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manage without the support of uniforms or punitive
sanctions.

In addition to inpatient units with active programmes of
therapy, education, social and work rehabilitation, and after-
care, day hospitals and hostels are also needed-any compre-
hensive adolescent service should be based in the community.
Most inpatient units seem to be designed for about 30 patients,
some mixed, some for one sex only. Chemotherapy and other
physical methods such as E.C.T. have a very limited role in
treatment, and admissions may have to be of some length.
Indeed it may be that the hospital is not the right place to
attempt residential therapy for adolescents. Youngsters
separated from their homes, sometimes for the first time, need
a comfortable and homely setting. They also need provision
for education when they are well enough: there must be good
facilities for indoor and outdoor recreation; and all this on
top of skilled and compassionate nursing care and sufficient
medical time to allow for intensive psychotherapy for either
the individual or the group. A great deal of time will also be
required by the psychiatrist for co-ordinating, advising, and
co-operating with the other staff. This team may include
occupational therapists, art therapists, or physical training
instructors. Work with families may be intensive, and the
work of the teachers may have to be supplemented by sessional
time from educational or clinical psychologists.

Nursing staff play a key role in the development of these
units, and the nurses should be fully integrated into the team-
not, for example, simply allocated to the adolescent unit as if
it was just another ward in a large hospital. Skilled people
with qualifications other than nursing ones have made
valuable contributions in some units, though their salary and
status is usually that of nursing assistants. The need for
adequate and appropriate selection and training is clear, and
the Association for the Psychiatric Study of Adolescence
hopes to give evidence, based on its extensive experience in
the field, to the Asa Briggs Commiittee.

All in all an adolescent unit will cost something like two or
three times as much per patient per week as a regional
psychiatric hospital for adults. These costs, and relatively rich
provisions, underline starkly an attention to the needs of
young people which is not excessive. What has been outlined
is indeed clearly necessary, but it highlights the extraordinary
difficulties of those working with adult patients in large
institutions, where running costs are disgracefully low and
reflect the lack of adequate facilities.

Contrast Media and the
Kidney

The administration of any radiological contrast medium
carries some risk. The risk depends on the substance used,
the route of administration, and the condition of the
patient.

For some procedures, particularly vascular investigations,
the hazards are well appreciated, and the clinician weighs
them carefully against the likely value of a successful ex-
amination. But the simpler contrast examinations, such as
cholecystography, intravenous cholangiography, and uro-
graphy, are generally regarded as so relatively safe that little
thought is given to possible dangers. Though the incidence
of harmful effects in relation to the number of investigations

performed is remarkably low, adverse reactions are still
occasionally observed. A recent report' describing cases of
renal failure after both cholangiography and aortography is
a reminder that the kidney may be at some risk in such
contrast examinations. And this prompts the question how
serious are the hazards and whether they can be reduced.

It is not always easy to be certain that renal failure is due
to the direct action of the contrast medium on the kidney.
Many things happen in radiological procedures which could
predispose to renal damage-for example, preparatory de-
hydration, diarrhoea due to the contrast medium, or a
severe hypotensive attack after injection of it. Yet there is
little doubt that some patients have developed renal failure
due to the contrast medium itself, and it seems that the
biliary contrast media are among the most nephrotoxic. The
toxity of those given by mouth is well documented,2-4
though the agent principally to blame-bunamiodyl-has
been withdrawn. Even a widely used oral medium such as
iopanoic acid can occasionally cause mild renal damage
when given in standard dosage,4 and the likelihood of renal
injury increases with double dosage.5 Though less often en-
countered, renal failure due to intravenous cholangiography
has also been reported.1 6

Whichever type of medium is given, renal injury is more
likely if the patient is jaundiced, since impairment of hepatic
elimination of contrast medium leads to increased excretion
by the kidneys. A similar effect has been observed when
iodipamide is given shortly after oral cholecystography.7 The
oral medium may partly block the excretion of the iodi-
pamide, and this too would increase the chances of renal
injury. Pre-existing renal disease, diarrhoea from oral media,
and the liability of iodipamide to produce hypotension are
other factors which could contribute to the development of
renal failure. There is at present a tendency to increasing
dosage in intravenous cholangiography, and, as G. Ansell
recently pointed out,8 this too may increase the dangers of
the procedure.
The media currently in use for urography carry much less

risk of renal damage. In spite of the considerable doses now
given as a routine, sometimes containing as much as 70 g of
iodine, reports of renal failure associated with urography are
very uncommon, and many studies have failed to show
evidence of renal damage either in normal persons or in
patients with some degree of renal impairment9 10 or even
oliguric failure."1 Indeed the principal risk to patients in
renal failure is the deprivation of fluid to which they are
apt to be subjected as a routine practice before urography.
One category of patient who may be particularly susceptible
to dehydration is the long-standing diabetic with renal
damage.'2 13 Even in myelomatosis, long believed to be a
contraindication to urography, it now seems unlikely that
there is any real risk from the contrast medium, the main
hazard being from inadvertent dehydration.'4 In-vitro
evidence suggests that iodipamide is the only modem con-
trast medium likely to react with myeloma proteins.'5 The
most important hazards of urography are not damage to the
kidney but a rare catastrophic reaction to the medium,
which can occur at any age, and the hyperosmolar effects of
overdosage in infancy.'6 The danger here appears to be in-
creased by heart disease. Thus special care is needed to
provide the right dosage for infants, especially those with
congenital heart lesions.
A similar hazard exists with angiocardiography in infancy,

and it is possible that renal damage may sometimes occur.17
Here too it is advisable to limit dosage. On the other hand
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this investigation in older children and adults seems to be
reasonably safe in this regard despite the high total doses
which may be given. Free aortic injection of contrast is also
usually safe now that sodium acetrizoate is no longer used.'8
With selective renal arteriography the likelihood of renal
injury is greater, even with present-day media. Details of
techniques are often significant here. It is, for example, im-
portant to limit the volume and concentration of contrast
medium in any one injection and to avoid prolonged occlu-
sion of small or stenotic arteries by the catheter. Such points
are generally well recognized, but it is less widely known
that there is strong experimental evidence of the protective
value of the routine production of a diuresis during an
aortogram. 19 20 Theoretically this involves setting up a 5%
dextrose drip before aortography, but as the main danger is
from selective arteriography the rapid infusion of the solu-
tion through the aortic catheter at the outset of the examina-
tion is likely to be adequate in most cases.
The protective effect of a diuresis against many types of

renal injury is one of the principal measures which may be
employed to reduce the risk of it from contrast media. It
would appear reasonable to suggest that the preparation of
the patient for oral cholecystography and intravenous cholan-
giography should include an instruction to drink freely. In
the situations known to carry a higher risk of renal damage
-with double dosage or when there is jaundice or renal
failure-the need for the examination should be carefully
reconsidered, and a mannitol infusion may be thought ad-
visable. The present trend towards drip infusion cholangio-
graphy can be turned to advantage 'here if large volumes
of fluid are used in the drip. It should also become accepted
practice that intravenous cholangiography is not undertaken
less than four days and preferably a week after an oral
cholecystogram.

In urography the main need is to avoid dehydration of
infants and patients in renal failure and to limait dosage in
infancy. If these precautions are all accepted as a routine,
it seems reasonable to hope that the renal complications
from these examinations will become even less frequent
than at present.
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Freezing the Prostate

The selective destruction of tissue with low temperatures has
been found clinically useful in neurosurgery.1 In 1965 M. J.
Gonder and colleagues2 showed that avascular areas could be
produced in the prostate in dogs by applying extreme
cold, and subsequently they developed a practical application
of this for the treatment of both benign and malignant diseases
of the prostate in man.
The low temperature is delivered to the prostate by means

of an insulated probe like a cystoscope, which is passed
through the urethra. The freezing unit is positioned in the
prostatic urethra with the aid of a finger in the rectum after
the bladder has been filled with air to remove its walls from
the tip of the probe. Liquid nitrogen, or less commonly
nitrous oxide, is used to cool the probe to-160 to - 1800C
(- 90°C for nitrous oxide) and the temperature of the pro-
static tissue is reduced to between -20 and - 400C. Thermo-
couple needles may be used to monitor the temperature of the
prostate and surrounding tissues and to ensure that the
temperature of the rectal mucosa does not drop below 0°C.
The size and vascularity of the gland will determine the
length of the freezing time, which is usually between 5 and 20
minutes.

This procedure causes haemorrhage, inflammation, and
necrosis in the prostate.3 4 After two weeks the inflammation
subsides and areas of squamous metaplasia develop, the
significance of which is ill understood in these circumstances.
Advocates of the operation have suggested that its main
advantages are that a general anaesthetic, though desirable, is
not essential, immediate loss of blood is minimal, and that
postoperatively it is relatively painless, bloodless, and allows
early ambulation. Thus it has been put forward as a safer
alternative to the more orthodox methods of dealing with
prostatic enlargement in elderly or infirm patients with cardio-
pulmonary disease and in those with bleeding tendencies.
However, an analysis of reported series,-'3 even when the

poor condition of the patients is taken into account, shows a
considerable mortality and morbidity. The mortality attribu-
table to the cryoprostatectomy ranges between 2 and 12%.
Prolonged periods of catheter drainage are common. Many
patients have a catheter for over two weeks and some for
longer periods. A complication inherent in the method is the
retention of pieces of partially sloughed prostate in the bladder
and prostatic cavity. To remove them subsequent trans-
urethral resection is needed in a number of cases. To over-
come this a small resection has been incorporated in the
initial freezing session,9 10 but this manoeuvre would seem to
defeat the purpose of the conservative approach. Instillation
of proteolytic enzymes into the bladder to remove the slough
has not been effective.10 High in the list of complications are
permanent incontinence and infections of the urinary tract,
with subsequent Gram-negative septicaemia.12 13 Other less
common but none the less incapacitating complications in-
clude pyonephrosis, periprostatic abscess, rectal and bladder
injury, osteitis pubis, urethral stricture, and epididymitis.

Details of the ability of the patients to pass urine satisfac-
torily after cryosurgery are generally lacking,4 12 13 and in the
patients with eventual satisfactory voiding it is sometimes not
clear what other treatment was necessary as well. Excellent
results are reported in some series in as high as 60-80%,>11
but in two of these series a small transurethral resection was
also incorporated.9 10 Blood loss is certainly less than for
conventional forms of prostatectomy,4 14 but patients on
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