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Abandoned Patients

SIR,-Many long-stay hospitals contain
numbers of patients who have no home, no
relaives, and no visitors and are in the posi-
tion of being virtually abandoned by society.
In some cases relatives have failed to informn
the hospital of their changed addresses so
that their whereabouts cannot be traced, in
others relatives are dead or unknown, as
sometimes the patients have come to hospi-
tal through children's departments and other
local authority services.

This is not a new problem, but where the
responsibility lies for safeguarding the in-
terest of these patients is far from clear. At
present the hospital authorities who have
the care of these patients act " in loco paren-
tis " out of necessity, and often arrange for
League of Friends and voluntary helpers to
take an interest in the lives of these patients.
The legal position of the hospital in regard
to child patients in hospital who have been

abandoned by their parents and to severely
subnormal adults who are in a comparable
position remains uncertain. It would appear
not unreasonable that the local authority of
the area in which the patient was per-
manently domiciled before admission to hos-
pital should, in the event of the person being
abandoned, accept some responsibility for the
patient in hospital, as this authority would
normally make provision were the patient to
be discharged to the community.
The increasing life expectancy of long-,stay

hospital patients, the greater mobility of their
families and relatives, and a growing concern
about the welfare of patients in long-stay
hospitals are now making the need for some
guidance on this particular problem essen-
tial.-I am, etc.,

D. A. SPENCER.
Castleberg Hospital,

Settle, Yorks.

Complications with I.U.D.s

SIR,- Dr. D. F. Hawkins (10 May, p. 381)
suggests that the incidence of pregnancies,
expulsions, removals, pelvic inflammatory
disease, and perforations of the uterus among
women wearing intrauterine devices may be
grossly understated in published reports,
including the reports of the Cooperative
Statistical Program, because a not insig-
nificant proportion of the women originally
included in the study are lost to follow-up.
He states that a woman who experiences
serious adverse effects " does not in general
return to the clinic where the device was
fitted, but has recourse to a hospital with an
acute gynaecological unit and resists contact
for follow-up purposes."

Dr. Hawkins's concern is entirely justified.
The life table method of computing cumula-
tive rates of pregnancies, expulsions, and
removals, which has been used by the
Cooperative Statistical Program since its
inception in 1963, is based on the implicit
assumption that women lost to follow-up are
subject to the same risks of pregnancy, expul-
sion, and removal as are those women who
remain under observation after an equal
period following the first insertion of the
device. If this assumption is incorrect, the
results could be misleading.

In order to test the hypothesis we have com-
puted cumulative rates of pregnancies, expul-
sions, and removals, by reason, per 100 users

during the first year of use for loop D, separ-
ately for a group of ten investigators with good
follow-up, and for a comparable group of ten
investigators with poor follow-up.' The num-
bers of woman-months of wearing the I.U.D. in
the two groups were, respectively, 27,412 and
18,978 and the cumulative rates of loss to
follow-up, during the first year of use, 3 3% and
13-1%. The figures shown under the headings
L.L. (lower limit) and U.L. (upper limit) are
the 95% confidence limits of the cumulative
rates immediately to the left.

Good Poor
Type of Follow-up Follow-up
Event

Rate L.L. U.L.'Rate L.L. U.L..

Pregnancies .. .. 2-3 1-7-2-9 2-6 1-9-3-4
Expulsions:

First .. .. 9-6 8-4-10-7 9 0 7-7-10 4
Later .. .. 3-93-1-4-6 3-3 2-4-4-1

Removals
Bleeding and/or pain 8-9 7-7-10-0 !11-8 10-3-13-4
Other medical . 3-5 2-7-4-2 3*9 3-04-8
Planning pregnancy 0-8 0-6-1-3 0 9 0-5-1-3
Other personal .. 27 1-8-2-9 2-3 1-6-2-9

It can be seen that for most of the rates,
shown in this Table the difference between
the two groups is insignificant, inasmuch as
the lower confidence limit of the higher rate
is below the upper limit of the lower rate.,
The only significant difference appears
between the two rates of removals because
of bleeding and/or pain, a rate notoriously
susceptible to variation between investigators,
and here the incidence is somewhat higher
for the group with poor follow-up than for
the group with good follow-up. These find-
ings lend support to the underlying assump-
tion of the life table method.

Rare complications, such as pelvic inflam-
matory disease with fatal outcome or intes-
tinal obstruction following perforation of the
uterus, cannot be adequately studied in a
prospective investigation, even one as large
as the Cooperative Statistical Program..
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The only feasible approach to this problem
would seem to be a national survey such as
the one conducted at the request of the
Advisory Committee on Obstetrics and
Gynecology of the Food and Drug Adminis-
tration among the Fellows of the American
College of Obstetricians and Gynecologists.`
The response in this survey was good (76%)
and it should be particularly noted that the
Fellows were asked to report not just on their
own experience but on any patient who died
or was critically ill in a hospital in their
community. As stated by Dr. Hawkins in
his letter, 10 deaths associated with pelvic
inflammatory disease and 12 non-fatal cases
of intestinal obstruction following perforation
were reported. The number of intrauterine
devices inserted in the United States prior
to the time of the survey (mid-1967) is not
known, but it is known that the total number
distributed by January 1968 was approxi-
mately three million.
The insertion and use of an I.U.D. are

associated with a definite, albeit small, risk
to life and health. The magnitude of this
risk should be assessed against the known
risks associated with the use of other highly
effective methods of contraception as well as
with pregnancy and childbirth.-I am, etc.,

CHRISTOPHER TIETZE,
Associate Director,

The Population Council.
New York, U.S.A.

REFERENCES
Cooperative Statistical Program for the Evalua-
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Scott, R. B., Obstetrics and Gynecology, 1968, 31,
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Hallucinations and PropranoelI
SIR,-Propranolol is effective in the treat-

ment of various cardiovascular conditions.
However, it also has effects on the central
nervous system. It has sedative and anti-
convulsant properties,`4 and may reduce
Parkinsonian tremor.5 Sleeplessness and
vivid dreaming have been reported. Prichard
and Gillam' first reported a case of visual
hallucinations.
A 53-year-old man was admitted to mental

hospital suffering from nocturnal visual halluci-
nations. He described spirits appearing in his
bedroom which stood still, worked spells, or
copulated. This had commenced four or five
months previously when the patient was taking
40 mg. four times a day of propranolol. The
drug had been started three months before that
at a dose of 10 mg. four times a day for severe
angina. At the time of admission the dose had
been slowly increased to 200 mg. four times a
day and the patient had recently become aware
of tactile hallucinations " like little darts dropped
on the skin." He believed the spirits were about
to take possession of his body, and to avoid this
fate he had attempted suicide with aspirin and
sleeping pills. He held the delusion that he
must have unwittingly interfered with the spirit
world in some unexplained way.
On admission the propranolol was tailed off

over a period of three days, during which time
chlorpromazine was given. Thereafter both
propranolol and chlorpromazine were stopped.
The hallucinations subsided and ceased after 10
days, but the patient's belief in the reality of the
spirits remained. One month later further treat-
ment with propranolol caused a recurrence at a
dose of 40 mg. four times a day and this cleared
up within two days of stopping the propranolol.

At no time was the patient confused or dis-
orientated, there were no signs of a depressive

illness, and no history of epilepsy or alcoholism.
There was a six-year history of cardiac disease
and he was obliged to cease work (a fitter) two
years ago, at which time he was referred for a
psychiatric opinion because of severe anxiety.
He was described then as "a very anxious man
who deals with his anxiety by excessive activity
to reassure himself. This excessive activity is
associated with the pain in his chest and it pro-
duces a really vicious circle." No psychotic
symptoms were found and he was treated then
effectively with diazepam.

It is likely that this illness started like
other cases of visual hallucinations7 with the
patient retaining insight into the nature of
the hallucinations. The patient admitted
that initially he had suspected the pro-
pranolol; however, this insight was lost
as the dose increased. This psychotic illness
involving a suicide attempt seems to confirm
Waal's view8 that propranolol can cause
serious psychiatric morbidity. It is also of
interest in relation to the tranquillizing
properties of propranolol that this patient
was previously a very anxious man. In this
case propranolol seemed to substitute different
symptoms as though an alternative final
common pathway came into operation when
anxiety symptoms were blocked.-I am, etc.,

R. D. HINSHELWOOD.
Shenley Hospital,

St. Albans, Herts.
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Episodic Giddiness
SIR,-Your leading article on episodic

giddiness (22 February, p. 457) does no
mention that cigarette smoking may play a
decisive part in precipitating attacks of true
vertigo accompanied by increased intestina.
peristalsis, sweating, weakness, and prostra-
tion.' In patients with high-tone deafness
and attacks of periodic giddiness thorough
eye testing is indicated. If perimetry reveal
macular defects and defects for small rec
objects and ophthalmoscopic changes are
absent nicotine poisoning should be suspected.

Nicotine stimulates peristalsis and may
cause palpitations, weakness, prostration, anc
collapse. The eye changes are probably duc
to constriction of small blood vessels, which
leads to degeneration of nerve fibres and cells.
Vestibular branches of the labyrinthine artery
are end arteries. Moderate smoking does noi
affect overall cerebral blood flow, but this
does not exclude the possibility that nicotine-
induced temporary vasoconstriction causes a
localized hypoxia in a damaged vestibular
system, which results in attacks of giddiness.
-I am, etc.,

L. WISLICKI.
Department of Pharmacology,
Hebrew Universitry-Hadassah Medical School,

Jerusalem, Israel.

REFERENCE
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Anticoagulants in Acute Myocardial
Infarction

SIR,-The summary of the report of the
working party on anticoagulant therapy in
coronary thrombosis to the Medical Research
Council (8 February, p. 335), concerning the
assessment of short-term anticoagulant
administration after cardiac infarction, is
highly coloured, as appears from reactions in
our country such as: Did you read the most
recenat report from the M.R.C., which
demonstrates a failure of anticoagulant
therapy in patients suffering from fresh
cardiac infarction ?

These reactions are based on a lack of
important information in the summary of the
report. This is to be deplored, because anti-
coagulants, if carefully and adequately
administered, have proved to be a most
powerful weapon in the prevention and treat-
ment of almost any form of thrombosis, coro-
nary thrombosis included.' 2

Fortunately, the careful reader is allowed
to find the lacking information in the body
of the report itself. In addition to the results
reported in the summary (a not significantly
lower mortality and a significant reduction in
the frequency of clinically evident thrombo-
embolic complications), the high dosage group
showed less reinfarctions and less coronary
thrombi at necropsy, though both not signifi-
cantly.

Considered all together the results obtained
by the different parameters demonstrate a
more favourable effect of anticoagulant treat-
ment than suggested by the summary. The
difference between the two groups remains
small, however. This fact is not surprising
considering the basis on which the results
were assessed-that is, the quality of anti-
coagulant treatment.

In almost 30%,h of the patients anticoagu-
lant treatment was started later than 48
hours after cardiac infarction had occurred.
Heparin was administered in a relatively low
dose without monitoring hypocoagulability.
The time of administration was too short
(intrinsic hypocoagulability is insufficiently
reduced by coumarin congeners 36 hours after
the first dose is given, independent of the
type of congener used).
The range of Thrombotest values aimed at

and obtained are therapeutically insufficient:
the range to be aimed at should be 5-10%
instead of the 10-20% (5% Thrombotest is
equivalent to about 10% P. & P. according
to Owren and 15% according to Quick; 15%b
Thrombotest is equivalent to about 30%
P. & P. or 45% Quick).
The stability of treatment obtained is low:

only 50% of the values did lie in the range
aimed at and 25% of the values were even
higher than 20% Thrombotest.

In conclusion, the recently published
results of the M.R.C. trial on anticoagulant
treatment in coronary thrombosis do not
detract from the value of carefully monitored
intensive anticoagulant treatment.-We are,
etc.,

E. A. LOELIGER.
J. J. VELTKAMP.
H. C. HEMKER.

University Hospital,
Department of Medicine,

T 1 s TT-1- I
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