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it took, after debating Dr. Hillman's second motion, to with-
draw its support for the Facilities Division of I.M.S. How-
ever, an understanding of the reasons that prompted the
Council to make these decisions may be gained from the
report in the Supplement. It seems that earlier this year the
Facilities Division ran into financial difficulties and was
unable to meet its liabilities, and that I.M.S. Ltd. itself has
been running at a loss since it began in 1966 with capital of
about £57,000. Dr. I. M. Jones, chairman of the directors
of the company, told the Council that it had cost nearly
£8,000 a year to keep the existing I.M.S. medical scheme
going, and if the setting-up costs were added to the running
costs a figure of "£20,000 plus " was obtained, " which was
in fact the figure which was in the medical scheme accounts
at the present time." These were approximate figures, since
an audited balance sheet for the past two years was not
available.

I.M.S. Ltd., though it is a private, independent company
with no legal or financial connexion with the B.M.A., is
sponsored by the Association. It was in fact created as a
means of carrying out the policy of the Association to promote
private general practice. Whether, as its chairman has
frequently claimed, it has lacked the support from the Asso-
ciation to which it was entitled is in the present context
irrelevant. What is relevant is the close relationship that has
always been maintained between the two bodies. Prominent
members of the Association are on the committee of
management of I.M.S. Ltd., and Dr. Jones himself is a
member of the Council of the B.M.A., chairman of its Private
Practice Committee, and a well-known figure in medico-
politics. The fact cannot be escaped that the conduct of the
affairs of I.M.S. Ltd., and the success or failure of its enter-
prises, must reflect on the reputation and standing of the
B.M.A. On Dr. Jones's own showing the company's out-
goings have exceeded its income, and the Facilities Division
had had to be rescued from its difficulties. This is in no way
to suggest that there has been any mismanagement of the
affairs of I.M.S. but merely to point to information that the
Council could not possibly ignore.

Several motions on the agenda for the A.R.M. at Aber-
deen5 instruct the Council to promote voluntary health insur-
ance, and one instructs the Council to give " fullest support "
to Independent Medical Services. Representatives will
debate these motions in the light of a report from the Chair-
man of Council and the report in the Supplement of the
Council's discussion on the matter. It is to be hoped that
the Representative Body will at the same time consider in
more general terms the desirability of the Association spon-
soring, and thus accepting in advance a moral obligation to
support, parallel but independent organizations over whose
activities it has no direct control. In particular the Repre-
sentative Body should consider the wisdom of pledging the
B.M.A.'s support for independent commercial or medico-
political activities which the Association itself is precluded
from pursuing by its articles and memorandum of associa-
tion (this does- not apply to the British Medical Guild, which
can act only at the request of the B.M.A.). However worthy
the objectives of enterprises of this sort, they are open to
risks to which the B.M.A. ought not to be exposed. There
must be no ambiguity in defining where responsibility lies.
These are aspects of the problem which the Representative
Body should bear in mind in framing its policy. It should
also bear in mind the wider interests of the medical profes-
sion as a whole for which the B.M.A. aims to speak-interests,
indeed, which it is the Association's primary duty to protect.

Management of Unconscious
Poisoned Patients

Between 1945 and 1958 there was a dramatic reduction in the
mortality from acute barbiturate poisoning from 25 to 2%.1
This was achieved by improvement in the methods of treating
shock and respiratory failure, and particularly by the admis-
sion of patients to special units and by the avoidance of
analeptic drugs.2 However, treatment aimed only at support-
ing vital functions was apt to be regarded as therapeutic
nihilism by physicians who used analeptics,' and some writers
expressed concern that active measures were not altogether
accepted as necessary.4
Removal of the toxic substance from a poisoned patient is

a rational approach to treatment, and many doctors, not being
content to depend on supportive measures alone, have
advocated methods to increase elimination of the poison.
These include forced diuresis,4 5 peritoneal dialysis,6 I haemo-
dialysis,8 I passage of blood over ion-exchange resins,'0 and
exchange transfusion." That there was a danger of these
methods being used too freely was suggested in a review
in 1966,12 when it was stated that the pendulum was
again swinging in the direction of unnecessary and perhaps
dangerous treatment. This apprehension arose from recom-
mendations"-"1 that patients who were merely drowsy should
have a forced diuresis. In contrast L. C. Mark"6 noted in
1967 that, " in sedative drug poisoning, therapeutic emphasis
has shifted from desperate efforts at arousal to an orderly if
unspectacular regimen of supportive therapy." But other
writers'7 18 considered that the recovery of only a small
amount of drug by active measures could be of clinical benefit.

If active measures are considered, then much information
is needed about the poison to be eliminated, but often it is
not readily available. For instance, if forced diuresis is to
be used, it should be known that substantial amounts of the
drug can be excreted unchanged by the kidneys-as are
barbitone and phenobarbitone.'9 But the active forms of
short- and medium-acting barbiturates,20 glutethimide
(Doriden),21 and methaqualone plus diphenhydramine
(Mandrax)22 do not meet this requirement. For haemo-
dialysis or peritoneal dialysis a knowledge of the drug's
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properties such as the degree of binding of the drug to protein
and its molecular size is essential.1

That intensive supportive therapy alone can produce results
as good as if not better than when combined with active
elimination has recently been shown by A. B. Baker23 in Bris-
bane. He reported on 553 patients unconscious from a variety
of drugs in overdosage, with a mortality of 074% and a very
low morbidity. In no case was any attempt made to speed
up elimination of the drug. Figures from the Edinburgh
Centre24 also strongly favour intensive supportive therapy
without active treatment except where it is clearly indicated.
In the years 1967 and 1968 the mortality in 2,041 patients
was 0 6%. Apart from acute salicylate poisoning, in which,
of course, active measures are effective,25 they were required
in only thirteen patients.
Though intensive supportive therapy has been mistaken for

therapeutic nihilism, it is in fact the antithesis of inactivity.
Best undertaken in a ward set aside for the treatment of
poisoning,'8 it consists basically in the maintenance of vital
functions.27 Adequate respiration may be achieved simply by
turning the patient on his side or inserting an oropharyngeal
tube. Deeply unconscious patients will require cuffed endo-
tracheal intubation. The tube my remain in situ for between
24 hours28 and 72 hours23 29 before tracheostomy, which is
seldom required.23 An adequate assessment of respiratory
function for practical purposes can be achieved by measuring
the minute volume.2' 27 If it is less than 4 1. per minute,
hand ventilation or a mechanical ventilator will usually be
necessary. Blood-gas analysis is desirable in the management
of severe respiratory failure. If the unconsciousness is
associated with convulsions, as in poisoning by tricyclic anti-
depressant drugs, phenothiazines, or methaqualone, then
curarization and controlled ventilation may be needed.'0

Shock may be more rationally treated if the central
venous pressure is monitored,'1 but in practice if the systolic
blood pressure is below 90 then the foot of the bed should
be raised. There is some doubt about the relative merits of
vasopressor drugs or plasma expanders to combat shock.'2 If
metaraminol (Aramine) is used-and it will generally be suc-
cessful-5 mg. intramuscularly repeated once or at the most
twice at 20-minute intervals should be given. Shock resist-
ance to these measures may be aggravated by hypoxia or
acidosis. In these circumstances arterial blood-gas analysis
is essential.

Gastric aspiration and lavage requires the use of a tube of
adequate size-for example, Jacques 30 English gauge.
Except in salicylate poisoning worthwhile recovery of drug
will be achieved only if the patient is seen within four hours
of ingestion.; The patient's lungs must be protected by
either an adequate cough reflex or a cuffed endotracheal tube.
Syrup of ipecacuanha and apomorphine are of uncertain value
and may even be dangerous.33

Cardiac failure should be treated by rapid digitalization.
Arrhythmias, common in young patients suffering from over-
doses of tricyclic antidepressants, should be countered with
pyridostigmine, propranolol, or lignocaine.34 Hydration
should be maintained by the infusion of 1,000 ml. 5%
dextrose and 500 ml. normal saline in alternation over 24
hours, but it is usually unnecessary to give parenteral fluids
unless the patient remains unconscious for more than 24 hours.
A successful outcome may well depend on the standard of

nursing care. Hypothermia, unless very severe, 300 C.
(860 F.), should be treated in a warm room, and active
reheating is to be avoided. Common errors in treatment,
apart from employing active measures unnecessarily, are the
routine use of antibiotics and analeptics and of bladder
catheterization. But intensive supportive therapy alone is not
always appropriate. For example, patients severely poisoned
by phenobarbitone or barbitone should be given forced
alkaline diuresis or dialysis.
The chances of an unconscious poisoned patient dying in

hospital should be slim, but restoration of physical well-being
is not the end of treatment. It should be only the beginning
of the essential elucidation of why the patient poisoned
himself.35
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Real Hearts . . *

From the experience of over 100 operations for transplanta-
tion of the heart, discussed recently in these columns,' it is
clear that the main cause of failure has been the immune
reaction against the implant. But it is worth noting that
the results of kidney transplantation ten years ago were worse
than the present results of heart transplantation.
The centre with the largest experience of heart transplanta-

tion is Houston, Texas, where D. A. Cooley and his colleagues
have performed 17 heart transplants.' With the same
immunosuppressive regimen that would allow survival of
half the unmatched kidney grafts at one year the results at
Houston of cardiac grafting are much inferior, despite surgical
technique of the highest order. Cooley and his colleagues
have shown that there is a correlation between tissue typing
and survival of the grafted heart. They have found that when
the tissue match is poor inexorable rejection is likely, and
even large doses of immunosuppressive drugs may not prevent
destruction of the heart. It is disappointing that the use of
antilymphocyte serum has not been shown to prevent the
rejection process in these cases. But since preparations of
it vary greatly in their immunosuppressive potency and
toxicity it is difficult to compare one product with another.
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