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method of administration compared with
intravenous infusions of nitroprusside or
nitrates. When an opportunity arose to try
nifedipine in a hypertensive emergency,
however, administration was less straight-
forward than expected.
A 40 year old woman with metastatic breast

cancer was admitted to hospital with polydipsia
and polyuria. TIhree years previously she had re-
quired internal fixation of her cervical spine, which
was severely eroded by tumour deposits. Serum
calcium concentration was increased at 3-75
mmol/l (15 mg/100 ml), and treatment with
intravenous fluids and glucocorticoids was started.
Two days after admission her blood pressure rose
from normal to around 2401140 mm Hg over a few
hours, and she had a generalised convulsion lasting
three to four minutes. After this she was unrespon-
sive, restless, and irritable with bilateral upgoing
plantar reflexes and a blood pressure of 240/145
mm Hg. Urgent lowering of blood pressure was
clearly desirable, but the patient was unable to co-
operate with oral treatment. Dr 0 Bertel and others
did not say whether the oral nifedipine was
swallowed or bitten, but in view of the known
efficacy in angina of nifedipine held in the mouth
we tried an improvised method of oral instillation.
The contents of tsvo standard 10 mg nifedipine
capsules (Adalat, Baer) were aspirated via a
hypodermic needle into a syringe (with some
difficulty) and made up to about 2 ml with sterile
water. TIhe solution was instilled, a few drops at a
time into the patient's mouth over the course of a
minute or so, taking care to avoid injuring her
lips wvith the tip of the syringe. Blood pressure was
checked using a standard ward sphygmomanometer
by the same observer at 0, 5, 10, and 15 minutes
after completion of the oral instillation, giving re-
sults of 240/145, 210,1110, 200'90, and 181/95
mm Hg respectively. The lowest subsequent read-
ing was 160,190, obtained some 30 minutes after
nifedipine was given. After 110 minutes the blood
pressure began to rise steeply, and an infusion of
chlormethiazole was established to sedate the
patient and lower the blood pressure. Within a few
days the patient sas fully orientated, normocalcae-
mic, and no symptoms remained.

This case suggests that nifedipine given by
oral instillation was rapidly effective in lower-
ing our patient's blood pressure. Acute postic-
tal changes in pressure seem unlikely as a
reading of 230/140 mm Hg was recorded one
hour before the convulsion. In addition, no
other treatment was given until 30 minutes
after nifedipine, when intravenous diazepam
was given tor continuing irritability. In hier
postictal state our patient was unable to take
oral treatment in the usual manner, and the
establishment of an intravenous infusion would
have been difficult initially. In such cases
nifedipine by oral instillation may prove a
useful treatment, and perhaps a more easily
used preparation slhoulld be developed.

K C McHARDY
A W HUTCIIEON

W'oodctnd Gcncral flositial,
Abcrdeci A19 2YS

Consultant only service in a district
hospital

SIR,-Those of us in a similar position to
Dr G N Batchelor (5 February, p 479) are
only too familiar with the problems high-
lighted in his letter and understand the
frustration felt by him and his colleagues. A
consultant should be expected to provide
consultant advice both to his other col-
leagues and to junior staff. His involvement
in day to day minutiae should never be
allowed to become detrimental to other
matters that really do require the benefit of

consultant experience. District hospitals pro-
vide excellent opportunities for teaching, but
this potential will never be realised if there
are no junior staff to be taught.

If current manpower proposals are to be
adopted, as two consultants who already have
the practical experience of working in a
consultant based department we can only
recommend urgent consideration of two
options. Either the number of consultant staff
in such a department must be considerably
increased or a limited number of junior staff
positions must be reintroduced.

M J WOLFE
S J MATHER

Victoria Hospital,
Worksop,
Notts S8() 2BN

Points
Climatic effects of nuclear war

Dr D J HOLDSTOCK (Ashford Hospital,
Ashford, Middlesex TW15 3AA) writes:
Minerva will find a full discussion of the
possible climatic effects of a major nuclear war
in a recently published book': the effects are
likely to be far worse than those of the El
Chicon volcano she mentions (January 29,
p 399). It is probable that fires in forests and
oil and gas installations would produce suf-
ficient smoke and dust to make agriculture
impossible in the northern hemisphere in the
next growing season, leading to widespread
malnutrition or even frank starvation. Photo-
chemical smog could also seriously interfere
with plant growth, and subsequently ozone
depletion in the stratosphere could increase
solar ultraviolet B at ground level by more
than 10-fold at our latitudes, producing major
ecological changes and making outdoor work
impossible for men. These effects would make
it difficult, to say the least, to sustain survi-
val at mediaeval level, which has recently been
claimed to be possible after nuclear war.
Anyone who still believes that the medical
profession should participate in planning for
nuclear war should study this book with care
and think again.

Crutzen PJ, Birks JW. The atmosphere after a nuclear
war: twilight at noon. In: Peterson J, Hinrichsen 1),
eds. Nuclear wvar-the aftermath. Oxford: Pergamon
Press, 1982 :73-96.

Healing diabetic forefoot ulcers

Mr DAVID A WYLIE (Motherwell Health
Centre, Motherwell ML1 1TB) writes:
Mr J P Pollard (5 February, p 436) has over-
looked an important aspect of preventive treat-
ment. I have found orthotic devices manufac-
tured directly on to a plaster cast of the patient's
foot to be of great value. These orthoses, which
incorporate deflective padding to pressure
areas, can be fitted within the patient's foot-
wear. They function by redistributing pressure
within the forefoot, transferring this away from
areas at risk and thus decreasing the possibility
of recurring ulceration. This is one way in
which chiropody can help in the long term
management of the diabetic neuropathic foot.

Mr J H JAMES (Department of Plastic Surgery,
Shotley Bridge General Hospital, Shotley
Bridge, Consett DH8 ONB) writes: The
method of healing diabetic forefoot ulcers as

described by Mr J P Pollard and Professor
L P Le Quesne (5 February, p 436) has been
used successfully for many years in the treat-
ment of leprosy plantar ulcers. It is not necess-
ary, and not recommended, however, to
apply dressings to the ulcer as suggested in this
paper; this causes merely more shearing across
the ulcer. Instead, the plaster cast is applied
directly over the ulcer. In many countries
patients are discharged after application of the
plaster and are not seen again until six weeks,
when the plaster is removed and the ulcer is
usually healed.

Wide ranging historical study

Dr V C MEDVEI (London SWI) writes: I am
most grateful for the kind words Professor
Neil McIntyre lavished on A History of
Endocrinology (8 January, p 131). . . Con-
cerning my point that the blood pressure was
not recorded in the first clinical report on
phaeochromocytoma in 1883, Felix Fraenkel
presented it from the University Clinic of
Freiburg (im Breisgau). Although S Riva-
Rocci published his simple "nuovo sfigmo-
manometro" in 1896, Samuel von Basch in
Vienna had described sphygmomanometers for
clinical use in 1881 and 1883 which were known
at German university clinics.' -:1 (Jules
Herisson described a more complicated one in
Paris in 1834.)

Lesky E. I)ie WViener Medizitinsche Schule im 19
Jahrhundert. Graz-Koln: H Boehlaus Nachf, 1978.

Garrison FH. An introduction to the history of nedicine.
4th ed. Philadelphia: W B Saunders, 1929.

G(arrison and Morton. A medical bibliography. 3rd
ed. London: Andrn Deutsch, 1976.

Dead children from problem families

Miss JUNE THOMPSON (Public Relations
Officer, Health Visitors' Association, London
SW1V 1PF) writes: Dr D J Blomley (5
February, p 477) states that health visitors
have a statutory right of entry. Health visitors
have no right of entry and never have had.

"The Citadel"

Dr A P BROWN (Crickhowell, Powys NP8 1NE)
writes: Having started medical practice in a
mining community as a young man and worked
there for 40 years I think that the BBC have
made a good job of depicting the difficulties a
young and inexperienced doctor meets on his
first appearance in a mining community (29
January, p 386). It must be very difficult for
an actor who is not medically qualified to
cope, and I would congratulate Ben Cross on
his performance.

Fear not the ophthalmoscope

Mr COLIN M KIRKNESS (Moorfields Eye
Hospital, London ECI 2RD) writes: Does
Minerva's wisdom exist only in mythology? I
refer to her view on diabetic retinopathy (5
February, p 480). I wonder if she would also
suggest that physicians who are daunted by
their stethoscopes should refer their patients
elsewhere for auscultation. Please, Minerva, do
not encourage doctors to abrogate their basic
clinical skills. Those doctors in need of
reinstruction would find themselves made most
welcome at their local eye unit or on one of the
refresher courses such as those organised by
the Institute of Ophthalmology.
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