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to the latter means much. These units could
also be used- for teaching purposes. At the
general-practitioner hospital at which I attend
students accompany me regularly. At the
outpatients there they see more everyday
cases than they would ever see at their teach-
ing hospital, where referred cases tend to be
of a highly specialized nature.-I am, etc.,

STANLEY AYLETT.
London W. 1.

Causes of Enuresis
SIR,-In your excellent leading article of

the causes of enuresis (12 April, p. 63) you
include among the things we " know " that
do not cause the condition excessively deep
sleep.
How do we know this ? It is a statement

that I have often heard or read, but I have
never come across any proof of this opinion.
On the other hand, 13 years ago I asked the
mothers of 273 enuretic children the simple
question, " Is he difficult to wake ? " and
68%, replied, " Yes." The same question
was put to the mothers of 500 children
attending outpatients for other reasons, and
only 23% replied in the affirmative.'

Last year I saw 250 children at the
Leicester School Clinic with congenital
enuresils and 179 (72%) were said to sleep
unusually heavily. Moreover, we have nine
enuresis alarms in circulation, which cause
a gratifying number of apparent cures in
some very difficult cases. The failures are
nearly all due to the alarm not waking the
patient, although it wakes the parents and all
the other non-enuretic members of the family.
Lastly, I have this afternoon seen an enuretic
girl of 10 who takes 15 mg. of dextro-
amphetamine a night-and still sleeps
soundly.-I am, etc.,

Leicester. J. VERNON BRAITHWAITE.
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SIR,-Much as I hate writing letters, I
feel I must comment on your leading article
(12 April, p. 63) on this subject.

In 1953 I pointed out at a meeting of
the urological section of the Royal Society
of Medicine' that the combination of two
factors was almost always associated with
what I called then "simple" enuresis, and
what is termed "primary" in your article.
These two are deep sleep and a bladder which
is accustomed to be emptied when it holds
only an ounce or two (25-50 ml.) of urine.
There simply is not enough capacity to go
through the night, and our primitive habit
of wetting our nappies (we all do it until
we are "pot trained ") is continued into
late childhood or longer. Thus far " matura-
tion" is a factor. The low social position
of the parents acts, I suggest, because they
in many cases could not be trusted to house-
train a puppy.

Only the patient can cure himself, and this
he can do if he can train his bladder to hold

enough to go through the night. I usually
aim at one ounce per year of age, and at the
same time the bad habit of passing urine in
the bed must be broken by waking the child
before the bed it wet.
Anyone who wishes to verify these facts

can do so by measuring how much an
enuretic can hold before training-often less
than a sherry glassful.-I am, etc.,

A. R. C. HIGHA.M.
St. Paul's Hospital,
London W.C.2.
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Abortion Act in Practice

SIR,-As a general practitioner I have
become increasingly concerned with the ethics
of some members of the profession since the
onset of the new abortion laws.

In one case I received a letter from a
doctor about a patient of mine whom he had
seen without my knowledge. I did not feel
the case warranted abortion, knowing the full
facts. These I explained to him in my letter,
and expressed my opinion that an abortion
was not indicated. Nevertheless, he obtained
a second recommendation and carried out the
abortion himself.

In another case I merely received a letter
from a doctor saying he had seen my patient,
referred her to a psychiatrist, and arranged
termination. Apart from diagnosing this
patient's pregnancy, I had no knowledge of
any of the proceedings until I received the
letter saying the patient had been aborted.

I have had several other patients treated
like this. None of the doctors concerned are
people I would normally consult and I would
certainly not have referred any patient of
mine to them. I always choose one of the
several teaching hospitals locally. Whait can
be done to stop this cashing in on our patients'
predicaments, and raising our blood pressure
with utter frustration and annoyance ?-
I am, etc.,

RICHARD W. PENNY.
London S.E.19.

Severe Self-poisoning

SIR,-I was interested to read Dr. G. R.
Burston's account of the management of
severe self-poisoning in Sunderland (15
March, p. 679). It is stated that 44% of the
sample were discharged directly home to the
care of their general practitioners. Does this
imply that they did not receive psychiatric
screening ?

Self-poisoning carries not only an increased
risk of further self-poisoning (as the paper
shows), but further fatal episodes, regardless
of the apparent seriousness of the initial
attempt. For this reason the Hill report'
recommends that all cases of self-poisoning
should receive psychiatric attention. In the
Bolton group of hospitals, with a case load
last year of 260 attempted suicides, 92% of
cases were screened. Certainly all cases of

the severity described in the paper were dealt
with by either inpatient or outpatient
psychiatric services. It has thus been
possible to achieve a virtually complete
psychiatric service. This may be an advan-
tage of having a psychiatric unit in a general
hospital.-I am, etc.,

J. H. BROOKS.
Department of Psychiatry,

Bolton District General Hospital,
Bolton, Lanrcs.
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Frusemide and Calcium Excretion

SIR,-Drs. J. A. Tambyah and M. K. L.
Lim (22 March, p. 751) have shown that in
the eight hours after oral frusemide there is
an increase in urinary calcium excretion.
We have reported to the Renal Association'

our preliminary studies on the effect of
frusemide on calcium excretion. We have
confirmed that both intravenous and oral
frusemide causes a marked hypercalciuria in
the four hours following administration.
However, this is then followed by hypo-
calciuria so that the overall 24-hour calcium
excretion may be little changed. It is prob-
able that if Drs. Tambyah and Lim had
studied their subjects for the next 16 hours a
period of marked hypocalciuria would have
been observed.

Before speculating on any prolonged effect
from frusemide therapy it is important to
observe the effect of frusemide on calcium
excretion and absorption over the 24 hours,
and also to consider whether changes persist
during prolonged therapy.-We are, etc.,

MARTIN S. KNAPP.
DAVID A. HEATH.

Department of Medicine,
Bristol Royal Infirmary,

Bristol 2.
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Granules of Electrolytes for Infants

SIR,-Prompt oral treatment of infants
who are vomiting or have diarrhoea can pre-
vent or lessen the degree of dehydration and
make emergency intravenous therapy un-
necessary. In these conditions oral dextrose
solution is contraindicated, as its use does
not replace lost ions ; an electrolyte solution
is required. In reminding readers of this,
you suggested in a leading article (13 January,
1968, p. 70) that it would be helpful to have
a solution tablet containing the required
replacement electrolytes, which could be used
to make into feeds.

This idea was investigated here, but in the
end it proved more practicable to prepare
granules designed to be dissolved in sterilized
distilled or boiled tap-water to produce a
solution suitable for use as a "feed." The
formula is based on one given by Talbot and
his colleagues,' with the addition of dextrose
and the minor modifications found necessary
for the preparation of granules.
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