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the safety and efficacy of the 36 000 products which can be
prescribed and which existed before it was set up. The
Committee must surely have priorities in examination of
established medicines, and it might be useful for it to review
the antirheumatic drugs as one of those priorities. Anti-
rheumatic drugs account for half the commonly reported
iatrogenic deaths in Britain, and gold therapy produces the
highest number of deaths per prescription.7

So the question still remains in 1975, is gold therapy worth
the risk ?
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Humidification of
Inspired Air

There is a widely held belief that breathing dry air, as
produced by heating systems in the home, offices, or factories
is bad for health, leading to sore throats, dry skin, headaches,
a feeling of nasal stuffiness, sinus trouble, and to an aggravation
of respiratory diseases such as chronic bronchitis and asthma.
Moreover, dry air is said to have a deleterious effect on
furniture, fabrics, paper, pianos, pictures, and plants and to
favour the development of static electricity.'

Humidity is usually expressed as relative humidity, R.H.,
which is the amount of water vapour or moisture in the air
expressed as a percentage of the maximum possible at that
temperature. If air in a room has a certain relative humidity
and the temperature of the room is raised without increasing
the moisture content, the R.H. must inevitably fall. The
average outdoor level of R.H. in Britain is between 70% and
80%; with central heating indoors, this may drop to 25% or
lower.
The humidification of inspired air in health is performed

by the nose, which acts as an air conditioner supplying warmth
and moisture and removing particulate matter. Dry ambient
air is said to dry the mucus and stops mucociliary flow in the
nose, which is an important defence mechanism against
inhaled pathogens. Indeed, it has been stated that the R.H.
should not fall below 30%o at comfortable indoor tempera-
tures.2 Certain irritants, such as sulphur dioxide in the inhaled
air, can lead to a marked decrease in nasal mucous flow and
to nasal discomfort.3
The remarkable efficiency of the healthy human nose as a

humidifier has been shown recently in a study4 of exposure
for up to 78 hours to dry air. The effects of dry air on nasal
mucous flow rate, nasal resistance, forced vital capacity, skin
resistance, and discomfort were measured in eight young,
healthy men exposed to clean air at 23°C in a climate chamber.
After 27 hours at 5000 R.H. they lived for 78 hours at 9%
R.H. and then returned to the initial level of 50% R.H. for
20 hours. No smoking was allowed in the climate chamber,
but exercise was taken during exposure to low R.H. on a

bicycle ergometer for 20 minutes, the exercise being adjusted
so that the pulse rate was greater than 165 beats per minute.
At rest, no significant changes were observed throughout the
experiment in the nasal mucous flow rate or in the other
measurements made. A ten-fold increase in nasal respiration
during 20-minute periods of exercise in the dry air caused no
change in mucous flow rates. No changes were observed in
nasal or tracheal bronchial resistance, except for a 58%
increase in calculated cross-sectional nasal area during
exercise. The volunteers' assessment of discomfort correlated
poorly with the actual humidity conditions: even when
breathing air with a relative humidity of 9% they reported
no adverse symptoms in the nose or elsewhere. The research
group concluded that there is no physiological need for
humidification of the inspired air.

So it seems that when the human nose is healthy the
inspired air may be adequately humidified even when its
relative humidity is low. However, if the nose is bypassed by
a tracheostomy, or mouth breathing during sleep, or during
oxygen therapy the most important humidifier of the res-
piratory tract system is removed, and the air will be less well
humidified. Some humidification is achieved in the lower
respiratory tract, but when there is infection and in bronchitis
and asthma, where there is excess secretion or increased
viscosity, this humidification is even less effective. Moreover,
as Andersen et al. emphasized, their results were valid only
for exposure to clean air at a constant temperature and did not
apply necessarily to exposure to air containing dust or other
contaminants or to conditions with changing temperature.
The air in a room containing cigarette smoke must surely
impair the humidifying capacity of the nose.
The nose may be an excellent humidifier under perfect

conditions, but when it is bypassed or the air is not clean,
the ambient air should probably have a relative humidity of
30-50%; this is especially important when there is a domestic
heating system in operation. Even a jug of water in the room
will give some improvement in humidification; more effective
humidifiers are available commercially at modest cost.
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Solitary Pulmonary Nodules

The management of an asymptomatic patient in whom a
solitary, well-circumscribed pulmonary opacity (coinl lesion)
has been discovered on routine x-ray examination is a peren-
nial problem. The differential diagnosis in these cases includes
bronchial carcinoma, a single pulmonary metastatic deposit, a
benign tumour or cyst, and a tuberculous focus. With few
exceptions the nature of the lesion can be established only if
it is resected and submitted to pathological examination. In
some cases there may indeed be no logical alternative to this
policy, as for example when the patient is middle-aged or
elderly, is a heavy cigarette smoker, and is known to have had
a normal chest radiograph within the previous two years. To
withhold or delay thoracotomy in these circumstances may
be to deny the patient effective treatment for what may prove
to be an early bronchial carcinoma. Though recent technical
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advances in bronchoscopy, bronchial brush biopsy, and
cytological examination of sputum may provide a positive
diagnosis of tumour in a small proportion of these cases,
negative findings do not exclude that diagnosis and should not
be allowed to influence the decision on whether or not to
advise resection of the lesion.
Some patients may be unfit for surgical treatment because

of poor respiratory function, but there is no consensus of
view on how they should be managed. Radiotherapists are
often reluctant to irradiate a pulmonary lesion when there are
no substantial grounds for a diagnosis of bronchial carcinoma,
but will usually be prepared to do so if the opacity definitely
increases in size after a period of observation. Since tuber-
culosis is the most likely alternative diagnosis in these cases
many physicians advise antituberculosis chemotherapy during
this period if the patient is a positive tuberculin reactor, on
the assumption that there is nothing to be lost by "treating the
treatable." Reduction in the size of the lesion after three or
four months of treatment gives indirect confirmation of the
diagnosis. Sputum or laryngeal swabs should have been
examined for Mycobacterium tuberculosis in every case as part
of the primary investigation. Another approach sometimes
advocated is to give a test dose of x-ray therapy to the lesion.
If it diminishes rapidly in size a diagnosis of bronchial
carcinoma may be assumed, and a full course of treatment
should then be given.

In younger patients solitary pulmonary nodules are more
likely to be benign than malignant; and this might be expected
to alter the approach to their management, but in practice
many of these lesions are still being resected unless they are
calcified. In a recent study by Trunk et al.1 of 137 patients who
had solitary pulmonary nodules resected, there were 44
patients under the age of 35, and in none of these cases was
the lesion a bronchial carcinoma. In a review of the literature
Trunk et al. found that less than 1% of all resected solitary
nodules in this age group were malignant, and they concluded
that operation was unnecessary in such cases. On the other
hand, thoracotomy is not a hazardous procedure in this age
group, and resection of the lesion can provide, at little risk
to the patient, the welcome security of a definite diagnosis,
which in most cases will eliminate the need for a long period
of regular observation. Many of these patients will also be
spared unnecessary antituberculosis chemotherapy-often
advised if the tuberculin test is positive. No rational policy can
be formed on the management of individual patients in the
face of these confficting philosophies, and until better methods
of diagnosis are available there will always be a difference of
opinion on whether or not to resect solitary pulmonary nodules.

Virtually all lesions in which deposits of calcium can be
demonstrated are benign and should not be resected. Calci-
fication may be difficult to detect on conventional x-ray films,
and the investigation of solitary pulmonary opacities should
always include tomography. The differential diagnosis of a
calcified opacity is mainly between tuberculosis and hamar-
toma, and the only problem in these cases is to decide whether
or not to advise antituberculosis chemotherapy. In general,
this should be given if the patient is a positive tuberculin
reactor and if a substantial portion ofthe opacity is uncalcified,
but even in these cases it may be justifiable, particularly if the
lesion has a sharply defined margin and is thus more likely
to be a hamartoma, to withhold treatment provided the
patient can be kept under observation.
Many patients who present with solitary pulmonary

opacities have been x-rayed before, and re-examination of the
earlier films, if they are available, may confirm that the lesion
has been present for long enough to exclude a diagnosis of

bronchial carcinoma. It that way a useful number of un-
necessary thoracotomies can be avoided.
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Spinal Manipulation
A perennial area of conffict between orthodox and fringe
medicine lies in the place of manipulative therapy for spinal
pain. The British Association for Rheumatology and Rehabili-
tation, with the support of the D.H.S.S., recently organized a
multicentre controlled trial of the effects of manipulation on
low back pain, and the results appear at p. 161.
Any investigation of spinal pain is beset by the difficulty of

finding objective, measurable features. The main symptom is
pain, and the signs of limited movement and limited prone
and supine leg szetching are largely secondary to pain.
Patients were admitted to the trial only if they were aged
20-50, had painful limitation of movement of the lumbar
spine, and had no contraindication to any ofthe four treatments
compared. It could be argued that it would have been better
to limit the trial to two groups: one to be manipulated (mobili-
zed) and one to be corseted (immobilized). The addition of
two more groups, one treated by physiotherapy of choice and
the other by analgesic tablets, contributed little and may even
have blurred the focus on the early response to manipulation
by halving the numbers available for analysis. Since manip-
ulators from several "schools" participated, including an
osteopathic physician, it was not possible to standardize the
techniques used.
The results hinted that manipulative treatment may give

quicker relief than the other treatments used, but by three
weeks there were no marked differences. Glover' reported a
similar finding in a single-blind trial comparing manipulation
with detuned shortwave in 81 patients: more ofthe manipulated
patients achieved immediate relief, but this difference was no
longer apparent at the end of a few days.
The results bear out the clinical impression that low back

pain is a recurrent syndrome with periods of exacerbation
which may last up to eight weeks but which tend to settle
spontaneously. Undoubtedly some patients can be dramatically
relieved by manipulation, as anyone who has experienced this
personally will bear out, but such cases are difficult to preselect.
Further studies should, perhaps, be designed specifically to
assess the benefit of manipulation within the first week of
lumbago with recent onset. There is no indication that in the
long term manipulation affects the outcome either favourably
or adversely. Since for the forseeable future facilities in the
hospital service will have to be rationed no case has been shown
for providing widespread facilities for manipulation.
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Fetal Damage from Breech
Birth
Trauma, often associated with asphyxia, is the main threat to
the life of the baby in breech birth, though other factors such
as low birth weight, placenta praevia, and congenital anomalies
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