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to have a regular pulse with ectopic beats, a fourth sound, and coarse basal
crackles. There was a post-herpetic scar extending laterally on the left side
of the chest in the T4 dermatome. The ECG showed a typical anterior myo-
cardial infarction, and there were confirmatory enzyme changes. Recovery
was uneventful.

(3) A bricklayer aged 60 had a head injury in 1960. This was followed by
pain in both arms. In 1968 a neurologist found no abnormal physical signs
but x-ray examination showed a disc lesion at C4-5. He presented in 1975
with pain radiating to both arms in the distribution of his previous chronic
pain but with no chest pain. He was admitted, despite the atypical history,
because of ECG changes diagnostic of anteroseptal myocardial infarction.
These evolved as usual and were accompanied by enzyme changes. He made
an uneventful recovery.

Comment

These three cases share the characteristic that their cardiac pain,
when it occurred, was at the site of previous undoubted somatic
pain. The term "facilitation" has been used to describe this type of
radiation of cardiac pain,3 implying that pain impulses reaching the
thoracic cord followed pathways previously established by a somatic
injury and suggesting some form of somatic memory for pain. It is
now known that somatic input can suppress visceral input in the cells
of the dorsal horn of the cord, and that interactions of inputs can be
modified by impulses descending from the brain.4 The precise mech-
anism by which previous somatic pain leads to altered localisation of
visceral pain remains unclear, though it may be mediated at a cortical
level. We were unable to try to suppress the pain in our cases with
local anaesthesia as reported in cases of cardiac pain referred to a
phantom limb.5 This, however, is a different phenomenon, where the
pain follows a "normal" distribution. Referred cardiac pain should be
borne in mind in a patient with unusual chest pain and the possibility
ofother local disease considered in patients with cardiac pain of atypical
distribution.
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An outpatient medication record

In view of the increasing use of potent medicines an accurate record
of all medicines is essential for adequate patient care. We report here
the introduction of a medication record sheet to outpatient clinics in
the Aberdeen teaching hospitals.

Methods and results

The number of outpatient attendances arising from each new referral, the
number of medicines recorded at each attendance, and the number of
different specialist clinics attended concurrently were considered when
designing the sheet. It was designed to facilitate recording information about
all medicines, whether advised by general practitioners, recommended by
hospital doctors, taken as self-medication, or administered in the outpatient
clinics. The sheet (see figure) was used on a trial basis in five different
specialist outpatient clinics. The doctors were asked to record all medicines
taken by patients in the two weeks before the patient's first attendance at the
clinic and all medicines they recommended. They were asked to update the
record at subsequent visits so that information about current medication was
prominently displayed. After four months of general use the amount of
information recorded and the adequacy of the format of the record were
assessed by examining the case notes of patients subsequently attending the
different clinics. On the day before the appointment the case notes were
scrutinised and details about medication were obtained from the most recent
hospital and general practitioner letters. Entries made in the medication

record sheet were also noted. On the day the patients attended they were
interviewed (ZGE, TAJ) about details of current medication, including self-
medication, after their consultation with the doctor. The notes of these
patients were subsequently re-examined, and information about medicines in
the medication record sheet was compared with the information obtained
from correspondence and at the interview. We repeated this procedure for
patients returning for further review.
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Example of partially completed outpatient medication record.

In the run-in period 1027 patients attended the five clinics. Of these only
162 patients were eligible for study because an outpatient attendance was
planned within the subsequent six months. Sixteen patients failed to attend.
No information appeared on the sheet for a further 48 patients, although
medicines had been either prescribed or recommended for 26 of these. Of
the remaining 98 patients (average age 55 years; 51 men), 22 had empty
record sheets, and they confirmed at interview that they had not been taking
any medication. For the remaining 76, 333 medicines were ascertained
either at interview, from the correspondence, or from the medication record.
Altogether 270 (81 %O) medicines were recorded on the medication record
sheet; fewer than 1 % had been taken as self-medication. Of the remainder
(63 medicines, 44 patients) not recorded on the medication record sheet, 15
(5 %) had been taken as self-medication, the commonest being analgesics,
while the 48 (15 %) prescribed medicines comprised mainly analgesics,
hypnotics, and oral contraceptives. The case notes of the 44 patients for
whom 63 medicines had not been recorded on first attendance were re-
examined. All attended for further review, and two-thirds (40 prescriptions)
of the omissions were subsequently recorded. By the second consultation
93 % of the medicines were recorded on the outpatient medication sheet. All
columns in the sheet except the optional "date commenced," "problem
number," and "comments" were completed in at least 90 % of cases. During
the trial the average number of lines used on a first visit was 3-3.

Comment

Standardised hospital drug recording procedures such as that
introduced in Aberdeen by Crooks et all have proved of value, and,
because of failures in communication about medicines taken by
patients attending outpatient departments,2 an outpatient sheet was
developed along similar principles.
The trial showed that the format of the sheet was acceptable in five

different clinics. It has now been accepted for general use, and further
studies are planned to ascertain its usefulness. Although the recording
required some effort, the results during the study showed that the
recording procedure was fairly satisfactory, providing information not
previously available in a readily identifiable form in the case notes.
The procedure will, however, always be deficient in certain respects
and some compromise is necessary between the aim of recording total
information about drugs and the willingness of doctors to record. Even
with this limitation, use of the sheet should improve the transfer of
information about drugs between doctors and patients, increasing the
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doctor's awareness about current drug treatment, and is in the overall
interests of patient care.

We thank all doctors in ward 4, Aberdeen Royal Infirmary, and ward 3,
Woodend General Hospital, who participated in this study and gave helpful
advice. We also acknowledge the financial support of the DHSS and SHHD
to the Medicines Evaluation and Monitoring Group.
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Incidence of postoperative deep vein
thrombosis in Nigerians using
1251 -labelled fibrinogen

The incidence of clinically detected postoperative deep vein throm-
bosis (DVT) in Africans has been reported to be low,1 2 while studies
in Western series have shown a high incidence using "'I-labelled
fibrinogen. There have been few studies of the incidence of DVT in
Africans using "251-fibrinogen, and this report describes the true
incidence, as detected by 125I-fibrinogen, among Nigerians.

Patients, methods, and results

One-hundred and twelve consecutive Nigerian patients (92 men, 20
women) aged 40-94 years (mean 62 years) undergoing surgery under general
anaesthesia in the University of Benin Teaching Hospital were studied.
Ninety per cent of the patients were from the urban area of Benin city,
comprising civil servants, factory workers, and labourers, while the remaining
10 o came from the rural areas of Bendel State and were mostly farmers. The
diet of both groups was essentially a high-fibre Nigerian one. The weights
of some of the patients were not recorded but most were of average weight.
Patients who had operations on the neck and legs or had a recent history of
DVT were excluded. The thyroid gland was blocked by giving sodium
iodide 100 mg orally 24 hours before operation and then once a day for
three weeks; 100 ,uCi of "25I-labelled fibrinogen (obtained from the Radio-
chemical Centre, Amersham) was injected intravenously into each patient
two hours after operation. Scanning with Pitman's localisation monitor
235 was carried out from the first to the 10th day after operation, and any
physical signs ofDVT were noted. Details of the test and criteria for diagnosis
of DVT have been described elsewhere.3

Thirty-four patients (20 men, 14 women) developed postoperative DVT,
giving an incidence of 30 % (22 % among men; 70 °% among women). DVT
occurred in only the right leg in 10, in only the left leg in 18, and in both
legs in six patients. DVT was localised to the calf in 30 patients and extended
to the lower third of thigh in four. Twenty-four patients (70 %) developed
DVT within 72 hours and four developed it on the fourth, three on the
fifth, two on the ninth, and one on the tenth day after operation. Four
patients were found to have DVT by physical signs. Ten of the 34 patients
who developed DVT were overweight while two were underweight.

Comment

The impression that postoperative DVT in Africans is rare is
widely held largely because clinical methods of detecting DVT have
been used. Nevertheless, physical signs are well known to be un-
reliable, and the "25I-labelled fibrinogen technique has been found to
be the most sensitive and accurate way of detecting the true incidence
of postoperative DVT originating in the calf.3
The results of studies in African series have been conflicting:

Hassan et al4 found an incidence ofDVT of 9 60,% in Sudanese patients
while Joffe5 found an incidence of 500, in the South African Bantu.

The incidence in this series of Nigerians of 300) is similar to the
incidences in the South African and Western series. The finding that
patients who had undergone prostatectomy had the highest incidence
ofDVT (72co) also agrees with findings in other studies. The Nigerian
patient aged 40 and over is therefore probably at similar risk of
developing DVT as the Caucasian.

I thank the Research Committee of the College of Medical Sciences,
University of Benin, Benin City, Nigeria, for providing funds for this study
and Miss Queen Okwuashi for secretarial help.

This paper was read at the 3rd Scientific Conference of the Nigerian
Surgical Research Society held in the University of Lagos in November 1977.
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Ondine's curse after carotid
endarterectomy

Carotid endarterectomy is being used increasingly in the management
of cerebrovascular disease. Complications are few and infrequent' but
we would like to report one not described.

Case report

A 57-year-old normotensive woman with a recent history of transient
dysarthria and left-sided weakness was shown by angiography to have
bilaterally narrowed internal carotid arteries and vertebral arteries free of
disease. She was scheduled for carotid endarterectomy. After premedication
with papaveretum (10 mg) and atropine (0-6 mg), anaesthesia was induced
with thiopentone (400 mg) and maintained with nitrous oxide, oxygen, and
halothane. The trachea was intubated after suxamethonium (50 mg)
administration, and ventilation was controlled with the aid of pancuronium
(6 mg). After heparinisation (15 000 IU) a right carotid endarterectomy was
performed. The carotid artery was clamped for 50 minutes and the blood
pressure maintained at 140/80 mm Hg. Postoperative recovery was uneventful
without neurological sequelae.
One week later an identical procedure was performed on the left side.

Anaesthetic details were identical except that the patient was allowed to
breathe spontaneously. Eighteen minutes after carotid clamping the patient
developed Cheyne-Stokes respiration, and ventilation was assisted for the
remainder of the period of clamping (20 minutes). Thereafter the respiratory
pattern was clinically normal until transfer to the recovery area 50 minutes
later. The patient was extubated fully conscious, but five minutes later
became apnoeic and cyanosed. The trachea was reintubated and the patient
ventilated with oxygen. Naloxone (0 4 mg) was given intravenously, but
although still conscious she remained apnoeic. We noted that she would
breathe spontaneously when the suction cap on the endotracheal tube was in
place and the reservoir bag on the Waters canister full, but became apnoeic
immediately after the cap was removed. Verbal or physical stimulation, or
replacing the suction cap to distend the reservoir bag, would restore
spontaneous ventilation.

After transfer to a respiratory intensive care unit exactly the same picture
was confirmed. She was noted to be apnoeic for up to 45 seconds before
discretion dictated some stimulus to respiration-a simple quiet command
was adequate. For six hours she remained in this state but thereafter was
able to breathe adequately. When reviewed two months later she showed no
abnormal neurological features.

Comment

Postoperative apnoea has many causes, including the continued
effect of the premedicant, the anaesthetic, and neuromuscular blocking
drugs, although these would not seem to be implicated in this case.
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