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sion. The surgeon concerned diagnosed
sensitivity to the suture materal, and used
linen thread on two subsequent opera-
tions to the knees, with uncomplicated heal-
ing. This procedure was followed without
wound breakdown (except for a tonsillectomy
where local reaction was severe) up to his
eleventh operation. This was for evacuation
of a large haematoma of the leg, which healed
without complication. The patient was
informed that catgut had been inserted, but
in fact cautery only for the deep lesions had
been used.
When a hand-tool severance of a radial

artery had to be sutured urgently no mention
was made by the patient of his suture intoler-
ance, as he thought, after the haematoma,
that it no longer existed. As suture
materials the following were used: plain
chromic catgut and monofilament nylon.
Severe pain and swelling of 'the whole hand
began the following day. Breakdown of the
wound was now expected and it began on the
seventh day, with nine stitches, eight catgut
and one nylon, extruded over a period of four
weeks. Pain, swelling, and inflammatory
reaction with sterile pus discharge were
present throughout.
The history of freedom from breakdown

with linen and recurrence on return to cat-
gut would seem to indicate a quite clear
cause for wound breakdown. Suture intoler-
ance may well be not uncommon.-I am, etc.,

J. CRAIG COCHRANE.
Vanderbijl Park,

Transvaal, South Africa.

"Cold " Cures and Monoanuine-oxidase
Inhibitors

SIR,-The recent article (15 February, p.
404) concerning the hazards from the use of
monoamine-oxidase inhibitors and "cold
remedies," brings up two other points-
namely, that doctors and patients become care-
less, and also that the same substances at
different times have different effects. I have
known a physician who frequently washed
down his phenelzine with whisky-and-soda,
and also drank beer and wine. He had been
doing this before any of the adverse hyper-
tensive reactions were described and as he
never had any "bad effects," he continued
to so do.
A patient receiving nialamide 100-300 mg. per

day had been warned about alcohol, but did not
feel that this included her " two apricot sours "
in the evening. Fortunately, she came to no
harm. Some time ago I saw a 44-year-old manic
depressive male who was receiving mebanazine
10 mg. t.i.d. from his private psychiatrist. For
nearly five months he had accompanied this with
a 10 mg. Dexedrine Spansule (sustained-release
dexamphetamine sulphate) each morning.
Despite being warned, he had continued to drink
and was a large cheese eater and most catholic
in his taste. While receiving the above medica-
tion he had eaten Muenster on several occasions,
Port-Salut, Danish Blue, and Gorgonzola. How-
ever, one evening after two whiskies and a large
portion of smoked cheddar cheese, on an empty
stomach, he developed an excruciating headache
and collapsed. He showed ptosis of the right
eye and a minimal right facial nerve weakness.
A spinal tap, carried out shortly after admission
to the hospital revealed a pressure of 175 mm.

with a protein of 97 mg. A repeat tap three
days later showed a pressure of 126 mm. and
protein 68 mg. A diagnosis had not been made
at this time. All other findings in the cerebro-
spinal fluid, blood, urine, electrocardiogram, etc.,
were within normal limits.

This case is of interest from several points
of view, in that despite the knowledge of this
type of reaction it was not considered at the
time of admission to hospital, and indeed the
writer made the diagnosis by telephone when
consulted about the case ; also this subject
had repeatedly taken amphetamines, alcohol,
and a variety of cheeses without any side-
effects, but eventually he had a severe reac-
tion. In addition to his transient neurological
signs he showed a high C.S.F. pressure and
protein. He made an uneventful recovery.
The only solution seems to be to warn

against all drugs whatsoever, unless cleared;
preferably to discuss this with a spouse or
relative if available; to detail the knowledge
about foods not to be eaten, and to interrogate
the patient from time to time to make sure
that instructions are understood and followed.
-I am, etc.,

GEORGE SIMPSON.
Department of Mental Hygiene,
Rockland State Hospital,

Orangeburg, N.Y., U.S.A.

Repeat Prescriptions in Hospital
SIR,-With long-stay patients one of the

problems is that their medication tends to be
carried on more or less indefinitely and often
unintentionally, or alternatively the same
patient's medicine card may be presented for
renewal and a different drug each day of the
week. This is, of course, a shocking waste
of nursing and medical time, and it also
makes it extremely difficult for any doctor
called to see a patient in an emergency to
see exactly what drugs the patient is having.

In an attempt to solve this problem we
have been using at this hospital a medicine
card particularly designed for long-stay
patients (see above). Drugs are written up
for a specified length of time, and when this
period has expired the medicines are reviewed
en bloc. When a refill of the patient's medi-
scine bottle is needed, the nurse has simply
to fill in the date in the column on the right

on the card and send it to the pharmacy.
This system has the added advantage that
bulk dose prescriptions can be sent to the
pharmacy as soon as it opens and thus enable
the pharmacist to carry on with routine
tasks instead of wasting time waiting for the
usual rush of medicine cards at midday.

This system ensures that all the medicines
are reviewed regularly and makes it much
easier to remember to carry out routine bio-
chemical tests, particularly when patients are

having drugs such as diuretics, which may
upset electrolyte balance, or haematinics,
which may or may not be fulfilling their
purpose adequately.

I am indebted to Dr. David Rice, medical
superintendent of Hellingly Hospital, for per-
mission to publish this letter.

Hellingly Hospital PAULA H. GOSLING.
Hailsham, Sussex.
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Malarial Pigment
SIR,-In their account of splenomegaly in

the tropics (11 January, p. 99) Drs. P. D.
Marsden and P. J. S. Hamilton state that
the length of time malaria pigment persists
in the tissues of man is not known.
At the Ndola General Hospital percu-

taneous liver biopsies (Menghini needle) have
been repeated in three patients in whose
original biopsies malaria pigment was present
in Kupffer cells, portal triads, or both. The
interval between biopsies was 8, 40, and 41
months respectively. Each patient had had
some form of antimalarial chemotherapy in
the interim. In each case malaria pigment
was not apparent in the repeat biopsy.
The first patient, with an interval between

biopsies of eight months, was a 15-year-old male
who had migrated from Rhodesia 11 years pre-
viously. After standard short courses of chloro-
quine and primaquine he was maintained on
proguanil 100 mg. daily and continued to live
in a malarious area. The second patient, interval
between biopsies 40 months, was a young adult
female who had moved from a malarious to a
relatively malaria-free area shortly before the
first liver biopsy. After biopsy a short course
of chloroquine was administered and this patient
continued to reside in a non-malarial area. The
third patient was a 34-year-old policeman who
received a short course of chloroquine and pro-
guanil 100 mg. daily for two months after the
first biopsy, and who continued to live in a
relatively malaria-free area.

These patients formed part of an investiga-
tion into splenomegaly, and at the time of
the first liver biopsy all had spleens palpable
up to 6 cm. below the costal margin. At the
time of repeat biopsy none showed palpable
splenomegaly.
M. N. L. has permission from the Permanent

Secretary for Health, Zambia, to publish this
letter.
-We are, etc.,

M. N. LOWENTHAL.
General Hospital,
Ndola, Zambia.

M. S. R. HUTT.
Department of Pathology,
Makerere University College.Kampala, Uganda.
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