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Mastectomy and its consequences

SIR,-We write in total support of the views
expressed by the surgeons of North Tees in
their paper "Mastectomy and its consequences"
(24 April, p 1246). Despite much literature
and research defining the psychological
problems and needs of patients who have had
mastectomies,l 2 their problems remain
generally unanswered.
Over the last three years at King's College

Hospital we have established a counselling
service for patients with early breast cancer
to try to provide some answers, and this
service is at present under critical evaluation.'
The aims of our study are to assess the

impact of preoperative and postoperative
counselling on recovery rate and psychological
adjustment to mastectomy, to assess the
effectiveness of the patient's own psychological
resources, and to try to develop standardised
methods of identifying patients most at risk
of developing serious psychological morbidity.
In addition to this aspect of our work the
service provides appropriate intervention and
referral to specialists for specific psychosocial
problems. Practical help is also offered about
clothing, swimwear, and provision of
prostheses.
Much of the nurse-counsellor's work with

the patients is carried out in their own homes,
thus providing an effective liaison between
hospital and community services.

On reading the correspondence (15 May,
p 1473) subsequent to the publication of the
paper from North Tees General Hospital, it
would appear that some do not fully under-
stand the purpose and process of counselling.
We would offer this definition. Counselling
is a verbal interaction between patient and
counsellor which endeavours to give the
patient freedom to express feelings, and
thoughts, and to examine her problems and
through this interaction draw on her own
resources to achieve a natural coping strategy.

Training to undertake a counselling role
and in interviewing techniques is available
and advisable, as detection of psychiatric
morbidity requires specialist skills. This
activity cannot, therefore, be undertaken by
well meaning but untrained volunteers.

The mastectomy nurse-counsellor is a rare
breed of animal. Whether this breed should
enjoy conservation is a question to be answered
in time only by critical evaluation of established
professional services before there is prolifera-
tion of ad hoc groups uncritical of their own
work and for all we know inducing rather
than relieving anxiety.

SYLVIA DENTON
MICHAEL BAUM

Department of Surgery,
King's College Hospital

Medical School,
London SE5 8RX

Morris T, Greer HS, White P. Cancer 1977;40:2381-7.
2 Maguire GP, Lee EG, Bevington DJ, Kuchemann CS,

Crabtree RJ, Cornell EE, et al. Br Med J 1978;i:
963-5.

' Denton S, Baum M. In: Margolese RG, ed. Breast
cancer. Edinburgh: Churchill Livingstone (in press).

Importance of thyroxine in suppressing secretion of thyroid stimulating hormone

SIR,-We were delighted to read the letter by
Dr J N MacPherson and his colleagues (15
May, p 1479), suggesting that the thyrotrophin
releasing hormone (TRH) test should no longer
be regarded as the most sensitive index of
thyroid replacement therapy. Our pleasure
derives from two sources. Firstly, this is yet
another example where clinical observation
turns out to be correct when in apparent

conflict with data derived from the labora-
tory. Secondly, we believe that complete
thyroid replacement rather than replacement to
relieve symptoms is important in reducing
morbidity and mortality in hypothyroidism.
The problem of thyroid dosage is of only
academic interest to those who do not share our
belief. Evered and his colleagues" used a normal
basal thyrotrophin (TSH) concentration and
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Squire and Gimlette2 a normal TRH test as
the criterion of adequate thyroxine replace-
ment.
Although the serum cholesterol concen-

tration is a poor and non-specific index of
thyroid function, it is a target measurement
which correlates directly with the incidence
of coronary artery disease. Only in the rare
patient in whom familial autoimmune thyroid-
itis is fortuitously associated with familial
hypercholesterolaemia the serum cholesterol
concentration not lowered by L-thyroxine.
We found that the serum cholesterol
was reduced in 49 out of 50 patients with
premyxoedema (subclinical hypothyroidism)
chosen at random where the dosage of L-
thyroxine varied between 100 and 300 [kg/day
and averaged 160 Htg/day. This compares with
the mean dose of 130 ,tg/dayl and 140 ,ug/day2
in the two series of hypothyroid patients. We
have found that many patients on L-thyroxine
300 ag/day are symptomatically better than on
a lower dose and over many years develop
neither high-output heart failure nor osteo-
porosis. The patient whose serum cholesterol is
within the "normal" range at 6 7 mmol/l
(259 mg/100 ml) has a roughly four times
greater chance of developing coronary artery
disease than the patient with a serum choles-
terol of 5 2 mmol/l (201 mg/lO ml).3 This
difference in serum cholesterol concentrations
is of a similar magnitude to that which occurs
when patients have a change in replacement
dosage of L-thyroxine from 200 to 300
[tg/day.

P FOWLER
J ALAGHBAND-ZADEH

G D CARTER
PETER DORRINGTON WARD

M G PRENTICE
G A RAYMAN

F WASFI
Department of Endocrinology,
Charing Cross Hospital,
London W6 8RF

Evered D, Young ET, Ormston BJ, Menzies R
Smith PA, Hall R. Br Medj7 1973;iii:131-4.

2Squire CR, Gimlette TMD. Ann Clin Biochem 1982;
19:26-8.

3Casdorph HR. Lancet 1972;i:1076.

SIR,-The assumption by Dr E M Erfurth
and Dr P Hedner (27 March, p 941) that:
"T3 should be avoided as replacement treat-
ment after thyroidectomy for cancer of the
thyroid gland," seems to us misleading and
far from documented. Indeed, the two patients
reported were receiving respectively 60 and
40 pg/day of the hormone; the weight of the
patients was not reported, but the dosage was
probably lower than the optimal one, which
has been found to be approximately 11 ,g/kg.1
No assessment of previous patient com-

pliance was made, yet failure to take the pills
is the commonest reason for incomplete
suppression of thyroid stimulating hormone.
Furthermore, in the Swedish paper, it is not
reported how much thyroxine was required
in order to achieve thyroid stimulating
hormone suppression. For many years, in
Padua, the dose adjustment for T3 has
routinely been done by our endocrinologists,
according to the stimulation test done with
thyrotropin releasing hormone, and the dose
of T3 was increased until effective thyroid
stimulating hormone suppression was achieved
in all patients (over 300 cases treated over 10
years).
The disadvantages of accepting the assump-

tions claimed by the authors from Lund can

be easily understood if one realises that T4 has
a mean half life of about one week, so that
any repeat administration of I"3' for diagnostic
or therapeutic purposes requires a pause of
around one month in thyroid medication-
with undue delay in all medical procedures.
The shorter biological half life of T3 allows
much more flexibility. It appears that when
the Swedish patients had eventually benefited
from appropriate testing of their hormonal
condition there was an unjustified switch to
T4 instead of increasing T3 to effective levels.
According to the available data2 we strongly
recommend continuing T3 replacement treat-
ment and early thyrotropin releasing hormone
testing as the best policy.

P DE BESI
M V FIORENTINO

Medical Oncology Department,
Padua General Hospital,
Padua, Italy

Busnardo B, Vangelista R, Girelli ME, Bui F, Lazzi C.
J Clin Endocrinol Metab 1976 ;42 :901.

2 Busnardo B, Girelli ME, Bui F, Zanatta GP, Cimitan
M. J Endocrinol Invest 1980 ;3 :353-6.

Unusual complication of perforated
appendix

SIR,-I was interested to read the report by Mr
W S McKerrow and Mr H J Thomson (15
May, p 1442) of a pus collection in the
scrotum six days after appendicectomy in a
boy of 9. The authors state that they could
find no previous report of such residual sepsis
in the scrotum, presumably within a congenital
inguinal hernia sac.

It is always risky to claim a first in surgery.
Kevin Cronin and P described a series of
five patients we operated on over a period of
only 12 months with pus collections in the
hernial sacs; three examples occurred during
the acute phase of a general peritonitis, and
two were late collections after the peritoneal
infection had settled. After a most diligent
search we were able to collect 27 other ex-
amples previously published, in 24 of whom
distension of the hernial sac occurred during
the acute phase, and a further three where the
collection took place three to nine days after the
peritoneal infection had subsided. Of the total
of 32 hernias involved, 22 were inguinal, eight
femoral, one epigastric, and one umbilical.

It is interesting that the empty hernial sac,
in its role as a peritoneal recess, is not more
often the site of an intraperitoneal pocket of
pus, although we have seen in a number of
patients with general peritonitis slight swelling
and definite tenderness of an associated ingui-
nal hernia.

HARoLD ELLIS
Westminster Hospital,
London SWlP 2AP

1 Cronin K, Ellis H. BrJ Surg 1959;46:364-7.

SIR,-I would like to make three comments
regarding the case of an unusual complication
of a perforated appendix reported by Mr W S
McKerrow and Mr H J Thomson (15 May,
p 1442).

Firstly, localised abscess formation in a
hernial sac either as a result of generalised
peritonitis' or directly due to the presence of an
acutely inflamed appendix within a hernia2
is a well recognised albiet rare condition.

Secondly, no mention was made of the use of
metronidazole in the case reported. Bacteroides
species are an important cause of septic com-

plications following appendicitis and appen-
dicectomy. The incidence of these complica-
tions can be dramatically reduced by the
routine use of metronidazole.4 It is probable
that anaerobic organisms were the cause of the
scrotal abscess in the case reported. The fact
that anaerobes are difficult to culture would
explain why the pus obtained was reported as
sterile. If treatment with metronidazole had
been commenced at an early stage in the
patient's illness, this septic complication may
possibly have been avoided.

Stewart and Matheson 6 have shown that
tetracycline lavage in generalised peritonitis
due to acute appendicitis reduces the rate of
wound infection, but their paper made no
claim to reduce residual intraperitoneal infec-
tion. They showed no significant reduction in
the incidence of reoperation for intraperitoneal
infection.

R M WATKINS
King's College Hospital,
London SE5 9RS

1 Cronin K, Ellis H. BrJ_ Surg 1959;46:364-7.
2Watkins RM. Postgrad MedJ3 1981;57:306-7.
3Leigh DA, Simmons K, Norman E. J Clin Path

1974;27 :997-1000.
4Rodgers J, Ross D, McNaught W, Gillespie G.

BrJ7 Surg 1979 ;66 :425-7.
6 Bates T, Touquet VLR, Tutton MK, Mahmond SE,

Reuther JWA. BrJI Surg 1980;67:547-50.
'Stewart DJ, Matheson NA. BrJr Surg 1978;65:54-6.

Lead in petrol

SIR,-The recent letter by Dr P C Elwood
and others (17 April, p 1189) concludes that
there is no evidence that: "A residence in
close proximity to heavy traffic is a serious
hazard to children in terms of blood lead."
Children, aged 1 to 3 years, living on three
single-carriageway roads had a mean blood
lead concentration of 0 75 Htmol/l (15 jug/
100 ml), whereas those living in a remote
village in north Wales had a mean value of
0 85 jsmol/l (18 Hg/100 ml). These results are
not in agreement with our recent survey
carried out in Ireland and suggest strongly
that the children in north Wales were ex-
posed to a major lead source other than
petrol.

In our study, capillary blood samples were
collected from 131 urban and 64 rural children,
aged 3 to 8 years. The population sampled was
drawn from four inner city schools in Dublin and
two schools situated in the villages of Moneystown
and Roundwood, County Wicklow. The two rural
schools are situated outside any known geochemical
anomalies for lead,' and the table shows the
blood lead concentrations in these children.
The combined traffic densities on the main

roads adjacent to the inner city schools ranged from
1097 to 3258 automobiles an hour. In Roundwood,
the traffic density was recorded as 47 automobiles
an hour and in Moneystown is estimated to be
one tenth of this. It is, therefore, clear that there
is a strong correlation between the blood lead
concentrations reported and traffic density.

Blood lead concentrations in children from urban
and rural schools

Mean blood
Age lead Standard

School group No concentration deviation Range
(years) (,Umol/l)

Rural 4-8 64 0-34 0 06 0 19-0 45
schools 4-5 21 0-36 0-06 0 20-0-42

6-8 43 0-33 0 06 0 19-0 45
Urban 3-8 131 0 78 0 27 0-34-1 8
schools 3-5 70 0-86 0 28 0-44-1 8

6-8 61 069 022 034-1 34

Conversion: SI to traditional units-I Lmol/lz 21 ±g/
100 ml.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.284.6330.1704-a on 5 June 1982. D

ow
nloaded from

 

http://www.bmj.com/

