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Indeed, even in the rural area, the children at
Roundwood had significantly higher (p < 0025)
mean blood lead values than those at Moneystown
(0 35+0 05 ,Mmol/l (7 33- 1-05 ,ug/100 ml),
No=42; and 0-31-40-07 ,umol/l (6-49-1-1-44 ,ug/
100 ml), No= 22).
Other studies have indicated the importance of

traffic as a source of lead. For example, following
the opening of the M6-A38(M) motorway inter-
change, adults residing in a block of flats sited
200 m from the centre of the interchange showed
increases in mean blood lead concentrations from
0-88 ,umol/l (18-4 kg/lOO ml) to 1-13 ,umol/l
(23-7 Mg!100 ml) in men and 0-72 /Imol/l (15-1 ,ugl
100 ml) to 0-91 tLmol/l (19 1 jug/lOO ml) in women.2

In our study of Dublin children, it was found
that those commuting into a school in Dublin
each day from the suburbs or the country, had
significantly lower (p< 0-01) blood lead concentra-
tions than children living and going to school in
the city (0-66 0-22 [Lmol/l (13 83-_l4-53 ,ug!
100 ml), No=23; and 0 80±0-27 ,umol/l (16-81.-
5-65 [kg/100 ml), No= 108). In general the air,
soil, and dust in a suburban or rural area contain
much less lead than in urban environments.5
Lead in air is mainly derived from the combustion
of petrol,6 while 900o of that in dust is thought to
be from the same source.' The high values re-
ported by Dr Elwood and others for village children
from North Wales could reflect the fact that the
naturally acid water would tend to solubilise this
element from both lead pipes and rocks.

In conclusion, we maintain that heavy
traffic density is a serious hazard to children
in terms of their blood lead concentration,
and the main body of scientific literature
supports this contention. A more detailed
account of the results will appear shortly.8
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Non-smoking: a feature of ulcerative
colitis

SIR,-In their paper "Non-smoking: a
feature of ulcerative colitis" (6 March, p 706)
Dr A D Harries and his colleagues cautiously
avoid the suggestion that smoking might
exert a protective action against the disease.
The history of one of my patients tempts one
to postulate such an effect.
Mrs M J had smoked 8-10 cigarettes a day for

15 years until in 1972 at the age of 33 she stopped
abruptly. Within weeks she noticed bleeding on
defecation. A surgeon diagnosed proctitis on
sigmoidoscopy (barium enema being normal) and
put her on sulphasalazine and steroid suppositories.
In spite of this treatment she developed diarrhoea
-"up to 20 loose stools a day." She moved to
this district, where her family doctor tried tran-
quillisers, but the symptoms persisted, and she
became so demoralised that she stopped the
sulphasalazine and started smoking again after nine
months' abstention. Within two weeks she noticed
an improvement in her bowel symptoms, and after

another four weeks they had disappeared com-
pletely.

Eighteen months later she stopped smoking
again. Within five weeks the same sequence of
symptoms recurred. Orthodox medical treatment
again had no apparent effect. After five months
she resumed smoking, and again there was a
prompt remission of symptoms.

In 1975 she stopped smoking for the third time
and again the bloody diarrhoea recurred, resisting
up to 8 g a day of sulphasalazine. At this time she
came under my care. Sigmoidoscopy showed a
moderately severe proctitis, extending beyond
13 cm from the anus. Because of the work-to-
contract the barium enema was delayed for three
months by which time she had started smoking
again and all her symptoms had gone. Sigmoido-
scopy now showed a completely normal mucosa,
and the barium enema was normal.
Twice since, this poor woman's best

attempts to stop smoking have been frustrated
by prompt recurrence of bleeding and
diarrhoea. Her proved proctitis and presumed
colitis have failed to respond to sulphasalazine,
local steroids, and tranquillisers; nor have
they been prevented by maintenance sulpha-
salazine. She has, however, never developed
the symptoms while continuing to smoke;
they have promptly recurred each time she
stopped and disappeared each time she started
again. She believes that as few as four cigarettes
a day are enough to prevent an attack but
unfortunately is unable to limit herself to
this number. Her medical advisers have had
to override their principles and condone her
continued smoking. At present she continues
to smoke, is taking no medication, and remains
well.
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Intravenous naloxone in acute respiratory
failure

SIR,-Dr Jon Ayres and others (27 March,
p 927) suggest that naloxone had significant
effects on respiratory variables in their patient
and thus imply that endorphins "play a part
in acute respiratory failure." We believe that
the evidence they present for a naloxone effect
is incomplete, and the conclusion cannot,
therefore, be justified.
During the period of study oxygen saturation

rose from a minimum of 620% (estimated from
the Pao, and pH before the initial bolus of
naloxone) to a maximum of approximately
85%0, and the greatest increase (from 62%o to
740%) occurred apparently when no naloxone
was being infused. Minute ventilation did rise
initially during the first naloxone infusion but
fell to control values for the last three observa-
tions while naloxone was still being infused.
No significant changes occurred with the
second infusion, and the overall trend was for
a decrease in minute ventilation in spite of
naloxone. Thus, their data do not demonstrate
convincingly a naloxone effect.

If, however, we accept an effect, what are
the possible mechanisms? Patients being
weaned off ventilators have frequently received
benzodiazepines, barbiturates, and nitrous
oxide, all of which have been claimed to be
reversed by naloxone,'-3 and this might be
responsible for any effect seen. The cardio-
vascular effects of naloxone in shock are well
described,4 and since the changes in minute
ventilation and oxygen saturation correlate
poorly, the authors suggest an effect via
ventilation-perfusion matching. Naloxone

stimulation of endogenous opiate-mediated
ventilatory depression (as seen in animals5 6)
did not occur. Thus, no convincing evidence
was presented for a naloxone effect on
respiration in acute respiratory failure, and
their implication of a role for endogenous
opiates is unjustified.
Many anecdotal reports of doubtful naloxone

effects occur in the literature,7 the significance
of which is difficult to assess in view of the
non-opiate antagonist effects of naloxone.8
This single case study of the effect of naloxone
in an unstable situation with many possible
interfering variables does not help to define a
physiological role for endogenous opiates in
respiratory failure.

A A WOODCOCK
M A JOHNSON
D M GEDDES

Brompton Hospital,
London SW3 6HP

1 Bell EF. J Pediatr 1975 87:803-4.
2 Moss LM.J7ournal of the American College of Emergency

Physicians 1973;2:46-8.
3 Berkowitz BA, Ngai SH, Finck AD. Science 1976;

194:967-8.
4 Peters WP, Johnson MW, Friedman PA, Mitch WE.

Lancet 1981 ;i:529-32.
5 Denvit-Saubie M, Champagnat J, Ziegelgansberger W.

Braitn Res 1978;155:55-67.
6 Lawson EE, Wardrop TG, Eldridge FL. .7 AppI

Physiol 1979;47:1105-1 1.
7 Watts G. World Medicine 1980;Nov 15:57-9.
Sawynok J, Pinsky C, LaBella FS. Life Sci 1979;25:

162 1-32.

SIR,-I read with interest the article "Intra-
venous naloxone in acute respiratory failure"
(27 March, p 927) concerning a patient who
hypoventilated due to a combination of
intercostal and diaphragmatic paralysis.
The appropriate treatment has been shown

to be the use of a cuirass ventilator at night
plus or minus a tracheotomy if there is
accompanying upper airways obstruction.
We have recently had a similar patient who
was considerably improved by this and his
life expectancy was considerably increased.
Surely the role of naloxone is irrelevant. The
increased respiratory failure is undoubtedly
related to increasing muscular fatigableness.
Electromyographic examination after the
institution of tracheotomy and cuirass ventila-
tion in our patient showed considerable
increase in muscle power. I wondered whether
a cuirass ventilator was used in the patient of
Dr Jon Ayres and others.

K WEBB
Monsall Hospital,
Manchester M10 8WR

***We sent these letters to the authors, who
reply below.-ED, BMJ.

SIR,-Dr Woodcock's calculation of oxygen
saturation from the values for pH and Po2
given are accurate, but in fact the blood gas
values given refer to the single-dose response
study which was performed on the day before
the infusion study shown in the figure. Thus
Dr Woodcock's contention that: "The greatest
increase (from 620% to 74%) apparently
occurred when no naloxone was being infused"
is misleading. During the second period of
naloxone infusion there was a rise in oxygen
saturation from 78% to 860% with a carry-over
effect at the beginning of the second saline
infusion maintaining the reading at 86%.
As we said in the paper, no opiate drugs

were given to the patient during his admission,
and this applies also to all other sedative
drugs, so this would not appear to be a

 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.284.6330.1706 on 5 June 1982. D

ow
nloaded from

 

http://www.bmj.com/

