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"Expedition Nails"

SIR,-Among the hazards of going to wild
places is thait of protein deficiency. Opti-
mistically, travellers rely on being able to
buy adequate food locally, and sometimes
this optimism turns out to be groundless.
Last autumn I was a member of an expedi-
,tion to the remote highlands of Tigre in
Ethiopia, and for six weeks we existed
largely on local bread (hambasha), eggs, and
very little meat (one hen for all during four
weeks). Stupidly, for financial reasons, we
had not taken adequate tinned meat. In the
course of a month nine out of 10 members
of the expedition, including one Ethiopian,
walked an average of 600 miles (965 km)
in very rugged terrain. On our reiturn (2
October 1974) several of us were weak and
exhausted. In one 52-year-old male the
total serum protein and albumin levels were
normal (77 and 44 g/l (7 7 and 4-4 g/100
ml)) but the blood urea was slightly ele-
vated (86 mmol/l (52 mg/100 ml)). On 10
February 1975 the figures were: total pro-
tein 75 g/l (75 g/100 ml), albumin 43 g/l
(43 g/ 100 ml), creatinine 127 ,mol/l (1-44
mg/ 100 ml), urea 6-64 mmol/l (40 mg/ 100
ml). On neither occasion were the trans-
aminase levels elevated. That and loss of
weight (1-2 stones (6-12 kg)) in all members
suggested that we had been breaking down
our own muscle. In all members of the
party except the cook, the only person who
did not walk long distances and who
lost weight, a white band appeared on all
the nails corresponding in width roughly to
the period of semistarvation.

I have seen the same typical sign in other
members of Oxford expeditions who have
been referred to me by their college doctors
with gastrointestinal upsets for which no
obvious cause could be found other than a
protein-deficient diet and inadequate calorie
intake in the face of severe exercise. In none
were the plasma proteins abnormal. These
changes in the nails are very similar to those
described by Muehrckel in hypoproteinaemic
sta.tes.-I am, etc.,

B. E. JUEL-JENSEN
Radcliffe Infirmary,
Oxford

Muehrcke, R. C., British Medical 7ournal, 1956,
1, 1327.

Myeloid Leukaemia and Cot Deaths

SIR,-It was suggested by Dr. Alice M.
Sitewart (18 November 1972, p. 423) that
myeloid leukaemia might be a numerically
important cause of cot deaths. In some 120
cases of sudden death in infancy in which
deltailed necropsies were carried out between
1970 and 1973 no evidence of leukaemia was
seen. However, in view of the inteiresting
statistical facts put forwrard by Dr. Stewart
and bearing in mind that it is possible that
acute leukaemias may go unrecognized at
necropsy, 30 cases of cot death during 1973
and 1974 were subjected to a particularly
careful haematological examination of the
blood and bone marrow.
No evidence of leukaemia was seen in any

of these cases, the only variation from the
normal pattern being an excess of plasma
cells in the marrow in some infants who had
minor degrees of infection in the respiratory
tract. The significance of the latter is un-
certain, but it would appear from our find-

ings that myeloid leukaemia is not a sig-
nificant cause of cot death.-We are, etc.,

E. TAPP
B. W. OTRIDGE

Department of Pathology,
Withington Hospital,
Manchester

Gentamicin and Gas Gangrene

SIR,-Mr. R. H. Livingstone and Mr. R. I.
Wilson report the use of gentamicin for the
treatment of gas gangrene in their paper
"Gunshot Wounds of the Limbs" (22 March,
p. 667). Since clostridia are resistant to the
aminoglycoside group of drugs, little thera-
peutic benefit could be expected from the
use of gentamicin in clostridial myositis.
Though antibiotic drugs play only a sub-

sidiary role in the treatment of gas gangrene,
the drug of first choice is penicillin and the
second erythromycin. The most important
single factor in treatment is to attempt: to
produce, by the removal of foreign bodies
and dead tissue and the use of hyperbaric
oxygen, an environment in which anaerobic
bacteria are unable to multiply.
A type of myositis clinically resembling

gas gangrene may follow infection by
anaerobic streptococci, often in association
with enterobacteria. Gentamicin may be re-
quired in this condition if the enterobacteria
are resistant to the more commonly used,
less toxic drugs.-I am, etc.,

J. A. RYCROFT
Public Health Laboratory,
Chelmsford

Treatment of Bowel Wounds

SIR,-In tiheir excellent review of "Gunshot
Wounds of the Trunk" (29 March, p. 728)
Mr. H. M. Stevenson and Mr. W. Wilson
recommend the use of primary anastomosis
after resection with, on occasion, an added
proximal deompression in injuries of ithe
large bowel. By their own admission the
intraperitoneal sepsis rate was extremely
high and a number of patients developed
faecal fistulae. The technique stands con-
demned by these complications. Since the
first world war successive generations of
battle surgeons have had to learn the bitter
lesson that exteriorization of colon wounds
with or without resection of damaged bowel
is the only safe method. For a while in
Vietnam it seemed as though an exception
could be made for the right colon, but sepsis
and suture-line complications quickly led
to a reversion to resection with terminal
ileostomy and a mucous fistula. As Mr.
Stevenson and Mr. Wilson so rightly point
out, if the wounded survive to reach hos-
pital ithe main causes of death are now
sepsis and the organ failure that ensues.
Thus every effort should be made to keep
dangerous sepsis in body cavities to a
minimum.

Finally, they comment on the speed with
which in Belfast the casualties reach hospital
and say that in other campaign conditions
longer delays will be likely and thus the
surgical problems posed will solve themselves
by death along the evacuation path. It is
true that each war is unique and, as a recent
publication shows, prediction is extremely
difficult.' Nevertheless, it would be a failure
to recognize the skill and self-sacrifice of

the American and Australian helicopter
crews if I did not point out that the average
time from wounding to field -hospital in
Vietnam was also about 40 minutes and the
difficulties faced by surgeons equally
horrible.-I am, etc.,

HUGH DUDLEY
Surgical Unit,
St. Mary's Hospital Medical School,
London W.2

1 McElwee, W., The Art of War: Waterloo to
Mons. London, Weidenfeld and Nicolson, 1974.

"Doctor in the Army"

SIR,-I read Dr. K. H. Hedges's letter (8
February, p. 333) on the misleading nature
of the R.A.M.C. advertising literature and
administrators' advice with interest. It is
even more interesting when one compares
the relative obscurity of the truth with the
double-page advertisement of promises that
government money can buy.
At one time the B.M.A. refused to ad-

vertise any service posts and personally I
feel this should be done again on two
counts: (a) the generally misleading nature
of the advertising and (b) the fact that the
Government has two standards of medical
pay not equated to the level of responsibility
or the amount of work performed. I refer, of
course, to the service junior staff/N.H.S.
comparison.-I am, etc.,

B. H. VALENTINE
City Hospital,
Nottingham

Possible Role of Laxatives in Analgesic
Nephropathy

SIR,- Recently Drs. T. S. Wainscoat and R.
Finn (21 December, p. 69) proposed the
hypothesis that the regular use of laxatives
might be an important contributory factor
in the pathogenesis of analgesic nephropa,thy.
However, the analysis of their data and our
own findings raise some objections against
this interesting idea.

(1) Two of their 10 patients who were
supposed to have analgesic nephropathy had
used aspirin alone. In the remaining eight
cases the estimated amount of ingested
phenacetin is not exactly indicated ("at
least 5 kg of aspirin or phenacetin"). This
information, however, seeems to be essential,
since observaitions from all over the world
strongly suggest that phenacetin is the most
important (if not the only) causative factor
in analgesic nephropathy. In contrast, the
evidence that aspirin alone may cause
analgesic nepropathy in man is far from
being convincing.'

(2) Our observations in 150 cases with
established phenacetin nephropa-thy differ in
the following points from Drs. Wainscoat
and Finn's findings (their figures in
parentheses): female: male ratio, 104:46
(4:6); mean plasma potassium concentra-
tion, 445 (3-38) mmol (mEq)/l; cases with
plasma potassium concentration of 3-5
mmol/l or less, 9 3% (70%); laxative
abusers, 3-3%//O (80%). In 21 additional
patients with a similar degree of phenacetin
abuse but without nephropathy we found
1444% laxative abusers.

(3) Drs. Wainscoat and Finn compared
the plasma oreatinine levels in two sub-
groups of patients with rheumatoid arthritis
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(25 laxative non-takers and 15 occasional
laxative takers) and found values of 0 74 and
0 97 mg/ 100 ml [65-4 and 85 7 ,umol/l], re-
spectively. It is a priori unlikely that the
occasiomal intake of laxatives should cause
renal impairment of a degree which elevates
plasma creatinine. In view of the small
difference the authors should have shown
that both populations had a similar com-
position at least with regard to sex but also
with regard to duration and treatment of
the rheumatoid arthritis. They explain the
lack of analgesic nephropathy by the absence
of regular laxative takers in their rheumatoid
patients. A more likely explanation seems to
be that aspirin alone rarely if ever causes
analgesic nephropathy and that true
phenacetin abuse seldom occurs in rheuma-
toid arthritis. Only one of our 171 patients
witih pYhenacetin abuse suffered from this
disease.

In summary, we think that the 10 patienits
of Drs. Wainscoat and Finn were a mixture
of aspirin, phenacetin, and laxative users
and abusers but not a representative sample
of patients with analgesic nephropathy. The
latter assumption, however, is the basis of
their argument. Hvpokalemia induced by
laxatives may occasionally contribute to the
renal damage caused by phenacetin, but our
data do not suggest that this occurs fre-
quentlv.-We are, etc.,

K. D. BOCK
T. NITZSCHE

Division of Renal and Hypertensive Diseases,
Universitv Mediical Clinic,
Essen,
Federal Republic of Germany

I Macklon, A. F., et al., British Medical 7ournal,
1974, 1, 597.

SIR,-With reference to the preliminary
communication by Drs. J. S. Wainscoat and
R. Finn (21 December, p. 697) we would
like to make the point that five out of their
eight patients with analgesic nephropathy
and taking laxatives were also abusing
codeine-containing preparations. Constipa-
tion and the need for laxatives would not be
surprising. While it is possible that dehydra-
tion consequent to catharsis might have
exacerbated analgesic damage to the kidney,
the range of laxative preparations taken, in-
cluding liquid paraffin, makes it difficult to
postulate an interaction at the pharma-
cological level.

In Australia the most commonly abused
analgesic preparations are mixtures of
aspirin and caffeine with either phenacetin
(A.P.C.) or salicylamide, but without
codeine. We have recently completed a
retrospeotive survey on the relationship of
drug intake to renal disease. It was found
that 16 out of 18 analgesic abusers with renal
papillarv necrosis (R.P.N.) at necropsy had
taken A.P.C. preparations. Only one patient
took laxatives regularly. No evidence of ex-
cessive analgesic consumption could be ob-
tained for a further 13 patients found to
have R.P.N., however, and 15 out of 118
patients without evidence of R.P.N. took
analgesics habitually-findings which are
consistent with the results of most other
studies. It may be, as Drs. Wainscoat and
Finn have suggested, that drug.rinteractive
effects represent aetiological factors in the
pathogenesis of analgesic-associated renal
damage, but we consider that the scope of

their investigation should be widened to in-
clude the concomitant use of other drugs,
whether prescribed or abused. Drugs such as
barbiturates, alcohol, and psychotropic drugs
have also been taken by patients exhibiting
renal damage which has been attributed pri-
marily to analgesic abuse.1 2 Brief reference
was made by Drs. Wainscoat and Finn to
the existence of depression in two of their
cases, and presumably these conditions re-
ceived drug treatment.
Our survey has revealed a positive corre-

lation between the consumption of analgesics
together with a variety of other drugs, such
as antihypertensives, diuretics, and antacids,
and R.P.N. While it is clear that some of
these drugs may be prescribed to correct the
sequelae of the renal lesion, an interactive
component in its pathogenesis cannot be
ruled out.-We are, etc.,

L. ARNOLD
CATHERINE COLLINS

G. A. STARMER

Departments of Pathology and Pharmnaco gcly,
University of Sydney,
New South Wales, Australia

I Murray, R. M., British .7ournal of Psych-atry,
1973, 123, 99.

2 Koch, B., et al., Canad&an Mej1ical As ociarion
journal, 1968, 98, 8.

Tube Transplants

SIR,-In your leading article on this subject
(1 February, p. 230) two controversial
aspects were documented which I feel re-
quire further elucidation.

Firstly, while agreeing that an "adequate
blood supply must be maintained" if a
Fallopian tube transplant is to succeed, I
was surprised to read the quotation regard-
ing the patency rates observed when side-
to-side uterine arterial anastomoses were
used to vascularize the grafts performed in
our laboratory. Using a continuous suture
technique the patency rate for an end-to-end
uterine arterial anastomosis in the pig was
only 24%/. However, when the uterine
arteries were anastomosed in a side-to-side
manner patency rates of 50''(, in pigs and
more than 75 ,° in ewes were reported.' In
view of the fact that use of a uterine arterial
side-to-side anastomosis in the ewe was not
"attended by a high incidence of thrombosis
in the vessels of the graft" I do feel that this
statement regarding side-to-side vascular
anastomoses confined to pigs may have been
misinterpreted by our colleagues.
Though higher patency rates of uterine

arterial anastomoses may yet be recorded
when the operative microscope is used in
large experimental animals, I would suggest
that the long-term aim of researchers in this
field is to facilitate vascularized transplanta-
tion of the Fallopian tube by developing a
relatively simple and fairly easily reproduc-
ible technique. The diameters of the uterine
arteries observed in mature ewes and pigs
comrpare favourably with those seen in
human females. From the technical point of
view the above-mentioned arterial patency
rate observed in ewes indicates that use of
the operative microscope may not be an
absolute requiremenit for completing a
vascularized oviduct transplant. Tfhe implica-
tion in centres where surgeons may not have
access to the operative microscope for many
years is obvious. In such centres there may

be many patients requiring Fallopian tube
transplants if they were proved to be
efficacious in treating infertility caused by
extensively damaged oviducts. It would be
unrealistic to expect the thousands of
potential candidates for this operation to be
referred to one or two centres, where the
waiting list alone would preclude them from
undergoing the procedure before their
menopause.

Regarding the animal pregnancies which
were "achieved after tubal autotransplanta-
tion, using a microsurgical technique and
end-to-end vascular anastomosis," while I
am fully cognizant of the brilliant micro-
surgical technical achievement reported by
Winston and McClure Browne,2 these
authors transplanted the rabbit oviduct
together with its ipsilateral ovary. This type
of operation involving transplantation of
germinal epithelium and donor genes would
be questionable on ethical grounds in many
quarters were it to be employed in human
females.
To the best of my knowledge no preg-

nancy has been reported following trans-
plantation of the Fallopian tube alone. Until
gestation is observed to follow such an
operation (that is, transplantation of a
Fallopian tube to an ovary other than its
own) the functional result of a Fallopian tube
transplant operation must remain suspect.
-I am, etc.,

B. M. COHEN

Department of Obstetrics and Gynaecclogy,
University of Cape Town

I Cohen, B. M., in Proceedings of VIII World
Congress of Fertility and Sterility, 1974,
Buenos Aires. In press.

2 Winston, R. M. L., and Browne, J. C. M.,
Lancet, 1974, 2, 494.

Prolactin Studies, Pituitary Tumour, and
Reproductive Function

SIR,-We were most interested in the report
by Dr. D. F. Child and others (15 March,
p. 604) of a linear relationship between the
logarithm of the basal serum prolactin con-
centration and the lateral area of the
pituitary fossa in patients with hyper-
prolactinaemia and pituitary tumour. Last
year we first drew attention to the aetio-
logical significance of hyperprolactinaemia
in patients with amenorrhoea but without
galactorrhoea.1 More recently,2 3 when we
reviewed our findings in a series of over
100 women who presented with amenorrhoea
and whose prolactin status was assessed, we
found that all but one of those with
pituitary tumours had hyperprolactinaemia,
regardless of whether they had galactorrhoea
and of whether they were studied before or
after pituitary ablative treatment. Treat-
ment of these non-galactorrhoeic patients
with bromocriptine (kindly supplied by Dr.
E. R. Evans of Sandoz Ltd.) restored ovula-
tion so long as gonadotrophin production
was demonstrable. In this group we defer
ovulation induction with bromocriptine until
the pituitary tumour has been dealt with.
We also found that about 20% of

patients with functional secondary amen-
orrhoea (in whom lateral and posteroanterior
tomography of the fossa was normal) had
hyperprolactinaemia. Treatnent of these
patients too with bromocriptine induces
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