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published in the near fuutre.6 The pre-
liminary results of in vitro lipid haemodialy-
sis utilizing '4C-imipramine indicate a
clearance of approximately 20 to 40 ml/min,
depending on the type of filter, dialysate,
and blood-line system used.-We are, etc.,

H. W. ASBACH
H. W. SCHULER

Department of Urology,
Heidelberg University Medical School,
Heidelberg, W. Germany
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4 Harthorne, J. W., Marcus, A. M., and Kaye, M.,
New England Yournal of Medicine, 1963, 268,
33.

5 Bauditz, W., and Barthelheimer, H. K., Archiv
fur Toxikslogie, 1970, 26, 133.

6 Asbach, H. W., Holz, F., Mohring, K., and
Schuler, H. W. In preparation.

Cars or Chairs?

SIR,--Your leading article (6 April, p. 2)
dealing with the Sharp Report on the
mobility of physically disabled people makes
the interesting point that problems caused
by an inability to walk were at one timne
overcome by the provision of a motorized
bath chair.

I suggest that there still exists a need
for such a vehicle. Those unable to drive,
or ineligible for a four-wheel car under the
new proposals, could be provided with an
outdoor electric wheel chair (for example,
the Batric Power Chair), which is designed
for pavement use at walking pace. At a
cost per chair of about £300, alleviation of
the frustrations of the physically housebound
could become a financially viable proposi-
tion.-I am, etc.,

D. J. BICKLE
Guy's Hospital,
London S.E.1

Treatment of Acute Gout

SIR,-We would like to support the dose of
indomethacin recommended in the Thera-
peutic Conference (9 March, p. 446). While
we do not doulbt the lack of toxicity of the
higher dosage supported by Dr. D. I.
Haslock (13 April, p. 121), we do not feel
that such high doses are necessary.
We have collected evidence that in acute

gout indomethacin at 150 mg per day can
produce a strikingly rapid reduction in in-
flammation, as assessed by an objective,
quantitative, thermographic method.1-We
are, etc.,

P. A. BACON
A. J. COLLINS
E. F. J. RING

Royal National Hospital for Rheumatic Diseases,
Bath

I Collins, A. J., et al., Annals of the Rheumatic
Diseases, 1974, 33, 113.

Steroid Aerosols and Candidiasis

SIR,-The advent of effective aerosol steroids
for treating asthma which do not cause
systemic side effects or suppress growth has
been of considerable inportance to

paediatricians.' Enthusiasm for these drugs
in some recently published studies has, how-
ever, been dampened by the finding of oral
and even laryngeal infection with candida in
as many as 13°% of cases (Dr. M. K. Allen
and others, 2 February, p. 171). In some
patients this has required reduction of drug
dosage. In our experience with children we
had not encountered clinical thrush, and
none of the patients affected in the study of
Dr. McAllen and her colleagues was below
18 years. We therefore carried out an in-
vestigation to determine the incidence of
candida among our children treated with
long-term beclomethasone dipropionate and
a control group of asthmatic children not
receiving the drug. Each child was clinically
examined and a swab was taken from all
parts of the oropharynx and cultured on
appropriate media.
The results are summarized in the table.

Beclomethasone Control
Group Group

Number 24 33

Boys:girls 2-3:1 2-4:1
Age (years) 8-7 + 2-8 6-9 + 3-1

(3 - 16) (3 - 13)
Duration of 12-9 + 6-8 0
aerosol therapy (2 - 24)
(months)
Dose of aerosol 469 + 245 0
therapy (gg/day) (100 -800)
No. with positive 3 2
cultures

The mean + 1 S.D. and the range are given.

No clinical cases of thrush were seen, but
candida was isolated on five occasions-
namely, in three out of the 24 aerosol-using
children and two out of the 33 control
children. There was no relationship between
the dose or duration of aerosol therapy and
the finding of candida nor between the use
of additional oral steroids or antibiotics.
Though Brown and Storey2 reported thrush
in four out of 31 children on beclomethasone
dipropionate, they had no comparable con-
trol group. We believe that the clinical com-
plication of candida infection does not
occur as a result of aerosol steroid therapy
in children, and the organism may be
isolated by chance in a small proportion of
asthmatic children whatever their therapy.
-We are, etc.,

S. GODFREY
G. HAMBLETON

P. KONIG
Department of Paediatrics,
Hammersmith Hospital,
London W.12

1 Godfrey, S., and Konig, P., Archives of Disease
in Childhood, 1973, 48, 665.

2 Brown, H. M., and Storey, G., British Medical
Yournal, 1973, 3, 161.

Vein Stripping

SIR,-With reference to the article by Mr.
S. J. Cox and others on nerve injuries as a
result of stripping the long saphenous vein
(9 March, p. 415) I feel that the question is
not whether stripping is best performed up
through the groin or down through the
ankle but whether stripping ought to be
performed at all.
My antagonism to stripping is based on

the following facts: (1) First described by
Galen in 150 A.D., it belongs more to
antique surgery or mediaeval torture than to
modern treatment. (2) The theoretical in-

dications for its use in the treatment of
varicose veins are weak, as inadequate per-
forating veins, now regarded as the cause
of the disease, hardly ever communicate
directly with the long saphenous vein.
(3) A pathologically defonned vein with
twirls and varices renders stripping virtually
impossible-only normal veins can be
stripped. (4) There is an appreciable risk of
local postoperative complications such as
haemorrhage, nerve damage, and arterial
injuries (subsequent gangrene has been de-
scribed). (5) One of our most easily avail-
able and increasingly used "spare parts" i-s
destroyed. (6) Anaesthesia, admission to hos-
pital, and a longer period on the sick list
mean an economic burden for both the com-
munity and the patient.

I feel that the stripping sound is useful
in removing isolated segments of vein as
those under an ulcer or eczematous area, but
otherwise ought to be donated to a museum.
Am I alone in my view?-I am, etc.,

DAVID FREEDMAN
jakobsbergs Sjukhus,
Stockholm

Thyopac-5 Test

SIR,-Dr. J. G. Hardy and Mr. G. M.
Newble (30 March, p. 636) claim to have
assessed the diagnostic accuracy of the
Thycpac-5 test and that of other tests of
thyroid function. It is not possitble, how-
ever, to be certain of either the accuracy or
the usefulness of this test from the data
presented since the authors have not stated
what objective criteria were finally used to
distinguish between normal and abnormal
thyroid function.-We are, etc.,

PATRICIA VICE
DAVID EVERED

Wellcome Research Laboratories,
Royal Victoria Infirmary,
Newcastle upon Tyne

Renal Lesions of Subacute Infective
Endocarditis

SIR,-Dr. J. M. Boulton-Jones and his
colleagues (6 April, p. 11) appear to express
some surprise that renal failure was a
"striking feature" in their group of five
patients suffering from infective endocarditis.
They do not state how their patients were
selected. This complication has, of course,
been recognized for many years. Harbitz in
1899 drew attention to the frequency and
intensity of renal symptoms in 16 cases of
infective endocarditis.1 2 Furthermore, the
advent of antibiotics could be expected to
make this complication more likely, not less
likely as Dr. Boulton-Jones and his col-
leagues imply, because control of the inf-c-
tive process with prolonged survival would
allow time for non-suppurative lesions to
develop.
The study descriibed by your contributors

gives an elegant demonstration suggesting
an immune-complex aetiology for the
glomnerular lesions in three of their five
patients, but the cause remained un-
determined in the remaining two. They do
not mention the presenoe of other lesions, in
particular that of fibrin thrombi, or lesions
in other organs in the two that cane to
necropsy. In a series of 40 fatal cases of
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staphylococcal septicaemia, 10 of them with
endocarditis, I found extensive evidence of
vascular occlusion in 30.3 This was before
the current vogue for labelling such lesions
as "disseminated intravascular coagulation."
The process was not confined to the kidney
in those patients suffering from endocarditis
and its presence of course neither refutes
nor establishes an immunological mechanism.
Certainly some of these patients develop or
present with a haemorrhagic-thrombotic
state, and an elevated blood urea level adds
to the gravity of the prognosis.

Dr. Boulton-Jones and his colleagues
make passing reference to associated tubular
necrosis in one patient only. I have found
this to be present as commonly as glomerular
lesions, and again associated with fibrin
thrombi. Furthermore, the finding of
features of postnecrotic repair suggested thz
possibility of recovery with dialysis.

Virtually any systemic infection4 5 (or
even certain non-infective conditions) can
give rise to a wide variety of renal lesions in
which vascular occlusion is often a
,prominent feature but where the actual type
observed cannot be explained by one basic
mechanism and where the changes that are
secondary are difficult to disentangle from
those that are primary.-I am, etc.,

D. E. B. POWELL
Pathology Departmnent,
Bridgend General Hospital,
Bridgend, Glam

1 Harbitz, F., Deutsche medizinische Wochen-
schrift, 1899, 25, 121.

2 Aschoff, L., in Pathologische Anatomie, ed. E.
Albrecht, vol. 2, p. 485. Jena, Fischer, 1909.

3 Powell, D. E. B., Yournal of Pathology and
Bacteriology, 1961, 82, 141.

4 Dunn, J. S., and Thomson, A. P.. 7ournal of
Pathology and Bacteriology, 1921, 24, 366.

5 Allen, A. C., The Kidney, p. 110. New York,
Grune and Stratton, 1951.

Closure of Private Beds in N.H.S. Hospitals

SIR,-We, the undersigned, would like to
express deep and growing concern regarding
the depressed level of our current salaries
and the possible enforced closure of private
beds as outlined in the present Labour
Government's pre-election manifesto.

Regarding salaries it was shown in a table
(Supplement, 3 October 1970, p. 5) cover-
ing the period 1 April 1960 to 1 April 1970
that the increase in salaries of general practi-
tioners and junior staff had exceedecd that in
consultants' salaries by more than 40%.
During the past four years, with an inflation
rate of approximately 9% per year, our
salaries have progressively fallen and have
now reached an unacceptable level. An
anticipated 15% inflation is now widely pre-
dicted for the coming year. It is conceded
that there have been and are phases of wage
control but these have come at a most in-
expeditious time; they have been super-
imposed on a previous major fall. With the
blatant transgression of the wage freeze by
the Labour Government for the miners,
which includes the surface workers, it ap-
pears rational that a request for a reconstruc-
tion of our salaries would now be made
forciibly. The effect of this depressed salary
is seen in the ranid fall in the number of
applicants for consultant posts.
With regard to the possible enforced

closure of private beds in hospitals the
following points should be emphasized:

(1) In 1948 the Health Service was
accepted by the consultants with the pro-
vision of private beds and the right to carry
out private care on these patients.

(2) Part-time consultants since that time
have applied for the various part-time hos-
pital posts with the clear realization that
beds for private patients were available.
The consultants have built up over the years
a functioning private practice.

(3) There are over 4m. persons in
various insurance schemes for which they
have paid over considerable moneys to pro-
vide for their illnesses under private terms.
These closures would -be an infringement of
their freedcom, apart from causing a major
reduction in current facilities.

(4) The private bed closure would result
in a search for private accommodation that
might be available only at a considerable
distance from the consultant's hospital. It

would lead to less additional N.H.S. work
being carried out by the part-time consultant.

(5) Two different schemes with differing
standards may develop, the private one
attracting the best consultants.

(6) The move would result in un-
precedented emigration. The majority of our
best consultants would be lost.
We, the undersigned consultants, view the

present and future state with concern. If
over 50% of consultants agreed to withdraw
their services until these problems were
settled we would join them. May we have
firm and stubborn leadership not only to
redress our abysmally low salaries but also
to assure us that if the livelihood of part-
time consultants is threatened we would be
prepared to withdraw support from the
Health Service?-We are, etc.,

JOHN J. SHIPMAN PETER KILBURN
GRAHAME FAGG K. W. GILES
ROGER ARMOUR E. D. H. COWEN
ALBERT R. RYAN T. J. PHILLIPS
WILLIAM F. MILLNER D. W. MILES
E. T. MCCARTNEY A. GRAHAM
E. R. NORTON S. GLYN JONES
D. I. SHAW JOHN CAPE
A. DARNBOROUGH J. R. FOUNTAIN
G. T. HOLLINGWORTH

Lister Hospital,
Stevenage, Herts

Working Hours of Junior Staff

SIR,-I read with interest and in principle
agree with the letter from the senior staff
of this hospital (4 May, p. 280). When will
long-sightedness enlighten this oppressed
profession? None of our factions, junior or
senior, are at war-we all want what is best
for the patients and then what is best for
ourselves.
The junior staff in this hospital, like many

others, do not want to work less. We resent
the non-professional concept of overtime
and recognize the need for long hours early
in a career in order to gain experience. What
we all need is more money now and a
guarantee that it will retain its value. Pre-
registration housemen and most senior house
officers need to work many hours, but
registrars with families and examinations to
take need rotas that allow timne for living
and learning. We should not all be lumped
together; an S.H.O. in obstetrics will work

one night in two and be up each and every
night he is on call, while another S.H.O.
will sleep through his "on call" and rarely
be disturbed.

Paying junior hospital doctors more money
and retaining the. one-in-two rotas is one
short-term solution, but what we really
need is another reappraisal of salaries with
perhaps differential payment between in-
dividual jobs. Also all of us, G.P., consultant,
and junior staff alike, need to have our re-
muneration tied directly to the retail price
index and the value of the pound so that
we can get on with the job and have no
need to squabble about hours and money.-I
am, etc.,

ADRIAN ROGERS
Royal Devon and Exeter Hospital,
Exeter

SIR,-As a junior hospital doctor I am grate-
ful to Mr. A. H. Grabham (4 May, p. 279)
for his logical defence of the policy to in-
crease minimum off-duty time for junior
hospital doctors. I think it completely
answers the rather sad criticisms of the
consultant staff of King's College Hospital
(6 April, p. 51) and others.

However, the letter from the consultant
staff of the Royal Devon and Exeter Hos-
pital (4 May, p. 280) raises a serious point
concerning the consultants' own conditions
of employment. Their contention that senior
hospital doctors in their area cannot cover
their juniors because they are "responsible
for patients in at least two or often many
more geographically separate hospitals" is
an implicit admnission that the patients in
these hospitals are not getting adequate con-
sultant staff care. As there is, in at least
general medicine and general surgery, a
bottle-neck from the senio-r registrar to con-
sultant grade, this situation need not be
tolerated. I hove therefore that t-he same
consultants will be writing to their area
health authority advising the appointment of
many more consultants so that the needs of
the patients do genuinely come first.-I am,
etc.,

PETER MALLESON
Queen Elizabeth Hospital,
London E.2

B.M.A. and H.C.S.A.
SIR,$-At the recent Annual General Meet-
ing of the Dewsbury Division widespread
disquiet was expressed about the present
difficulties of senior hospital staff. The mem-
bers present, representing many spheres of
medical practioe, were unanimous in their
views and foresaw increasing problems if
the present rift between the British Medical
Association and the Hospitals' Consultants
and Specialists Association is not speedily
bridged.
The meeting felt that the B.M.A. had not

relalized the depth of the frustration of
senior hospital staff during the last year, and
thereby had done too little too late to avoid
the public dispute before the Industrial
Relations Court. There is an increasing tide
of bitterness among the consultant sector of
the profession and further progress along a
divisive path will harm all sectors of the
profession, and also the B.M.A. itself. The
next two months will be critical and there-
fore this matter must be urgently re-
considered before the Annual Repre-
sentatives Meeting.
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