamed, or very frequent use of
aminophylline suppositories, which I con-
sidered.-I am, etc.,
Kirriemuir,
Angus. WILLIAM DODD.

Non-proprietary Names

SIR,-In her article on '. Non-proprietary
Names" Mrs. Valerie J. Webb (25 May,
p. 484) very carefully explained yet another
aspect of the marketing of pharmaceuticals
about which the Sainsbury Committee made
recommendations without understanding and
perhaps without considering the implications
of their adoption.

There is, however, one point which she
made with regard to proprietary names on
which I wish to add a comment. While a
few manufacturers sell pure compounds
under trade mark names, most use their trade
marks to indicate their own presentation of
A compound. Even when this is a conven-
tional tablet, every one is the same, within
practical limits, whenever and wherever pur-
chased. The same cannot be said for the
so-called "generic equivalents." As Mrs.
Webb points out, "generic" is a complete
misnomer, referring not to a compound but
to a class of compounds. Furthermore, the
products are not equivalent in every way to
the trade-marked product, since there is no
identity between a medicine, pharmaceutically
presented, and a chemical substance.-I am,
etc.,

W. F. HODSON,
Director,

Smith Kline and French Laboratories Ltd.
Welwyn Garden City,

Herts.

Mothers and Children in Hospital
SIR,-We strongly endorse Dr. S. R.

Meadow's appeal (1 June, p. 560) for specific
advice to mothers rooming in with their
young children in hospital. Our own leaflet,
giving general guidance to parents on
preparation, visiting, and so forth, is con-
tained within a cover, the reverse side being
illustrated with a ward scene. It was designed
so that hospital staffs could insert any specific
details, such as living in or transport arrange-
ments.
May I add one more plea ? Could such

information be sufficiently eye-catching to
encourage a mother not only to read but also

to absorb the facts ? Just another dose of
official jargon will all too often be ignored.-
I am, etc.,

JUDITH PEAD,
Chairman, National Association for the

Welfare of Children in Hospital.
London S.W.1.

Deputizing Services and Practitioners'
Liability

SIR,-The medical defence organizations
indemnify practitioners in claims for negli-
gence arising from their own professional
actions, from those of the persons whom they
employ in their practices, and from those of
doctors employed by deputizing services with
which the practitioners have contracts.
None of the defence organizations indemni-

fies its members in an action brought against
a deputizing service as such, arising from the
negligence or default of any of its employees
other than the deputizing doctor whose con-
duct is in question, although they would
intervene to defend members brought in by
deputizing services as third parties in actions
alleging professional negligence.

It has recently come to our notice that the
Emergency Treaunent Service has sent to
subscribing practitioners a revised form of
contract, which is so framed that a doctor
signing it will accept personal liability for
any action for negligence brought against the
E.T.S., even an action founded on the activi-
ties of its administrative staff. A doctor may
not recognize that this is the case, or he may
recognize it and assume, wrongly, that his
defence organization will in turn indemnify
him for any damages and costs awarded
against the E.T.S. in such a claim. Practi-
tioners are urged to consult their defence
organizations before signing new contracts
with deputizing services.-We are, etc.,

PHILIP H. ADDISON,
Secretary,

The Medical Defence Union.
H. A. CONSTABLE,

Secretary
The Medical Protection Society.

London W.C.1.
J. PATTERSON,

Secretary
Medical and Dental Defence Union of

Scotland.
Edinburgh.

Integrity of the Profession

SIR,-I am glad to see that the question
of changing ethics has once more been raised
by Dr. R. J. D. Browne and Dr. D. C.
Sturdy (25 May, p. 489). I believe it to
be a highly important issue worthy of further,
wider discussion, especially with regard to
abortion. Although ideally our ethics are
firm and unchanging, in practice this is not
entirely so, for as time goes on and thinking
changes past errors may be revealed and
have to be corrected. Slavery, to give an
instance, was accepted as ethical in the past,
but as we progressed people turned upon it
and outlawed it.

If a large section of the law-abiding com-
munity now believes that there are cases
where an abortion is justifiable for reasons
which are not medical, and a medical prac-
titioner sincerely believes that there are cases
where it is more ethical to do an abortion
than to bring an unwanted child into this
world, why should this practitioner be put
in an ethical strait-jacket by conservative
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