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with central retinal vein thrombosis reported by Kohner and
associates'0 failed to detect any difference in the visual out-
come. Nevertheless, the work of Ring and associates5 suggests
that further evaluation might show that it has a role in treating
this condition.
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Antibiotics for otitis media

How to treat otitis media in children remains a subject of
varied practice and controversy. The latest of a long series
of admirably thorough American studies' was based on 383
patients aged between 3 months and 5 years. Fluid obtained
by needle aspiration of the middle ear was cultivated, often
yielding pathogens only when the needle was washed out into
broth. It grew pneumococci in 31% of cases, Haemophilus,
mainly non-typable H influenzae, in 22%, both organisms in
5,00 and group A streptococci in 300. Four treatments were
studied on a double-blind basis: amoxycillin, penicillin V,
erythromycin alone, and erythromycin combined with triple
sulphapyrimidines. The best results were obtained with
amoxycillin in both main types of infection, but in Haemophilus
infections only the erythromycin-sulphonamide combination
performed equally well; erythromycin alone and penicillin V
were both less successful.

Observations included assays of the drugs in both blood and
middle ear exudate in a few patients, and the in-vitro sensitivi-
ties of some of the strains were also determined to the three
antibiotics. It seems from the table that the in-vitro tests
were done not with penicillin V but with penicillin G. If this
was actually so it implies that the two penicillins were thought
to have equivalent activity against H influenzae. Clearly it
should be recognised more widely that the activity of penicillin
G against this organism exceeds that of V by fully fourfold.2
Phenoxypenicillins are all less active than benzyl penicillin
against Gram-negative bacteria generally, with differences
which among enterobacteria are even larger.3 Had these tests
been done with penicillin V, a reason for its poorer per-
formance would have been apparent. On the other hand,
Kamme et al4 found that adequate doses ofV could produce a
level of4 ,ug/ml in middle ear exudate, which is a concentration
usually just inhibiting H influenzae, and obtained satisfactory
results with it.
The paper also reviewed earlier American work. A group

at the Mayo Clinic5 compared Bicillin (a mixture of potassium,
procaine, and benzathine penicillins) alone and combined
with triple sulphonamides and with tetracycline in a series of
462 cases, much to the advantage of the two combinations.
They6 later repeated a comparison simply of Bicillin alone

and with sulphonamides, the latter having previously given
rather better results, and found little difference. Still earlier
work had shown that sulphonamides alone are inferior to tetra-
cycline, and, since tetracycline has been found inferior to
penicillin, both can now be left out of account. Another group
in Honolulu7 first compared ampicillin, penicillin and sulpha-
furazole, and oxytetracycline to the disadvantage of the last
but with little to choose between the first two, and later8
penicillin V with and without sulphafurazole, erythromycin
estolate, and ampicillin, and found all four treatments equally
effective. In the wake ofthe 1973 papers one ofthe Mayo Clinic
workers wrote an editorial9 asking how many more treatment
trials were needed in otitis media. His conclusions were that
penicillin is as good as any other antibiotic; that it can be given
either intramuscularly or as tablets (on which point, as already
stated, we disagree); that additional sulphonamides are un-
necessary; and that the superiority of ampicillin over penicillin
is unproved.
The difficulty which has been found in distinguishing be-

tween the merits of different antibiotic treatments can perhaps
be explained by the fact that most cases resolve spontaneously.
Only a little chemotherapeutic help may tip the balance in the
patient's favour when the outcome is otherwise doubtful, and
even if the drug is not the best choice it may still serve. Peni-
cillins should be at the top of the list, and there is not much to
choose between them for a pneumococcal or streptococcal
infection. In the under-5s, however, H influenzae is common
and must be catered for. Here benzyl penicillin is more active
than a phenoxypenicillin, though it is less convenient to
administer; ampicillin more active than benzyl penicillin by a
further fourfold difference; and amoxycillin, having the same
activity as ampicillin but being much better absorbed, should
(theoretically at least) be the most effective of all. Penicillin V
appears the least promising, for it not only has a lower intrinsic
activity but is also poorly absorbed and more highly protein-
bound.
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Spontaneous pneumothorax.
Uncomplicated or benign spontaneous pneumothorax is a
puzzling disorder usually affecting otherwise healthy young
men. It was first differentiated from pneumothorax complicat-
ing tuberculosis by Kjaergaard,1 and studies in military
personnel have suggested that its incidence is not declining.2
The greater incidence in males is unexplained, but the associa-
tion with tall thin stature may arise because the mechanical
stresses at the apex of the lung increase with lung height.3
Localised abnormalities may be found in the upper lobes,4
consisting of thin-walled cysts surrounded by fibrosis,
collapse, and non-specific inflammation. In one recent study
the edge of the posterior part of the first or second rib was
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found to project sharply into the pleural cavity in most of a
group ofyoung patients undergoing thoracotomy for treatment
of recurrent pneumothoraces, and it was suggested that this
was in some way related to the cause of the pneumothorax.5
Undoubtedly many cases of pneumothorax are associated with
underlying lung diseases including asthma, chronic bronchitis,
emphysema, cystic fibrosis, tuberculosis, lung cysts and
abscesses, staphylococcal pneumonia, bronchial neoplasm,
and honeycomb lung. Other rare causes are Marfan's syndrome
and endometriosis.

Apart from universal agreement that a tension pneumothorax
should be relieved immediately there is no consensus of
opinion about the best way of treating spontaneous pneumo-
thorax causing less severe symptoms. When a pneumothorax
occurs in association with lung disease the patient is usually
breathless, but prompt relief occurs after inserting an inter-
costal drain with an underwater seal. Subsequently, chemical
or surgical pleurodesis may be considered, but the choice in
the individual case will be influenced by the severity of the
underlying disease; whether the patient has had previous
pneumothoraces; and in part on the previous experience of
the physician or surgeon.
The treatment advocated for an uncomplicated pneumo-

thorax in an otherwise healthy young adult varies widely.
Some authors adopt a conservative, non-invasive policy for
all but the most resistant cases.6 Others advise prompt invasive
treatment for all patients.7 The rate of reabsorption of air
from a pneumothorax without intervention is about 1.25%
of the total radiographic area per day, so that a moderate
sized pneumothorax may take 4-6 weeks to resolve.8 The rate
of resolution can be increased up to fourfold by administering
large quantities of oxygen for long periods,9 but this treatment
may be uncomfortable for the patient. As it is normal to
advocate rest during resolution conservative management
necessitates a lengthy period of unemployment, which may
be unacceptable for a young man with dependants. For this
reason it is common to proceed directly to intercostal intuba-
tion with an underwater seal or a Heimlich flutter valve'0 for
all but small Dneumothoraces.
Modern plastic intercostal tubes are easy to insert, but the

traditional red rubber tube is more irritant and may stimulate
adhesions, making a recurrence less likely. The tube should be
inserted in the second intercostal space in the midclavicular
line or in a lower space in the mid-axilla, where it may be more
comfortable. The choice of site depends in part upon the site
and size of the pneumothorax. About 90 mm of tube should
be inserted, and the tip should be directed to the top of the
pneumothorax. In many cases the lung will then expand fully
within 24 hours, and most pneumothoraces will have resolved
within five days. Once the lung is fully expanded the tube
should be clamped, and if the pneumothorax does not recur
the tube may then be removed. If the lung fails to expand
fully a negative pressure of 2-4 kPa may be applied with a
simple vacuum pump.

Failure of resolution within 5-7 days indicates that surgical
repair of a bronchopleural fistula, with or without pleurodesis,
is likely to be necessary. A pleural effusion or haemothorax may
occasionally complicate a pneumothorax requiring a second
intercostal tube for drainage, and for a haemothorax prompt
surgical repair may be advisable.'1 Recurrent spontaneous
pneumothorax should be treated by pleurodesis, and in most
centres partial parietal pleurectomy or abrasion pleurodesis is
preferred to chemical pleurodesis by instillation of kaolin or

silver nitrate. The latter treatment may be very painful and is
frequently only partly effective.
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Saving money by self-help

Are general practitioners' surgeries crowded with patients
wasting everyone's time with their trivial complaints? This
question always provokes violent disagreement among doctors.
Some apply objective tests and believe that the only good
patient is an ill one, who ideally should have a serious, treatable
organic disease; others argue that any patient who believes
he needs a doctor should have access to medical reassurance
and advice. The controversy has been given new life by the
recent NHS economy drive, with Mr David Ennals asking
GPs to prescribe less and every health authority desperate to
save money.

Should we, then, encourage patients to treat themselves?
Is self-help a medical virtue ? Last week the open section of
the Royal Society of Medicine agreed that it was, and several
speakers also suggested that doctors were themselves to blame
for much of the dependency shown by their patients. When a
patient comes into the consulting room with a self-limiting
illness or injury we all know that any prescription is just a
placebo; but we also know that it is quicker and easier to
prescribe than to explain that no treatment is necessary.
Furthermore, every time a doctor takes the easy way out he
reinforces the patient's belief that there is a "pill for every ill."

Attitudes cannot be changed overnight, and it would be
unrealistic to expect habit and beliefs established over thirty
years to be eradicated easily. The first need is for more
and better health education, especially in schools. Most people
are still unaware of the natural history of common and recur-
rent disease and its likely response to treatment. There is
enormous popular interest in health and medicine, but sadly
the popular media concentrate only too often on nine days'
wonders, new wonder drugs, technical advances, scare stories,
or controversial issues such as the safety of pertussis vaccine,
to the exclusion of discussions of a healthy life style and simple
self-treatment. If we are going to encourage patients to take
more responsibility for their own health, then we must be
prepared to spend more time talking to patients-and listening
to them. It may take longer to explain the nature of his illness
and its management to a patient, but one session of explanation
may prevent a whole lifetime of visits for self-limiting disease.
Fewer "instant prescriptions" may save money; more im-
portant, surely, are the other benefits of self-help-less
iatrogenic disease and a return to the old virtues of self-reliance
and independence.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6049.1407-a on 11 D
ecem

ber 1976. D
ow

nloaded from
 

http://www.bmj.com/

