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Effects of increasing intravenous doses of isoprena-
line in eight patients with obstructive lung disease
not previously treated with adrenergic beta-
stimulating drugs (I) and effects after one, two, and
three months' treatment with terbutaline (II, III,
and IV).

end of the first isoprenaline infusion. This
was much less pronounced after one, two,
and three months' terbutaline treatment.
The rise in pulse rate was also somewhat
less during treatment.
From these preliminary findings it seems

that resistance does not develop in the
bronchial muscles after this dose of terbuta-
line, while there is an obvious development
of resistance to isoprenaline-induced
muscular tremor. This accords with clinical
experience. We shall observe further
isoprenaline dose-response curves after six,
nine, and 12 months' treatment with terbu-
taline to avoid seasonal variations in
bronchial obstruction and finally after giving
terbutaline in very large doses for several
days.
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Vein Stripping
SIR,-Dr. D. Freedman rightly asks (18
May, p. 387) whether, apart from the re-
moval of small isolated segments of ab-
normal veins, stripping of the long
saphenous vein should ever be done. I was
never an enthusiastic vein.stripper and only
regret that I was ever persuaded to under-
take this procedure at all widely in the past.
However, I agree that a stripper can be of
value in removing short lengths of vein.
When varicose veins cause symptoms and

operation is clearly indicated their eradica-
tion may necessitate (1) ligation of long

and/or short saphenous veins flush with the
deep vessels, (2) careful ligation of tri-
butary veins and leaking perforators, and
(3) meticulous excision of troublesome
varices, or various oombinations of these
three basic procedures. It is essential that
the examination and assessment of these
cases should be done by an experienced
surgeon. Huge numbers of patients are still
far too casually selected for operation by
inexperienced doctors, and many operations
are ill-planned and badly executed. The use
of a stripper is a poor su,bstitute for better
alternative procedures, and it is a pity to
spoil an otherwise good operation by tear-
ing out long lengths of straight and healthy
vein.-I am, etc.,

REGINALD S. MURLEY
Radlett, Herts

SIR,-In the article by Mr. S. J. Cox and
others (9 March, p. 415) the conclusion was
reached that retrograde stripping of the long
saphenous vein was preferable to orthograde
stripping in order to prevent neurological
damage to the long saphenous nerve. The
problem with retrograde stripping is that
the stripper does not always easily pass from
the groin to the ankle. More often it is
easier to pass it in orthograde fashion. In a
series of 54 patients in which careful ex-
posure of the nerve at the ankle was ob-
tained, ensuring that the stripper passed
clear underneath the bifurcation, only two
patients showed very minor sensory dis-
turbance. Thus I would suggest that ortho-
grade stripping is easier, provided that a
proper dissection is carried out to clear the
bifurcation of the nerve from the saphenous
vein abcove the ankle.-I am, etc.,

DOUGLAS MILLAR
Colchester

Assessing the Safety of Comatose and
Postanaesthetic Patients

SIR,-We were very interested in the merthod
of assessment of the degree of airway
security described by Drs. A. W. Grogono
and A. R. de C. Deacock in patients with
impaired consciousness (20 April, p. 174).
For the past eight years we have regularly
used a three-stage test of airway security.
The method was originally devised for
patients recovering from 4-hydroxybutyrate
narcosis, a oondition in which there is a
propensity to maintain a clear airway during
unconsciousness. This contrasts with what
happens following the administration of
narcotic analgesics as part of an anaesthetic
sequence, as Drs. Grogono and Deaoock
quite rightly indicate: here a potentially
conscious patient tends to lose his airway
when not being stimulated.

In our test stage I consists of pinching
the nostrils to occlude the airway; stage II
involves closing the nose as in stage I and
simultaneously pressing the jaw backwards
exactly as descriibed by Drs. Grogono and
Deacock; in stage III the nose is closed and
the lips are held together. Graduated assess-
ment of the degree of unconsciousness is
possible according to whether the patient
attempts to open his mouth (stage I) or turns
his head to the side (stages II and III). If
he responds satisfactorily he is classified as
being reasonably safe.

Before the use of epidural anaesthesia in
the management of toxaemia during labour
pethidine was used for pain relief. Com-
bined with the anticonvulsant chlormethi-
azole this sometimes resulted in excessive
s.darion of the patient and a tendency to
airway obstruction in the absence of
stimulation. To assess safety, the airway tests
were used in the sleeping pa,ient without
simultaneously assessing the level of con-
sciousness. If the patient was only lightly
asleep the manoeuvre caused only transient
arousal and he quickly dozed off again.
A word of warning is required. The test

should be undertaken only by properly
trained medical p5rsonnel as they can best
decide whether it is reasonable to obstruct
two or three attempts at inspiration in any
given patient. Furthermre, we have by this
test on one occasion provoked vomiting.
-We are, etc.,
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Musical Bumps

SIR,-The description by Mr. J. M. Thomas
(1 June, p. 504) of the way in which a
classical guitar is held by the player is, of
course, accurate but it applies only to male
players. The way in which a classical guitar
is held by a female player is somewhat
different: the right handed female player
sits with her legs crossed and the instru-
ment rests on her right knee. The top edge
of the soundbox will then overlie the region
of the right nipple. The three patients de-
scribed by Dr. P. Curtis (27 April, p. 226)
were all female.-I am, etc.,

NORMAN P. MELIA
Cardiff

SIR)-If the classical guitarist's left foot is
supported by a footstool approximately
6 inches (15-2 cm) high, then the upper and
lower bouts of the guitar rest on the anterior
aspects of the player's left and right thighs
respectively. This avoids compression of the
left long saphenous vein described by Drs.
R. Semple and J. Gillingham (1 June, p.
504). Elevation of the left thigh in this way
also minimizes pressure on the sciatic nerve
between chair and ischium, while avoidance
of the alternative position in which the
guitar's waist is supported on the left thigh
crossed over the right dbviates temporary
paralysis of the left common peroneal nerve
resulting from pressure against the head of
the fibula. Since adopting the use of the
footstool I have not suffered from "guitarist's
foot-drop," previously the bane of practice.
Without inconveniencing the action of the

right hand the back of the instrument can
be made to clear the nipples by several
inches provided the musician is not un-
reasonably convex.-I am, etc.,

D. G. Ross
Aberdeen

T.V. Programme on Heart Disease

SIR,-The B.B.C. documentary on heart
disease on 21 May was disappointing in its
lack of specific detail for the viewer to
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