
30 May 1970 Perceptive Deafness-Hammond MKDICBAJomJNAL 525

Unilateral Perceptive Deafness
Unilateral deafness, though causing less disability, presents

important problems of diagnosis. When of sudden onset it
may be due to a virus infection, as in the case of mumps
deafness, but the majority of cases are probably vascular in
origin. On this basis early treatment with vasodilators or
stellate ganglion block have been recommended. Results are
disappointing, and as some degree of recovery may occur
even without treatment it is difficult to assess the value of
this therapy.

Progressive unilateral perceptive deafness of gradual onset
always raises the possibility of an acoustic neuroma; deafness
is the earliest symptom in the majority of patients with this
condition. The investigation of unilateral deafness is largely
aimed at the exclusion of acoustic neuroma, for though
uncommon it is by far the most important differential diag-
nosis. In particular, it must be differentiated from Meniere's
disease, where tinnitus and paroxysmal vertigo are prominent
features and the deafness is of cochlear type. Audiometric
tests designed to distinguish between cochlear and neural
deafness-such as recruitment and Bekesy audiometry-are
useful in this respect, but unfortunately they may not be
diagnostic. Complete investigation also includes caloric tests
and radiological examination of the internal auditory meati.

Treatment of Deafness
At various times a wide variety of drugs have been advoca-

ted as being of possible value in the treatment of perceptive
deafness-in particular numerous vitamin preparations have
been tried. There is no evidence that any drug can improve
the level of hearing or arrest the progress of the deafness.
A hearing aid is indicated when the hearing loss is great

enough to produce a social disability; that is, when ordinary

conversation cannot be clearly understood. The aid should be
of the air conduction type. It may be worn on the body with
a wire connected to the ear insert, as in the N.H.S. Medresco
aid, or behind the ear with a sho-rt tube passing to the ear
piece. The ear level aid has the advantages of being small
and inconspicuous and not being subjected to clothing noise.
For adults this latter type of aid is available only commercially.

In practice the value of an aid for any patient can be
assessed only by trying the instrument. Many find it difficult
to wear an aid at first, being troubled by the background
noise. With encouragement and perseverance the majority of
sufferers obtain considerable benefit from their instruments.
The increased sensitivity to noise caused by recruitment is

experienced by many patients and is a potential source of dif-
ficulty in the use of an aid. A relatively small increase in
volume may produce an intolerable sensation of noise accom-
panied by distortion. In most modern hearing aids this is to
some extent overcome by the incorporation of an automatic
volume control which limits the output of the aid after a cer-
tain level of amplification is reached.

In cases of severe hearing loss an aid may be of little use,
and greater reliance must be placed on lip reading. With a
slowly progressive deafness some skill in lip reading may be
acquired unconsciously, but lip reading instruction is indica-
ted for the majority of patients with a very severe deafness.
Lip reading is more easily acquired by younger patients, and
it may present considerable difficulties for the elderly.
A great deal is said and written about the problems of

communication. In this respect the deaf are at the greatest
disadvantage, and though much can be done by the provision
of hearing aids and lip reading classes, it is equally important
to understand their difficulties and give them every
encouragement to play a full and useful part in society.

TODAY'S DRUGS

With the help of expert contributors we print in this section notes
on drugs in current use.

Narcotic Analgesics-I
The use of the potentially addictive analgesics should be
virtually restricted to the treatment of acute, severe pain and
the chronic distressing pain of advanced malignant disease.
Nearly 200 preparations and formulations of about 25 drugs
are currently available.' 2 The clinician's choice is not made any
easier by the often conflicting claims. However, since none
of the other drugs eliminates the main drawbacks of
morphine, improvement in one respect being balanced by
some disadvantage in another, morphine probably still remains
the principal analgesic in the addictive group while the others
are used where morphine has clear disadvantages. Neverthe-
less some differences exist which are therapeutically useful,
particularly differences in central effects, in individual sensi-
tivity, and in absorption from the gastrointestinal tract.

Systemic analgesics act by modifying the appreciation of the
painful stimulus and the reaction to it without causing un-
consciousness; the pain may still be felt but the patient feels
detached from it. It is perhaps not surprising to find that
drugs that do not specifically block pain also commonly cause
cerebral side-effects such as drowsiness, euphoria, and men-
tal clouding-sometimes judged to be advantageous and
sometimes not.

In Surgery
Narcotic analgesics are widely used for preoperative medi-

cation. Morphine (or papaveretum) is still the most commonly
used drug, though unwanted side-effects probably outweigh
advantages.3 This preference is partly based on tradition and
partly on a wish to relieve pain during recovery from the
operation. The wider choice of sedative drugs and use of re-
covery rooms with specially trained nurses may change habits.

Postoperatively analgesics are sometimes prescribed so as to
be administered entirely at the discretion of the nursing staff;
the dose may be mistimed and sometimes miscalculated, being
insufficient for some, and too, much for others. It is preferable
that the first dose should be slightly less than that calculated
as optimum for the patient, the maximum effect then obser-
ved, and further doses prescribed according to individual
response. Only exceptionally need narcotics be used for more
than a day or two, after which less powerful analgesics can be
substituted.

In Obstetrics
Analgesics are used when labour has become established,

and pethidine is the most popular choice, though there has
been remarkably little to substantiate this preference. How-
ever, the respiratory centre of the newborn infant appears to
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be more sensitive to morphine than to pethidine.5 One
advantage of pethidine is its rather shorter duration of action
compared to morphine.

For Acute Pain

The pain of myocardial infarction usually requires a power-
ful analgesic. Thomas and his colleagues6 showed that 8 of 13
patients given intravenous morphine had a usually transient
fall in blood pressure though not in cardiac output. This is
one reason why some clinicians prefer diamorphine.7 Hypo-
tension and fainting are more common in the head-up posi-
tion and should be treated by laying the patient flat and
elevating the legs. Bradycardia sometimes develops after
morphine; it can be treated with intravenous atropine (0-3-
0-6 mg.).
When treating acute painful conditions where the peripheral

blood flow is reduced, as with the hypovolaemic or cold
patient, it is advisable to administer an analgesic intravenously
rather than subcutaneously or intramuscularly, since the drug
may not be effective until the circulation improves perhaps
some hours later. With repeated subcutaneous doses there is a
great danger of overdose. This route is probably best reserved
for patients who are having drugs f,or chronic pain.

Intravenous injection is the most accurate way of assessing
the requirements of the patient. In cases where pain may be
fluctuating it provides a more delicate and immediate means
of relieving the pain, and in postoperative care often results in
a smaller total dose. One method is to dilute, say, morphine to
1 mg. per ml. and administer one or two mg. at 10-minute
intervals until the pain is relieved or sedation limits the
dose. It is then possible to gauge the sensitivity of the patient
to the drug quite accurately and to give subsequent intra-
muscular doses based upon this.

Chronic Pain
Intractable pain of non-malignant origin is nearly always

best treated other than by narcotic analgesics, since their
continued use must lead to dependence. However, for patients
with terminal carcinoma such dependence is unimportant.
Drugs which are absorbed well by the oral route are of par-
ticular benefit, since the patient can take a dose only when
needed, so eliminating unnecessary medication. Levorphanol,
dextromoramide, and methadone are the most active narcotics
by mouth. Levorphanol has a longer duration of action and
can sometimes provide adequate pain relief given twice daily.
Tolerance develops relatively quickly-sometimes a dosage

of 500 mg. of morphine a day is reached within 10 days.8
There is then a shorter duration and a lessened intensity of
action, especially of the analgesic, sedative, and respiratory
depressant effects; this is not, however, paralleled by all the
actions of the drugs, since constipation, nausea, vomiting, and
miosis still occur. Tolerance must be distinguished from
dependence, and unless this is borne in mind the patient may
not continue to receive effective relief of pain. It is useful to
remember that, if natural fluctuations in pain permit it, a
reduction in dosage will postpone tolerance.

If the relief of pain becomes inadequate then parenteral
administration in an increasing dose will become necessary. In
many cases morphine should prove satisfactory, but if con-
stipation and drowsiness as well as inadequate pain relief are
problems then diamorphine may prove to be more effective. It
has the disadvantage, for patient and attendant, of having a
briefer period of action. Indeed, a trial of a number of the
drugs may be the only way to find the most suitable one for a
particular patient.

(This article will be concluded next week.)

ANY QUESTIONS?
We publish below a selection of questions and answers of general interest.

Treatment of Cyanide Poisoning
Q.-In the treatment of acute cyanide

poisoning is the use of intravenous cobalt
E.D. T.A. (Kelocyanor) to be preferred over
the standard treatment with intravenous
sodium nitrite and sodium thiosulphate?

A.-The consensus of opinion among in-
dustrial toxicologists is that dicobalt edetate
(Kelocyanor) should be the antidote of first
choice in the treatment of cyanide poison-
ing. Cobalt salts have been long known to
react with cyanide ion but until the
researches of Paulet' their inherent toxicity
discouraged their adoption as cvanide anti-
dotes. Paulet showed, however, that dicobalt
edetate was not only an effective antidote
against cyanide but of low intrinsic toxicity,
recommending it as the antidote of first
choice in cyanide poisoning. Evans2 was
able to show from extrapolation of his work
in animals that for a LD dose of cyanide
(about 50 mg. for man) a dose of about 380
mg. cobalt edetate would be a suitable anti-
dote. The successful resuscitation of a
patient with occupational cyanide poisoning
using Kelocyanor has been reported by Bain
and Knowles.' The concentration of blood
cyanide was shown to be within the lethal
range.

Nevertheless, there are many well docu-
mented examples of successful resuscitation
using the older nitrite/thiosulphate therapy,

though there are important disadvantages
with this method. Depending on the conver-
sion of haemoglobin to cyanomethaemoglo-
bin through the stage of methaemoglobin
formation, this treatment takes some time to
become effective, renders some of ,the hae-
moglobin ineffective for oxygen transporta-
tion, and will not combat that part of the
cyanide already bound to cytochrome oxi-
dase in the tissues. The intravenous injec-
tion of sodium nitrite is itself not devoid of
hazard, particularly when the doctor is
uncertain whether a cerebrovascular acci-
dent has occurred. The antidoting activity
of Kelocyanor, on the other hand, results
from direct chemical interaction with the
circulating and tissue fixed cyanide.
The use of Kelocyanor in preference to

nitrite/thiosulphate stems, therefore, very
largely from experimental evidence of its
efficacy and low toxicity. Until fuller experi-
ence of its use in treatment of human cases
of cyanide poisoning is available, it is rec-
omtnended that cyanide resuscitation kits
should continue to hold the nitrite/thiosul-
phate antidote in addition to ampoules of
Kelocyanor, for use should a speedy
response from the latter be not obtained.
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Chilblain Lupus
Q.-What is the cause, incidence, sex

distribution, and treatment of lupus pernio
of 7onathan Hutchinson? Is it related to
lupus erythematosus?

A.-The so-called chilblain lupus of
Jonathan Hutchinson' is a clinical manifes-
tation of discoid lupus erythematosus
affecting individuals with a severe consti-
tutional chilblain circulation. It must be
differentiated from "lupus pernio,"
which it clinically resembles and
which is a manifestation of sarcoidosis, bv
the absence in the latter condition of
epithelial involvement, the presence of sar-
coid follicles in the dermis, and involvement
of bones and hilar lymphadenopathy.

Its cause is unknown, but there appears
to be constitutional predisposition. The
female:rmale carrier ratio at birth for dis-
coid lupus erythematosus has been reported
as being 2:12 but there seems to be an even
greater female preponderence in chilblain
lupus.

Treatment with the most potent topical
corticosteroids applied under polyethylene or
with triamcinolone injected intralesionally at
intervals of 1 to 3 weeks is effective.
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