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maximum occipitofrontal head circumference
with a paper tape measure.
Growth in length and head circumference

followed their expected intrauterine curves5
far more closely than did weight gain, which
was markedly deflected from its expected
course. If optimum postnaltal growth in pre-
term infants is that which would have been
attained in utero had gestation continued
normally,6 then these infants might have
been diagnosed as failing to grow adequaitely
had weight been the only measure of growth
used. However, the much closer approxima-
tion of head and linear growth to expected
intrauterine patterns suggests that in fact
the infants were growing very well. By using
these other parameters a far better impres-
sion of overall body growtih was therefore
ohtained.

Serial measurements of head circum-
ference and crown-heel length should be
used more often in studies of infant growth.
These take very little time to perform and,
provided care is taken, they are highly
reproducible. The uncertainty of optimum
milk requirements for low-birth-weight in-
fants might be sooner resolved if these more
meaningful measures of growth are evaluated
in addition to weight gain.-I am, etc.,

D. P. DAVIES
Department of Child Health,
Welsh National School of Medicine,
Cardiff
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Misleading Drug Advertising

SIR,-4t is a pity that our profession allows
itself dual standards. Were Dr. L. F. Pres-
ooot's letter (8 March, p. 572) one of corn-

ment on a professional colleague's scientific
work he would no doubt have extended the
courtesy of sending a copy of his letter to
that colleague, probably before publication,
in case there were a justifiable rebuttal. I
am sure Dr. Prescott knows that some of
his professional colleagues are employed in
the pharmaceutical industry and that to a
greater or lesser degree they are involved
in what their companies say and how they
say it. However, I did not have the oppor-
tunity of answering Dr. Prescott's viewpoints
privately and must therefore beg space to do
so publicly.

Sotacor (sotalol hydrochloride) is a cate-
cholamine antagonist initially developed by
the Bristol Group because of its unique
pharmacological activity. It is the only drug
which blocks all adrenergic beta-receptors
and has no membrane-stabilizing activity or
intrinsic sympathomimetic activity.1 This,
we believe, makes it singularly appropriate
for the treatment of hypertension. In clinical
practice, unlike propranolol, sotalol does not
exert a myocardial depressant effect,2 which
in some patients can precipitate left ventri-
cular failure. Also the absence of intrinsic
sympathomimetic activity avoids a paradoxi-
cal increase in blood pressure sometimes
seen with other beta-adrenergic blocking
agents such as oxprenolol. Further points
which support the "tailor-made" concept for
sotalol include: (1) its exceptionally long
half life (approximately 13 hours1) which
permits twice-daily dosage-a desirable
feature in tthe management of hypertension;
and (2) its independence of plasma renin
levels3-unlike propranolol.
Though many patients with hypertension

are asymptomatic, earlier therapeutic re-
gimens have been notorious for iatrogenic
symptomatology. Against this background
sotalol therapy has been associated with im-
proved well-being.4 Sotalol may not be
unique in controlling blood pressure during
exercise, but the lack of this feature would
be undesirable and a statement of its pre-
sence is necessary.

Dr. Prescott may not be aware that in-
vestigators from many parts of the world
convened to review sotalol at a symposium
in May 1974. Their contributions, which
have been published, provide the endorse-
ment for sotalol from international opinion.
-I am, etc.,

A. J. JOUHAR
Medical Director,

Bristol Laboratories
Slough

I Shanks, R. G., et al., in Advances in Beta-
adrenergic Blocking Therapy: Sotalol. Pro-
ceedings of an International Symposium, ed. A.
G. Snart. Amsterdam, Excerpta Med:ca, 1974.

2 Dexter, L., et al., ibid.
:3 Verniory, A., et al., ibid.
4 Adachi, T., et al., ibid.

Treatment of Sciatica

SIR,-A trial, financed by £30 000 from the
Department of Health, of manipulation,
traction, and exercises in sciatica has re-
cently started at four London hospitals. But
it is predictable that no difference will be
found between these treatments, which will
all give equally poor results.

According to the protocol, patients with-
out gross bone disease or other specified
contraindications aTre admitted to the trial
merely on the basis of having pain of
sciatic distribution, and they are selected for

one or other of the treatments at random.
Though the presence of neurological signs
is noted, this is not taken into account in
allocating patients to treatment groups.
Now traction and manipulation constitute
the main treatments for reducible disc
lesions, whereas neither is of any avail for
irreducible displacements. Therefore in cases
of sciatica with neurological deficit both
manipulation and traction are equally in-
effective.' But since the treatment groups
will consist of a heterogeneous collection of
patients with reducible and irreducible dis-
placements, no valid comparisons can be
made between them. In any case the fact
that traction is useless in sciatica with neuro-
logical signs has been confirmed by Weber.2
To be valid a trial of sciatica treated by

manipulation or traction should be carried
out only on patients without signs of im-
paired conduction. On the other hand, if
neurological signs are present epidural local
anaesthesia has been sihown to be a success-
ful treatment.:

I should therefore like to suggest that,
difficult though it may be, the protocol of
the trial be changed to give meaningful
results.-I am, etc.,

GABRIEL SYMONDS
London N.W.3
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Overseas Doctors in the U.K.

SIR,-Dr. T. A. Reddy (1 March, p. 515)
may well be right in suggesting that over-
seas graduates who stay in the U.K. too
long become reluctant to return home.' I
have adduced reasons for believing that two
or three years is muclh too long and that
such reluctance becomes established in as
little as 18 months.2 But we will not help
foreign doctors, or ourselves, by persuading
the General Medical Council to impose
irritating regulations on them. We may fail
to persuade such doctors to limit their stay
in their own and their home countries'
interests, but coercion will make our argu-
ments less persuasive, not more. And-our
interpretation of the evidence may even be
w,rong.-I am, etc.,

JAMES MATHERS
Hay on Wye, Hereford

1 Lancet, 1974, 1, 401.
2 Mathers, J., British Yournal of Psychiatry, 1974,

125, 472.

Distribution of Hospital Provision

SIR,-The paper by Mr. M. J. Buxton and
Mr. R. E. Klein (8 February, p. 345) was
valuable in pointing to the continuing
anomalies of resource allocation within the
N.H.S. It was unfortunate that only eight
regions were able to provide data for the
analysis. From profiles kindly provided by
area medical officers I have been able to
calculate comparable statistics for the five
areas in the South-east Thames Region for
1972 (see table). It will be seen that the
area health authority (teaching) has a striking
dispropoirtion of general medical beds, and
of the A.H.A.(T.)s recorded by Mr. Buxton
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% Variation from National Average for Provision of Beds per Capita
Population Expenditure _I,_ -
(thousands) (thousandC£s) Total General General Trauma/ Mental Mental Maternity Maternity Geriatric Geriatric

Medicine Surgery Orthopaedic Illness Handicap (adjusted) (adjusted)

Lewisham, Southwark,
Lambeth, A.H.A.(T.) 768 28 156 -07 102 47 06 -71 -98 06 -05 -17 -29

Bromley .. . 305 7227 -35 30 16 -20 -93 -91 32 28 07 11
Greenwich, Bexley 434 11 929 1 1 40 07 -21 54 -81 37 35 -19 -14
Kent .. . 1462 34803 03 -17 -14 -13 -03 81 -07 00 02 - 03
East Sussex 647 15 683 -19 -19 -06 -37 -41 -36 -47 -29 28 -29

and Mr. Klein this is only exceeded by
liverpool. The disproportion is emphasized
in hospital expenditure, where the
A.H.A.(T.) has 21% of the region's popula-
tion but consumes 29% of resources.
A point requiring caution in interpreta-

tion of these data, not previously mentioned,
is that the population size of each area has
a weighting effect. For example, the per-
cenitage difference from the national average
in provision of mental handicap beds in
Kent is +81, and in Greenwich aind Bexley
it is -81. However, the Kent population is
3-36 times that of Greenwich and Bexley,
and in real terms Kent has + 1470 beds and
Greenwich and Bexley -429.

I would support the suggestion that the
D.H.S.S. eventually publish details of the
distribution of resources by A.H.A.s, includ-
ing community and general practitioner
services where possible. Until then one
would hope for the fullest co-operation from
regional information departments in assist-
ing independent researchers.-I am, etc.,

M. J. MCCARTHY
Preston Hall Hospital,
Maidstone, Kent

SIR,--Mr. M. J. Buxton and Mr. R. E. Klein
(8 February, p. 345) correctly point out the
difficulties in the precise measurement of the
health needs of a population. Since infectious
diseases have become less of a problem
mortality has ceased to be such a sensitive
indicator of the health status of populations.
Techniques for measuring need, however,
should not be dismissed since increasingly
morbidiity information is being obtained in
surveys direct from representative samples
of ihousehold respondents.
The General Household Survey' is an ex-

ample in which methods of this type to
measure health need are being perfected.
Admittedly validation of such information
against imedical diagnosis will be required.
However, it will provide an essential and
practical first step in aittempting to match
resources to health needs in particular pop-
ulations.-I am, etc.,

D. P. FORSTER
Department of Community Medicine,
University of Sheffield Medical School,
Sheffield

I Office of Population Censuses and Surveys: Social
Survey Division, The General Household Sur-
vey. Introductory Report. London, H.M.S.O.,
1973.

Surgery in Rhodesia

SIR,-Dr. W. 0. 0. Sangala (1 March, p.
516) is not quite fair in making a racial issue
out of Professor L. F. Levy',s Personal View
(18 January, p. 147). The latter indicated
that selection should be exercised in deciding
whether to perform shunting operations on

patients with hydrocephalus living far away
from Salisbury. The "exotic" operation
concerned involves close postoperative
supervision. Distance, not indigence, is the
main obstacle to successful follow-up.

Professor Levy is not "resigned" to
different standards of surgical treatment
according to income but aims to provide the
maximum benefit for every patient, wlhich
depends largely on the geographical situation
of the patient's home.-I am, etc.,

S. V. HUMPHRIES
i,alaga, Spain

Specialists in Community Medicine

SIR,-While I do not entirely accept the
specific case made by Mr. A. F. Pentecost
(8 February, p. 330, and 15 March, p. 629)
I believe that he has drawn attention to an
imiportanit principle-namely, that doctors
should be employed only to do work that re-
quires medical qualifications. I seriously
doubt the need to employ commnunity medi-
cine specialists, or for that matter nurses,
on capital building and on medical staffing,
and I was dismayed to see in a recent ad-
vertisement that one area proposed to ap-
point its seventh specialist in community
medicine. For many years the more pro-
gressive of the former county health depart-
ments demonstrated the success of a policy
of reducing the number of doctors employed
in administration and using non-medically
qualified administrators in their stead, result-
ing in economies and, dare I say, imiproved
efficiency. This lesson appears to have been
overlooked in the course of the present re-
organization, and I believe it is vitally im-
portant that community physicians are pro-
perly supported by high-calibre administra-
tive and clerical staff, thus freeing them
for their proper work. There are, for ex-
ample, suggestions at present that additional
community physicians should be appointed
at district level, but from my experience of
a moderate-sized district I believe that the
work load can be contained, always provided
that the necessary administrative support is
given and commiunity physicians are not, as
I believe many are at present, expected to
work with the assistance of only a personal
secretary.
There has been some confusion concern-

ing nomenclature and may I point out to
Mr. Pentecost that the (term community
physician is generic and applies to all those
working in community medicine. Specialists
in commnunity medicine, not conmunity
health specialists, are the doctors to whom
he has referred and are those working at
area and regional level in addition to the
area and regional medical officers them-
selves.-I am, etc.,

D. G. H. PATEY
Bury St. Edmunds Health District,
Bury St. Edmunds, Suffolk

Geriatric Chairs

SIR,-In February 1829 a young male patient
at the Lincoln Asylum was accidentally
strangled by a strait jacket. He had been
left in the jacket overnight and found dead
in the morning. This incident was one which
led to the abolition of physicial restraint
within the hospital. The non-restraint move-
ment became national, and in the 1840s it
was acknowledged that under proper con-
ditions all types of psychiatric patient could
be treated without physical restraint.

It seems, however, that the aged may still
not partake in the liberal benefits of non-
restraint. There are in common use in
geriatric and psychiatric hospitals so-called
geriatric chairs. These are tubular steel
chairs with some degree of padding. There
is in front of the patient a tray held firmly
in place by two tubular steel extensions
which fit into the arms of the chair. The
tray is secured in one model by two butter-
fly screws. In another type it swivels out
and is locked by a spring on one of the
upright supports of the arm. The chairs are
wheeled and are so made as not to fa11 over.
They represent every convenience except
freedom for the patient. The elderly patient
who may be confused is unable to co-ordi-
nate sufficiently to remove the heavy tray
and is as physically restrained as if in hand-
cuffs. Recently in Lancashire an emaciated
patient was strangled by slipping down be-
hind the tray and getting her nightdress
caught on the clamping screw.

It will be urged that under present con-
ditions of nursing staff shortage and a re-
lative increase in the aged populaition such
measures are essential. On the contrary, such
meas,ures may produce disinterested nursing
and medical staff and have no part to play
in the modern care of geriatric or psycho-
geriatric patients. Restless patients can often
be much more comfortably nursed in an or-
dinary "recliner" chair. If doctors feel that
geriatric chairs are necessary they should be
alert to their dangers.-I am, etc.,

KINGSLEY JONES
St. Nicholas' Hospital,
Great Yarmouth

The Samaritans

SIR, -In his article on "Stress and Distress"
Professor R. C. B. Aitken (15 March, p. 611)
refers to the assistance given by people in
voluntary organizations in improving a
patient's welfare. This trend has developed
rapidly and (has proved of great value in sup-
plemeniting the (help provided by the medi-
cal, paramedical, and other professional
agencies. The Samaritans are one of these
voluntary organizations. Their central role
is to give immediate help to those in de-
spair or suicidal, but they also deal with a
large variety of human problems, many of
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