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control regulating body weight after dietary excess
has been around for 80 years. If it existed it should
have been unequivocally demonstrated by now.
That such a mechanism should arise and persist
through natural selection is unlikely. During the
evolution ofHomo sapiens men and women had to be
physically active to secure a limited food supply,
and the need to dispose of the surplus dietary intake
seldom arose. Not until the twentieth century did
large sections of the population have access to a
surplus of food, and at the same time mechanisation
of agriculture, industry, and transport reduced
greatly the need for physical work. Only then did
Homo sedentarius appear in large numbers and
obesity become widely prevalent.3

Luxuskonsumption has now ceased to be a ten-
able hypothesis and has become a myth. Myths arise
from attempts by honest and hard thinking people
to explain obscure observations. Common and use-
ful, if not essential, in religious literature, they are
also well known in science and medicine. The his-
tory of nutrition and dietetics has many examples.
The view that spinach had special nutritive proper-
ties was believed not only by Popeye but by reput-
able nutritionists in the second world war.4 In the
USA megavitamin treatment continues to be used
by the general public on a large scale and by some
doctors, despite the fact that controlled clinical
trials have shown that it has no effect in those dis-
eases for which it is commonly advocated. Faith in
myths is strong. It is neither surprising that they
persist nor necessary to be harsh on those who
continue to strive to find evidence to support
them.

Fortunately, the concept of luxuskonsumps-
tion has had no effect on the management of
obesity and I agree entirely with the approach
to this outlined in the final paragraph of the
review. Unfortunately, the concept continues
to be put on television and in the popular press,
and this does not help those who try to present
nutrition as a science.
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Effect of magnesium on blood pressure

SIR,-Dr T Dyckner and Dr P 0 Wester
(11 June, p 1847) examined "the effects of
magnesium supplementation on electrolytes
in patients receiving long term diuretic
treatment for hypertension." The results of
their study show that magnesium supplemen-
tation (15 mmol/day) did not have an effect
on plasma or urinary concentrations of magne-
sium or other electrolytes. Despite this the
authors attempt to explain the appreciable
decrease in supine and upright blood pressure
(without a change in heart rate) by changes
in calcium, potassium, or magnesium.
The major portion of magnesium, given

orally, is excreted in faeces without being
absorbed. Thus a magnesium dose of 15 mmol/
day given by mouth may have been too small
to cause any effect. We have previously shown
in hypokalaemic patients that oral administra-
tion of magnesium chloride in doses as high as
60 mmol/day, which caused substantial in-
creases in both serum magnesium and potas-
sium concentrations and a substantial decrease
in urinary potassium excretion, had no appreci-
able effect on blood pressure or heart rate.

Finally, in view of the absence of an effect of
15 mmol/day magnesium aspartate hydro-
chloride on plasma and urinary electrolyte

concentrations, one might consider the possi-
bility that the decrease in blood pressure noted
by Dr Dyckner and Dr Wester was mediated
by a placebo effect.
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Electrocardiographic chest wall
mapping in the diagnosis of coronary
artery disease

SIR,-Of the 150 patients of Dr A M Salmasi
and others (2 July, p 9), 41 were classified as
having exercise tests that showed coronary
artery disease on the basis of pathological Q
waves on the electrocardiograph at rest. A
standard 12 lead electrocardiogram would have
been a far simpler method of detecting coronary
disease in these patients. The inclusion of this
group is thus inappropriate, and rather than
increasing the accuracy of the test, only
confuses the evaluation of its role in the clinical
assessment of coronary disease.

I was disappointed that ST segment ele-
vation was not mentioned, as this is as accurate
a sign of myocardial ischaemia on exercise as
is ST segment depression.'
The ability of this version of precordial

electrocardiogram mapping to identify lesions
of individual coronary arteries is exciting.
The predictive accuracy of a positive or nega-
tive result, however, was only 70% in a
population with a high prevalence of coronary
disease, suggesting that this test is unlikely
to be especially useful if used alone to assess
coronary disease in less selected populations.5
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The behaviour, development, and health
of the young child

SIR,-The paper by Dr Martin Bax and others
(4 June, p 1793) is an interesting contribution
to the case for developmental paediatric
surveillance in general practice. I do not
believe, however, that the case has been made
for a new sort of specialist, the consultant
community paediatrician.

I believe that the tasks are already being
performed by general practitioner paediatri-
cians who have made themselves responsible
for the child population of the practice in
which they work, in many cases unpaid. It is
a retrograde step to suggest that this work,
which should properly be done within general
practice, should be fragmented and the work
divided so that sickness care can be carried out
by general practitioners and the well care by
some other organisation. Thorough surveil-
lance as practised by general practitioner
paediatricians in this country has shown the
true worth of this work and their competence

to carry it out. The real problem for many
general practitioner paediatricians working in
this field is one of inadequate staffing of the
specialist referral agencies. It is difficult to
work effectively where there is no speech
therapist, where the audiologist has a waiting
list extending into months, and where consul-
tant ear, nose, and throat surgeons are satisfied
with the results of one hearing test performed
on a child's good day and will not see the child
again.
The appointment of a new sort of consultant

paediatrician will make no difference to this
situation. It is, of course, a disgrace that there
is no extra money for this work, but the
General Medical Services Committee's activi-
ties in attempting to persuade the Department
of Health and Social Security to fund item of
service payments for serial examinations of the
well child is not the answer. We believe that it
is far more important that sums of money
should be available to recompense properly
those practices that organise and run successful
whole practice surveillance programmes. Only
when this is done will the service begin. It is
important, however, that adequate training for
this work is organised quickly with realistic
aims and objectives.
The priorities are simple (a) adequate

recompense for what is to me a 20% increase in
workload compared with my partners' work-
loads; (b) increase in staffing in referral agen-
cies, audiology, speech therapy, orthoptic
services, and so on; and (c) a realistic general
practitioner based training programme.

G H CURTIS JENKINS
Ashford,
Middlesex TW15 2TU

Antiemetics and cytotoxic drugs

SIR,-Professor J R Trounce (29 January,
p 328) cited our investigation using high doses
of intravenous metoclopramide. Additional
trials from several centres since our 1981
report' have further defined the role of meto-
clopramide in the control of acute emesis
induced by cisplatin and are of importance to
doctors considering using this agent. Over the
past two years, published studies, using a
double blind design with placebo control,2
open trials,35 and comparison with other anti-
emetics,6 7have confirmed the effectiveness of
high doses of intravenous metoclopramide in
controlling emesis following cisplatin. Addi-
tionally, a double blind study has shown the
superiority of high dose intravenous metoclo-
pramide over oral tetrahydrocannabinol in
the management of emesis induced by
cisplatin. 8

Professor Trounce also noted the personal
communication of P L Amlot and stated that
many patients had dystonic reactions following
metoclopramide. This anecdotal statement
may be misleading unless the antiemetic
treatment regimen, the number of patients
treated, and their ages are taken into account.
Only five acute dystonic reactions were noted
among the 177 patients reported by others in
the published trials above. All five reactions
were promptly controlled with a single
injection of 25-50 mg of parenteral diphen-
hydramine. Among 452 patients initially
receiving high doses of intravenous metoclo-
pramide for the control of emesis induced by
chemotherapy we noted acute dystonic
reactions in 14 (30%/ ), usually consisting of
torticollis or trismus. We have reported a
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significant difference in the occurrence of
reactions based on the age of the patient, with
an incidence of 2%0 in patients above the age of
30 as opposed to 270o in younger patients.9
Diphenhydramine immediately controlled all
reactions.

Accumulating evidence from many centres
has indicated that metoclopramide in high
intravenous doses (1-2 mg/kg every two hours
in a 15 minute infusion for three to five doses)
is currently the most effective single agent for
the control of emesis induced by cisplatin.
Acute dystonic reactions with this dose and
schedule are uncommon in patients over the
age of 30. The incidence of acute dystonic
reactions when metoclopramide is given by
other routes and schedules is not known.
Prophylactic parenteral diphenhydramine (50
mg) should be considered in patients with a
history of dystonic reactions and in patients
under the age of 30 since it is safe, effective
once dystonic reactions occur, and may itself
be an antiemetic.10 Encouraging results with
other agents, such as corticosteroids6 and
butyrophenones,7 in formal studies now
reported, may form the basis for improved
control of nausea and vomiting combining
antiemetic drugs."
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Postoperative analgesia for
circumcision

SIR,-Dr J White and others have reported
the effectiveness of bupivacaine penile block in
providing analgesia during the first 12 hours
after operation in children undergoing circum-
cision (18 June, p 1934). In adults a major
problem is the occurrence of erections after
operation, which can put tension on the suture
line and cause considerable pain.
Numerous methods of preventing erections

after circumcision have been described such as
topical anaesthetic gel' or systemic stilboestrol,2
phenobarbitone,3 or chlorpromazine.4 A dorsal
nerve penile block will also suppress erections
by blocking the sensory afferent pathway of the
reflex erection mechanism and has been used
successfully in treating malignant priapism
when no mechanical obstruction was present.5
Our experience with penile blocks in adults

undergoing circumcision leads us to recom-
mend that this procedure be performed
routinely, using the method described by
Bacon,6 in order to suppress painful erections
after operation. Painful erections on subsequent
days may then be suppressed either by repeat-
ing the penile block or by using one of the
other recommended methods.
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Cuts in the National Health Service

SIR,-With increasing evidence that the
Conservative government intends to make the
National Health Service more "cost effective"
I am continually astonished to read of com-
ments made by leading members of the BMA
and Royal College of General Practitioners
asking for more money. The BMA Council
chairman, Mr Tony Grabham, made such an
utterance again at the annual representative
meeting in Dundee.
The call for more money may be justified,

but apparently on the evidence available the
government, and I, are not impressed. I
should like to know why more money is
required. The main reason seems to be over
supply of medical manpower, and this problem
can be laid directly at the feet of the doctors
themselves. Another oft quoted reason is the
apparent underpayment of doctors-Mr Grab-
ham is quoted as saying that "doctors were a
source of cheap, but highly skilled labour for
the NHS"-but everything in this world is
relative and in Britain doctors are relatively
highly paid. In most of these utterances there
is little reference to patient welfare and to the
service best suited to the needs of the com-
munity-they are almost wholly concerned
with doctors' remuneration.
The aim of doctors and of the government

is to find the most efficient, comprehensive,
caring NHS suited to patient welfare, and
which must be patient, not doctor, orientated.
The present doctor orientated NHS is not
cost effective and comprehensive; this is most
obvious in primary health care, which is
undergoing profound changes that the Royal
College of General Practitioners and BMA are
either unwilling to recognise or purposely
ignoring. In primary health care we need a
patient orientated system in which suitably
trained paramedical personnel would provide
the point of first contact and in which the
general practitioner would act in his capacity

as a specialist generalist and provide a back up
service.

IAN F M SAINT-YVES
Menstrie,
Clackmannanshire FKl 1 7HX

GP anaesthetists

SIR,-I should like to comment on Dr C B
Everett's and Dr A J Watson's reply (9 July,
p 134) to my letter.

In the dictionary sense of the word, their
original letter (11 June, p 1901) did indeed
"suggest" that the formality of regrading their
posts was held up only by the intransigence of
some local consultants.

Their second paragraph refers to "agreed
criteria" for the hospital practitioner grade.
If they reread HC(79)16 they will not find any
reference to "agreed criteria" but only to
"general guidance" on the criteria for appoint-
ment. The circular sensibly acknowledges that
the qualifications and experience needed over
and above the specified basic requirement have
to be decided for each post.

In their fourth paragraph they attribute to
me antipathy towards colleagues seeking to
implement an agreement which will benefit
them. This assertion does me an injustice. I
have, on the contrary, successfully assisted
three of my general practitioner colleagues in
getting regraded as hospital practitioners.

PHILIP JAMES
Department of Anaesthetics,
Royal Isle of Wight County Hospital,
Ryde P033 2TD

***This correspondence is now closed.-ED,
BM7.

Medical Defence Union fees

SIR,-For those pondering the recent increase
in Medical Defence Union fees, the figure
shows the predicted costs 10 and 20 years from
now. The data for 1977 to 1983 were correlated
by least squares fit to linear and exponential
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Predicted costs of Medical Defence Union fees
based on annual fees from 1977 to 1983.

expressions (y=a +bx; y -aebx). Correlation
coefficients for both models were 0 94 and 0 97
respectively. Thus, assuming the exponential
equation gives the better fit, it is predicted that
in 1993 the annual fee will be C3089 and in
2003 it will reach £43 739. Clearly an alterna-
tive to professional insurance will be needed
long before 1993; perhaps the sooner this
change occurs the better ?

B J BOUGHTON
Queen Elizabeth Medical Centre.
Edgbaston,
Birmingham B15 2TH
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