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Low Molecular Weight Dextran Infusions

SIR,-Referring to the article by Dr. Peter
Lane, "Low Molecular Weight Dextran
Infusions in Systemic Sclerosis with
Raynaud's Phenomenon: A report of Nine
Cases" (12 December, p. 657), I should like
to make the following comments.
Unfortunately, the exact values of the

skin-temperatures before and after the low
molecular dextran were not given, but only
the differences. I am afraid therefore a very
fundamental and very common mistake may
have been made in the interpretation of
these.

If the exposure to heat gives a maximum
vasodilatation in the skin, it cannot be
expected that increased blood flow will give
a further rise in skin temperature. Further-
more, it is not certain when the patient's
heat regulation is intact that plasma-expan-
sion alone should increase peripheral blood
flow. If the possible flow-improving effects
of the low molecular dextran would cause
an increased peripheral flow, this will not
cause a further rise in skin temperature, but
can only be detected by other
measurements.
Working with the same problems, I have

used an air-conditioned room at a tempera-
ture of 20'C. When the feet are cooled to
room temperature, and the temperature of
the thumb starts to fall because the
patient's normal heat regulation is intact, I
block this by adding 25 mg chlorpromazine
to 500 ml of 10% Rheomacrodex given
within half an hour or threequarters of an
hour. The changes in skin temperature
are then recorded.
Bv combining vasodilatation simulta-

neously with plasma expansion drops in
blood pre¢sure are usually very small; this
gives information about the vasomotor
activitv. If the vasomotor activity is good
the infusions are given daily until a clinical
effect has been obtained; this is then main-
tained by giving tablets of chlorpromazine
10 mg three times a day.

If there is no or very little change in
vasomotor activity the chlorpromazine cannot
be expected to have much effect. Anyhow,
the procedure is repeated daily for 10 days,
and then the skin temperatures are
measured again under the same conditions
as the first time.

I have then seen a patient in whom the
skin temperature of the thumb at the begin-
ning was 10°C higher than that of the feet.
After 10 days' treatment the skin tempera-
ture of the feet was 10 C higher than the
temperature of the thumb before the last
infusion was given. This shows a definite
effect of improving the blood circulation in
the lower extremities, where the vasomotor
activity is still lost. The hands normally get
warm before the feet.
This whole subject seems to me to be

very controversial, and the results from
different clinics are very difficult to com-
pare. With our technique we have better
results than those referred to in Dr. Lane's
article. This may be due to the daily treat-
ment over a longer period of time. Natu-
rally, we have failures too, but I wanted to
draw attention to the combined attempt of
making the possible vasodilatation combined
with the plasma-expansion and possible
flow-improving effect of the low molecular
dextran. It has proved itself very useful in
the treatment of shock at times when con-

ventional shock-therapy has not yet been
effective.

I wish to compliment the author on his
interest in this subject. There is much to be
gained, and I agree with him that larger
series than hi and mine are necessary
before complete evaluation is possible. We
probably need better diagnostic procedures
as well.-I am, etc.,

BJORN IBSEN
Department of Anesthesiology,
Kommunehospitalet,
Copenhagen

Metric Visualization

SIR,-The practice of indicating metric
measurements in brackets is of great assist-
ance to those readers not fully conversant
with Anglo-Saxon units of measurement. In
particular this enables them to better visual-
ize patients from the quoted height and
weight.

While agreeing with your correspondent
(16 January, p. 174) that 124 kg (273J lb)
is somewhat overweight for a woman of 210
cm (824 in), it appears rather an exaggeration
to describe her as of "gross appearance".
Perhaps "statuesque" would be a better des-
cription of such a woman.-I am, etc.,

R. G. CAMERON
Basel, Switzerland

Analgesics in Gynaecology

SIR,-Dr. V. R. Tindall (6 February, p. 329)
states in his article on dysmenorrhoea
"Acetyl salicylic acid and phenacetin and
codeine, alone or in combination (proprie-
tary or non-proprietary), are the most com-
monly used analgesics."

Surely this advice is ill-founded and bad.
I thought phenacetin had been shown to be
(a) virtually useless and (b) positively harm-
ful. Dr. Tindall may claim that he does
not in fact recommend it, but this is by no
means clear from the wording of his article.
Our experts really ought to be more care-

ful.-I am, etc.,
EDWARD BEVAN

Cambridgc

Anticonvulsant Therapy and E.E.G.
Recordings

SIR,-As a result of an inquiry it has re-
cently been drawn to the attention of the
British Epilepsy Association that patients
with epilepsy may sometimes be advised to
discontinue their anticonvulsant therapy im-
mediately before presenting themselves for
an E.E.G. examination. Practitioners might,
therefore, care to be reminded that such a
practice may result in the patient having an
epileptic attack and that such an occurrence
is likely to create difficulties if there is any
question of obtaining a driving licence.-I
am, etc.,

MAURICE PARSONAGE,
Chairman of the Medical Committee

British Epilepsy Association
London, W.C.1

Beri-Beri in Blackpool

Sir,-Wet beri-beri, endemic among the
rice-eating populations of South-east Asia
and the white-flour eating population of

Labrador and Newfoundlandl 2 is thought
to be rare in Britain. That the disease may
be commoner than is generally supposed is
suggested by the following case histories of
patients admitted to the psychiatric wards
of Wesham Park Hospital.

Case 1.-An 80-year-old female, living
alone since the death of her husband three
years before, had become progressively more
depressed, inert, and self-neglectful. She
slept poorly, ate little, lost a good deal of
weight, was quite hopeless about the future,
and thought of suicide. She had a 20-year
history of anginal attacks. Because she re-
fused all forms of treatment she was com-
pulsorily admitted on 10 November 1970. On
examination she appeared depressed and re-
tarded but memory and cognitive functions
were intact. She was underweight, and had
an erythematous rash on the face and
"sunburn" areas. Pulse regular and of good
volume. B.P. 125/80, cardiovascular system
normal except for occasional extrasystoles.
There was pitting oedema of the ankles. A
diagnosis of high output congestive cardiac
failure was made and for a few days she
received digoxin 0 25 mg t.d.s., frusemide
40 mg on alternate days, and Slow-K 1 tablet
t.d.s. Investigations showed blood pyruvate
3-5 mg/100 ml (normal 0-4-0-6 mg/100 ml);
haemoglobin 93 g/100 ml (64% of average
normal); plasma proteins, albumin 2-7 g/100
ml and globulin 4-2 g/100 ml (albumin/
globulin ratio = 0-6/1). Chest x-ray showed
marked enlargement in the transverse cardiac
diameter. A diagnosis of depression, mal-
nutrition, and thiamine deficiency was
made.

Case 2.-A male school caretaker, aged
48, with a history of partial gastrectomy for
gastric ulceration in 1950, whose wife had
committed suicide two years previously, be-
came very depressed near the anniversary
of her death. The mood was aggravated by
the theft of his car and disappointment in a
love affair. He lost interest and appetite, and
cooked little for himself. Unable to sleep
without tablets and feeling life not worth
living, he was admitted on 20 November
1970. He was depressed and apprehensive,
but sensorial functions were intact. There was
marked recent weight loss. Cardiovascular
system was normal, but the liver was pal-
pable three fingers below the costal margin.
His lower limbs were ataxic and the calves
wasted, and he had marked pitting ankle
oedema. B;ood pyruvate 1.7 mg/100 ml;
haemoglobin 9 8 g/100 ml (67% of average
normal).
On the day after admission he had two

grand mal attacks. Two E.E.G's showed no
focal abnormality, and since he later admitted
taking large quantities of barbiturates daily
over several months these were regarded as
barbiturate-withdrawal fits (seven days after
admission his blood barbiturate level was
0 9 mg/100 ml). A diagnosis of depression,
malnutrition with thiamine deficiency, and
barbiturate addiction was made.
Both patients were given daily intravenous

vitamin injections (Parentrovite) and oral
iron. Within three weeks depression and
oedema had cleared and they had gained
weight. At discharge they were well physi-
cally and mentally.

Vitamin deficiency diseases occur sporadi-
cally in the British Isles and are then
usually conditiond by other factors-gastro-
intestinal and psychiatric disorders, alco-
holism, food-faddism, and social isolation
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