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seizure which requires more than a threshold
stimulus.
The term "sine wave" could but should not

be stretched to include modifications such as
the "chopped" sine wave of, for example, the
Ectron Mark 4 equipment, or even short square
pulses. Confusion arises from the lack of a
commonly accepted terminology for the
different waveforms delivered by electric
convulsion therapy equipment. I do, however,
think it unlikely that there will be any mis-
understanding, even on superficial reading of
the report, of the intentions of the working
group: to replace equipment which is truly
unsatisfactory. It may, for example, lack a
timing device as well as deliver a sine wave
stimulus. To this extent the analogy with
drugs is false.

Users have always been constrained by what
equipment manufacturers supply, and there
really is little choice. Ectron is now the only
British manufacturer, and there is little likeli-
hood that any British competitor will appear.
Alternative equipment, for example the
German "Konvulsator," American "Mecta,"
and Australian "Kabtronics," are hardly
known or tried in this country.
Most replacement equipment is likely to

be of constant-current type. Clinical trials
are needed, and it is to be hoped that Dr
Robin's letter will indeed encourage users to
make properly controlled observations of their
equipment's efficacy. The phased replace-
ment of some equipment, advised by the
report, with 20- to 30-year-old apparatus
going first cannot surely, however, be called
impetuous.

JOHN PIPPARD
Royal College of Psychiatrists,
London SWlX 8PG

Asbestos and the media

SIR,-In your "Medicine and the Media"
article on our documentary Alice-A Fight
For Life about the dangers of asbestos (31 July,
p 372) you state that the programme "begged
many questions." You give three examples
which I would like briefly to answer.
You mention a mesothelioma which "had

occurred only a few days after the worker
joined the industry." The point we were
making was that the man in question had
lived next door to an asbestos factory for over
15 years. Fibrous dust from an enormous
waste dump in the factory yard blew daily
into his house and garden. We showed
photographs of the waste dump and an
interview with his widow describing the
tiresomeness of "dusting three or four times a
day." The clear implication was that his
mesothelioma was environmentally induced,
but we felt bound to mention his working at
the factory at the end of his life. It was the
potential danger to the public living in houses
near this factory that we were drawing
attention to. The man's occupational exposure
was mentioned in case we were accused of
hiding the fact, although we emphasised that
because of its nearness to the onset of disease
it could not have been the cause.

Similarly, we made it very plain in interview
and commentary that the 12-year-old child
who died of mesothelioma had been severely
exposed to asbestos dust. His father, a heavy
goods vehicle mechanic, often brought work
home and had taught him how to blow out the
asbestos dust from brake drums several years
before he died.

As for the question of the contribution of
smoking to the excess lung cancer deaths
found in asbestos workers, we would agree
that the industry recruiting only non-smokers
would help reduce this particular death toll.
Implementing such a policy is, however,
another matter. We visited an American
asbestos company claiming to have a strict
no-smoking policy, but evidence to the
contrary was widespread. Moreover, meso-
thelioma has never been linked to smoking in
any way, and it is the tragedy and suffering
of this disease which, while asbestos is still
used to any extent at all, will still be with us.

JAMES CUTLER
Researcher

Yorkshire Television,
London WC1R 4HE

Unusual complication of perforated
appendix

SIR,-I would appreciate an opportunity to
reply to the letter of Mr Z H Krukowski and
Mr N A Matheson (31 July, p 380) as I feel
that certain points need clarification. Firstly, I
would agree that no clinical trial has been
performed to compare the efficacy of tetra-
cycline lavage with metronidazole in patients
with acute appendicitis. I feel it is unreason-
able, however, to compare directly the results
of separate trials owing to the different
conditions under which they may have been
carried out. The two examples I quoted (5
June, p 1705) are but a small proportion of a
much larger number of trials testifying to the
benefit of metronidazole in this condition.
The evidence from Stewart and Matheson's

original paper' does indicate that tetracycline
lavage reduces the incidence of wound
infection. The point raised in the article by Mr
H J Thompson and Mr W S McKerron (15
May, p 1442), however, was that of residual
intraperitoneal infection after appendicitis
with generalised peritonitis and the necessity
for subsequent reoperation. To quote the
figures from Stewart and Matheson's paper,
the incidence of residual intraperitoneal
infection was 8% (6 out of 72 patients) in
patients having no lavage, compared with 700
(4 out of 58 patients) in those treated with
tetracycline lavage (x2=0.1; p>01). The
claim of a reduction in the reoperation rate
from 4%o to zero is based on figures of three
out of 72 patients having no lavage, compared
with none out of 58 patients receiving tetra-
cycline lavage (12=2 4; p>01). Hence a
claim that peritoneal lavage reduces the
incidence of reoperation for residual intra-
peritoneal sepsis based on these figures does
not have secure statistical backing. I would add
that all these figures appear to come from a
retrospective analysis of case records and not a
randomised prospective controlled trial. If it
is accepted that Bacteroides species are
important pathogens in the septic complica-
tions of peritonitis secondary to appendi-
citis2 it would therefore be logical to use an
agent to which these organisms are sensitive.
So far as I am aware there have been only a
few isolated reports of metronidazole resistance
among Bacteroides species and in general these
have been associated with the long-term use
of the agent. In contrast, 20-70%; of Bacteroides
species are resistant to tetracycline.3

Finally, there is a theoretical disadvantage
in using tetracycline in children-namely, the
deposition of the drug in developing teeth,

leading to their staining and in some instances
to dental hypoplasia. For these reasons the
British National Formulary advises that tetra-
cycline should not be used in children under
12 years of age.

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

I Stewart DJ, Matheson NA. BrJ7 Surg 1978,65:54-6.
2Leigh DA, Simmons K, Norman E. J Clin Pathol

1974;27 :997-1000.
3Gorbach SL, Bartlett JG. N Engl J Med 1974;290:

1289-94.

Bromocriptine in management of
large pituitary tumours

SIR,-We share Mr D T Hope's wish (24 July,
p 296) that the casual reader should not be
misled by our paper (26 June, p 1908). It seems
clear that patients with an extrasellar extension
of a pituitary tumour but with good visual
acuity should be treated initially with a dopa-
mine agonist, such as bromocriptine. We also
agree that at present patients with deterioration
of vision to the point of imminent blindness
require urgent referral to a neurosurgeon.
Such cases are fortunately not common and
there were none in the present series. Eight of
our 19 patients presented with visual symp-
toms. Nine had visual field defects and in nine
the visual acuity ranged from 6/12 to 6/60 in
the worse affected eye. In none was the visual
loss rapid. On treatment with bromocriptine
visual acuity improved in five of these patients
and, as stated in the paper, of nine patients
with visual field defects, seven improved and
five of these had normal visual fields at the
time of the report. It seems therefore clear that
visual symptoms, fields, and acuity can
improve as bromocriptine therapy shrinks the
pituitary tumour and can become normal.

Visual deterioration did not occur in any
patient, and in all four in whom tumours failed
to shrink and were operated on there was post-
operative improvement in the fields. It is
obvious that should the fields deteriorate or
the visual acuity become worse during bromo-
criptine treatment, urgent neurosurgical re-
ferral is required.
The fact that vision improved in most of our

patients led us to recommend the closely super-
vised use of bromocriptine as the first line of
treatment for most patients since there is a
good chance of achieving visual recovery with
preservation of pituitary function. No form of
treatment of pituitary tumours is without risk.
The decision about the best management of
the individual case must be made after careful
consideration of all the clinical and radio-
logical data and the risks attending each form
of treatment. This includes balancing the
possible consequences of delay with medical
treatment against the occurrence of early and
late complications of surgery and radiotherapy.
Our data show that when these criteria are
fulfilled and close ophthalmological supervision
is maintained treatment with bromocriptine is
safe and has a useful place in the management
of pituitary tumours, including those with
large extrasellar extensions.

J A H WASS
G M BESSER

Department of Endocrinology,
St Bartholomew's Hospital,
London ECIA 7BE

W I McDONALD
Institute of Neurology,
Maida Vale Hospital,
London W9
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