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Following a recent similar 'but luckily un-
justified fright I should like to amplify their
remarks. Dr. Jenkins and his colleagues deal
with placement of the cannula (though it is
to be regretted that their plea for a longer
catheter was nullified by their error in
recommending a length of "at least
15-20 mnm" when they presumably meant
15-20 cm). Assuming accurate placement,
two further problems remain. Firstly, the
risk of subsequent rupture of the vein wall
by the tip of the catheter, as illustrated in
two cases by Dr. C. J. Rudge and others
(7 July 1973, p. 23). And secondly, the ease
with which a long catheter can become
withdrawn, especially as owing to its mode
of insertion part of it is often surrounded
by an introducing cannula or needle guard,
inside which the catheter may freely slip. As
one or more drips are attached a consider-
able weight has to be ibone by whatever
method of securing is followed, usually
adhesive tape of some form applied to the
smell hub and the necessarily short length
of thin catheter. As gravity overcomes this
adhesion the catheter slips out in a tunnel of
strapping. Usually it is resecured with more
strapping over the proximal end, resulting
in a period of delay before it continues its
outward journey until the tip of the catheter
leaves the vein and the infused solution is
extravasated.

It is a paradox that the average short
cannula used peripherally is provided with a
flange or projection for stabilization, whereas
the average catheter used in much more
dangerous country is not. Apart from the
unsatisfactory solution of securing the
catheter to the chest wall by suturing, it
would be helpful if manufacturers could
supply a retaining device which could be
firmly dipped on to the hub of the catheter
and used for stabilizing it. Further, it is not
possible to ascertain the length of nost
catheters when in situ (other tLhan by
radiology). A narking should be incorpor-
ated on the hub giving the length of the
catheter so that the amount in the body can
be instantly checked.

Finally, to guard against sequelae due to
both displacement and rupture of the vein
wall I would suggest that each time any
locally toxic drug is infused it should be
demonstrated that there is a free flow of
blood back into the syringe regardless of the-
length of tme the catheter has been satis-
factorily in use.-I am, etc.,

G. NAPIER IPENLINGTON
Cardiothoracic Unit,
Walsgrave Hospital, Coventry

Cephalosporins in Bronchitis

SIR,-My clinical results with the cphalo-
sporins in patients with chronic Purulent
bronchitis are not so poor as Drs. Susannah
J. Eykyn and I. Phillips suggest (6 April,
p. 59). In pilot experience 32 patients were
treated with cephalexin 2-6 g daily-23 for
two and 9 for thre weeks.' Twenty-one
improved with treatment, correlated closely
to results of disk sensitivity on the pathogens
isolated. Strikingly, all given two weeks of
treatment relapsed during the next few days;
in contrast six out of seven responding to
three or more weeks of treatment maitained
their sputum as mucoid afterwards.

Relapse so unifornmly after two weeks of

apparently successful treatment is unique in
my experience of antibiotics, but prolonging
the period of treatment gets over this weak-
ness. This was shown clearly in a double-
blind trial, when cephalexin 1 g twice daily
was compared with a placebo, in the pre-
vention of purulent exacerbations of bron-
chitis.2 The 55 patients were treated in hos-
pital over a 10-week period. Cephalexin was
significantly superior in several important
respects.
At present I administer oephalexin (1) to

patients when antibiotics have failed and
when disc tests show sensitivity of the re-
sponsible organism; (2) cautiously to those
with a history of antibiotic sensitivity; and
(3), since it is remarkably well tolerated, to
those with gastrointestinal upsets from other
antibiotics. I have no experience with
cephradine. For desperately ill patients fail-
ing to respond to other antibiotics oepha-
loridine 6 g daily by intramuscular injection
remains among the most powerful regimens
in patients with purulent chest infections.34

I anm, etc.,
A. PINES

East Herts Hospital,
Hertford
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Coping with Minor Casualties

SIR,-We agree with your leading article on
this subject (2 March, p. 339) that there is
a problem, but we disagree with the remedies
suggested.

Casualty departments cope with patients
who fall into two classes: (1) those suffering
trauma--either major or minor-and
(2) casual attenders seeking "primary care."
Minor trauma and primary care are
"general practice" by definition. It does not
follow, however, that such care should
always be provided from group practice
premises. It would be a grossly extravagant
use of resources if all group practice premises
had to remain open for 24 hours a day. In
our experience 50% of the patients coming
to the casualty department have no local
general practitioner. Such patients can often
be more effectively and economically dealt
within a hospital-based department. On the
other hand it is ilogical that a casualty
department fron which major trauma is ex-
cluded should be the responsibility of an
orthopaedic surgeon. Clearly this is an area
in which general practitioners should be
concerned, and they are probably in the best
position to ensure that such departments are
not abused.
We have four years' experience of run-

ning a radio-linked on-call servioe for the
local casualty department. If more general
practitioners are going to accept this sort of
responsibility, however, we believe there are
somne problems which must be resolved.

Firstly, difficulties arise-to paraphrase a
sentence in your article-when overburdened
general practitioners are called away from
patients who have made appointments to
see them to deal with patients with minor
complaints who present in the casualty de-
partment.

Secondly, it is an unreasonable imposition

to ask senior general practitioners to turn
out at night, travelling maybe up to six
miles, to deal with cases most of which are
trivial when competent nurses and junior
doctors are resident on the site. It is also
an uneconomic use of medical skills. This
situation has arisen largely because of fears
of litigation. It is time that the profession
took a firm stand in this matter. Greater
responsibility is accepted routinely by district
nurses, midwives, and factory nurses in other
settings. Moreover, lack of exposure to this
sort of work will lead inevitably to a
generation of doctors which is competent in
resuscitation in the intensive treatment unit
yet is unable to decide when an abscess
should be opened or how to cope with a
simple fracture. We do not believe that the
problems of minor casualty work can be
solved so long as the profession allows itself
to be ruled by fears of litigation.

Summarizing, we believe that emergency
minor trauma can be more efficiently and
more economically provided from a hospital
department when this is availaible. Much of
the simple and routine work can, and there-
fore should, be done by junior doctors and
nurses resident on the site. Experienced
general practitioners should, however, be in
charge of these departments and they
should have consultant status. They should
be supported by an on-call roster of local
general practitioners and assisted by clinical
assistants and junior hospital doctors as the
'work load justifies. One of their duties
would be to ensure that a general practi-
tioner principal is always on call to assist
and advise the junior doctors and nurses
resident on the site whenever required.-We
are, etc.,

E. 0. EVANS H. G. NIcoL
MICHAEL COIGLEY A. N. GANNER
J. V. V. LEWIS ANDREW LOCaIE
N. A. WOODWARD A. MURRAY
JEAN HODSON G. W. SYKES
A. R. MCWHINNEY J. F. HUGHES
D. FERGUSON R. J. FITCHFORD

Stratford-upon-Avon

Gonorrhoea of the Pharynx
SIR,-Your leading article on gonorrhoea of
the pharynx (4 May, p. 239) asks how comn-
mon is this condition in Britain. Since July
1972 routine investigations for gonorrhoea
in the female in this department have in-
cluded throat cultures. To date 6,362
women have been examined, of whom 4,373
presented no bacteriological evidence of
gonorrhoea. Gonococci were recovered from
the lower genitourinary tract in the other
1,898 cases, and in 16 of these neisseriae
identified as gonococci were isolated in
throat culture. These 16 cases were distri-
buted sporadically over the period of
investigation; there were no symptomns and
only minimnal clinical signs attributable to
the throat infection.

Imnmunofluorescent techniques might
show that the incidence of gonocoocal infec-
tions of the throat in females in this city
is higher than the 0-8% found in women
with other evidence of gonorrhoea and the
0-2% in the cases as a whole. Even so, the
condition would appear to be very much
less prevalent in Bimiingham than in parfs
of Scandinavia and America and to provide
little at present in the way of a public
health problem. Nevertheless, you are right
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