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doctors are possibly unaware that an estimate
of 10%°, of all admissions to general wards
have had an alcohol-dependency. Alcoholism
is excluded from the curricula of medical
schools. Few doctors therefore understand
anything about alcoholism. Workers with
alcoholics learn about the illness from the
patients themselves.

If a true conception of illness is accepted
there is no need for shame to be attached to
alcoholism. Recovered alcoholics are for-
tunate people. Recovered medical alcoholics
can greatly help by revealing their identity
and assisting in information about this disease
by enlightening their colleagues and making
themselves available for consultation to suf-
ferers from the disease. I hope my personal
experiences can be turned to good effect.-
I am, etc.,

NEIL PANTON.
Southampton, Hants.

Porphyrinuria
SIR,-In Dr. Norman Gitlin's recent

communication (11 January, p. 96), the most
significant positive finding is the "strongly
positive porphobilinogen." Also significant,
in a negative sense, is the very modest ab-
normality in urinary uroporphyrin excretion.
This would argue against any "acquired
porphyria." On the other hand, it is hard
to attach much significance to elevated
urinary coproporphyrin in a patient with
obvious alcoholic liver disease.
Can we be sure that the patient's pain and

even the hyperlipaemia' are due to " Zieve's
syndrome" and not to acute intermittent or
variegate porphyria (possibly precipitated by
an alcoholic bout and/or inanition) ? What
is badly needed in this case to put these
factors in proper perspective is quanrtitation
of urinary porphobilinogen (elevated in both
acute intermittent and variegate) and faecal
protoporphyrin (elevated in variegate).-I
am, etc.,

JAMES KALIVAS.
Massachusetts General Hospital,

Boston. IT.S.A.
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Sudden Death in a Young Asthmatic
SIR,-As pointed out by Dr. I. Gregg and

Dr. J. Batten (5 April, p. 29) the laminar
arrangement of mucus in the medium-sized
airways found post mortem in their patient
suggests that hypersecretion had been occur-
ring for some time before death. Moreover,
*the blockage may even have persisted from
the time of the severe attack of asthma two
months earlier. This raises the question
whether *the mechanical removal of such
-mucous plugs by bronchial lavage might not
have been of prophylactic benefit. The diffi-
culty in such cases is of course to know when
the procedure is indicated.
One useful guide is the spasmodic cough

from which many such patients suffer. This
is often most troublesome and persistent,
especially at night, the patient having great
difficulty in raising even a small quantity of
sputum, which is jelly-like, stringy, and
extremely viscid. As a rule it contains no

pathogens but is teeming with eosinophils,
often arranged in clumps. The picture
reflects the situation within the medium-sized
airways, and may be indicative of danger,
particularly if increasing the steroid dose pro-
duces little or no improvement. As Leopold'
says, the laminar arrangement or whorling of
the plugs " speaks in graphic fashion of a
type of movement of the mucus and cell mass
which is ineffective in bringing about bron-
chial clearance . . . in a severe attack not
only is effective clearing of secretions impeded
but the altered dynamics of breathing posi-
tively encourage the movement of aspiration "

-that is, the intense inspiratory efforts made
by the patient actually drag the viscid mucus
outwards into the smaller peripheral airways.

There would appear, therefore, to be good
theoretical grounds for mechanical removal of
the plugs not only in cases of status asth-
maticus' 3 but in some cases of chronic
wheezing where there is reason to suspect
their presence. Fortunately the procedure in
competent hands is a safe one,4 5 and though
the effect is sometimes only temporary it does
in a number of instances produce relief over
a longer period, without, however, be it noted,
significantly reducing the need for steroid
therapy or the dose. The main difficulty is
in deciding the exact indications, and here
the type of cough and character of the
sputum are of considerable help. The second
useful indication, noted in the case reported
by Drs. Gregg and Batten, is a fall in the
peak expiratory flow rate from a previously
recorded higher level. It is indeed advisable
to take peak expiratory flow rate readings
routinely in asthmatics at every outpatient
visit.-We are, etc.,

NORMAN MACDONALD.
J. D. ROCHFORD.
SUSAN FUCHS.

Clare Hall Hospital.
South Mimms, Herts.
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Unusual Munchausen's Syndrome
SIR,-A 21-year-old female hospital

laboratory technician, using a false name,
recently presented in this hospital under
Dr. J. B. L. Howell with abscesses over
both hips. Though born in Manchester,
England, she has worked since 1964 in
various hospitals, mainly in New Jersey,
U.S.A. She gives a history of repeated
investigations for haematuria which had ulti-
mately led to a diagnosis of disseminated
lupus erythematosus in January 1968. She
had been taking 6 mg. dexamethasone daily
and was Cushingoid in appearance.

She suffers from a form of Munchausen's
syndrome. Twelve admissions to hospitals in
New Jersey and a previous admission to With-
ington Hospital, Manchester, during the past five
years have been traced. The pattern of her be-
haviour has often been first to gain employment
in the hospital laboratory, then subsequently
to be admitted to that hospital for investigation
of haematuria, malaise, or sepsis. She has told

doctors in the U.S.A. that she had been diag-
nosed in the United Kingdom as having dissemi-
nated lupus erythematosus and vice versa. She
provided a doctor in the U.S.A. with a letter
purporting to come from a specialist in Man-
chester giving a detailed account of the investi-
gations leading to her diagnosis of disseminated
lupus erythematosus, together with a slide of the
lupus erythematosus phenomenon and supporting
laboratory reports. These were forwarded to us;
the specialist is fictitious and the whole letter
was fabricated by the patient. Confirmation was
subsequently obtained that all this evidence had
been handed directly to the doctor concerned by
the patient herself.

After prolonged conservative treatment for
her abscesses, assumed to be self-induced, the
patient, not unexpectedly, took her own dis-
charge, with one abscess still incompletely
healed. She is attention-seeking, manipula-
tive, and shows a self-gratifying personality
disorder. She exhibits most of the features
of Munchausen's or hospital addiction syn-
drome,1 2 though she chooses an unusual form
of self-damage through steroid therapy in
addition {to the abscesses, and is more widely
travelled than most previously reported cases.
Psychiatric treatment was offered but has not
been accepted.

This case is reported in the hope that it
will lead to her rapid recognition on subse-
quent hospital presentations and eventual
psychiatric treatment. Full details of this
and previously documented admissions will be
supplied on request.-I am, etc.,

W. M. G. TUNBRIDGE.
Manchester Royal Infirmary,

Manchester.
REFERENCES

: Asher, R., Lancet, 1951, 1, 339.
2 Enoch, M. D., Trethowan, W. H., and Barker,

J. C., 1967, Some Uncommon Psychiatric
Syndromes, Bristol, Wright & Son.

Stomach Rupture Complicating
Traumatic Diaphragmatic Hernia

SIR,-Gangrene or rupture of abdominal
viscera in the thorax is a rare condition even
in patients with diaphragmatic hernia. We
report here a case where the traumatic rup-
ture of the diaphragm was followed a year
later by strangulation and rupture of the
dislocated stomach in the left thoracic cavity.
The patient recovered after an emergency
operation.
A 22-year-old man was admitted on 16 April

1968. One year before he had been treated
in another hospital for a penetrating gunshot
wound of the left thorax. On admission he gave
a history of vague epigastric pain and intractable
vomiting of 48 hours' duration. Examination
revealed an acutely ill, undernourished, de-
hydrated man. Blood pressure 115/80, pulse
130, white blood cell count 11,000 cu. mm.,
haemoglobin 18 g./100 ml., blood urea, electro-
lytes, serum bilirubin, and thymol tests normal.
An electrocardiogram revealed sinus tachycardia.
Chest x-ray examination demonstrated an
enormously dilated stomach with a high fluid
level in the left chest, the heart being displaced
to the right. Treatment consisted of hydration,
analgesics, and repeated gastric suction. On
18 April his condition deteriorated, he com-
plained of constant severe chest pain, and
vomited repeatedly tea-coloured gastric contents.

Immediate laparotomy revealed about one-
third of the stomach only in the abdominal
cavity, and the rest could not be delivered from
the chest. A left thoracotomy was performed,
and a large volume of gastric contents evacuated
from the thoracic cavity. The wall of the
stomach was not gangrenous, but a few livid
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