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Points

Infective endocarditis: a preventable disease?

Dr PHILIP LYN (Duchess of Kent Hospital,
Sandakan, Sabah, Malaysia) writes: Dr G Keith
Morris mentions several precipitating causes of
infective endocarditis culled from the studies by
Bayliss et al' 2 (25 May, p 1532). I would like to draw
attention to an important and often forgotten route of
introduction of sepsis in patients at risk in hospitals-
from intravenous drip or venepuncture sites. 3
Recently, we saw two children aged 11 and 12 who
presented with relapse of their rheumatic fever with
flitting arthralgia, pericardial rubs, and fever. These
symptoms subsided on aspirin and bed rest but a
week later a high swinging fever was noted, with
changing heart murmurs and evidence of heart failure
in one case. One of the blood cultures subsequently
grew a penicillin resistant Staphylococcus aureus. The
child died despite high dose intravenous penicillin,
cefuroxime, and cloxacillin. In the second case no
pathogens were grown despite repeated blood
cultures, but the fever was later controlled with
cefuroxime, cloxacillin, and gentamycin.
The most likely site of entry of the organism was

through the drip site, where both children had
developed mild cellulitis, and neither had received any
antibiotics. Poorly cleaned venepuncture sites for
routine blood investigations were another possible site
of entry. Routine setting up of drips in casualty is a
common practice and is often far from being an aseptic
procedure. Those who practise this must realise that it
is not without risk, especially to patients with valvular
heart disease. We believe that care with cleaning the
drip site with iodine, introduction of the intravenous
cannula by an aseptic technique, and regular change of
drip sites before cellulitis sets in are the best ways of
preventing infective endocarditis in patients at risk.

I Baylin R, Clarke C, Oakley CM, Sommerville W, Whitfield
AGW, Young SEJ. The microbial and pathogenesis of
infective endocarditis. Br Heartj 1983;50:5 13-9.

2 Baylin R, Clarke C, Oakley CM, Sommerville W, Whitfield
AGW, Young SEJ. The bowel, the genitourinary tract and
infective endocarditis. Br HeartJ 1984;51 :339-45.

3 Pellethier LL, Petersdorf RG. Ham-son's prtnctples of internal
medictne. Kokagusha: Mcgraw-Hill, 1980:243.

Sutures or adhesive tapes for primary closure
of pretibial lacerations

Dr F DUDLEY HART (London WIN lAN) writes: Dr
R Sutton and Mr P Pritty (1 June, p 1627) make the
very useful point that for most pretibial lacerations
conservative management on an outpatient basis is all
that is necessary and that adhesive tapes are to be
preferred to sutures in the closure of such wounds.
This, true of traumatic lesions in normal subjects, is
doubly true of rheumatoid sufferers. The atrophic,
shiny skin stretched tight over the tibia is all too easily
torn, and for many years we have advocated the use of
adhesive tapes in these cases, as sutures tear the tissues
as through moist blotting paper, particularly in
patients on prolonged corticosteroid therapy. Very
minor trauma in these patients may cause such
lesions-in one case the light tap of a husband's shoe
on his wife's skin under the breakfast table, in another
the wagging of a dog's tail across the shin. Suturing in
such patients makes an untidy wound even more so.

Ovariectomy and breast cancer:
did Schinzinger beat Beatson?

Dr HELMUTH VORHERR (Department of Obstetrics-
Gynecology, University of New Mexico School of
Medicine, Albuquerque, New Mexico 87131, USA)
writes: Dr Michael McLean (16 March, p 855)
attributed the discovery of ovariectomy in metastatic
breast cancer to Beatson. This is not surprising
because over the years this information has been
carried over from one publication to another. In 1896
George Thomas Beatson reported that ovariectomy in
a 33 year old patient with local-regional recurrence of
breast cancer brought about complete remission. He
also observed tumour regression in a 40 year old

inoperable patient in whom the cancer affected the
whole breast, lymph nodes, and skin. However, seven
years before that, in 1889, Albert Schinzinger had
described the surgical treatment and complications in
96 patients with breast cancer, 23 of whom were
menstruating.2 Schinzinger proposed that the ovaries
in younger women promote breast cancer growth and
he therefore recommended ovariectomy for prevent-
ing local recurrence or for slowing cancer growth.
Because Schinzinger suggested the value of ovariec-
tomy in young women with breast cancer before
Beatson did, it seems only fair to give Schinzinger
some of the credit.

I Beatson GT. On the treatment of inoperablecases ofcarcinoma of
the mamtna: suggestions for a new method of treatment, with
illustrative cases. Lancer 1896;ii: 104-7, 162-5.

2 Schinzinger A. Uber Carcinoma marmmae. Zentralbl Chir 1889;
16:55-6.

Accidental digitalis poisoning due to drinking
herbal tea

Dr G P SPICKErT (Heath Road Hospital, Ipswich,
Suffolk IP4 5PD) writes: I was interested to read the
article by Dr R J I Bain (1 June, p 1624) on accidental
poisoning by digitalis due to drinking herbal tea.
Although the diagnosis was undoubtedly clear from
the electrocardiographic findings, it would be interest-
ing to know what serum concentrations of digitoxin
were achieved by his patient after ingestion of a litre of
the herbal tea, as digitoxin is one of the major
components of digitalis leaf. Another point of
potential interest is that digitoxin undergoes an
enterohepatic cycle, and, as it can be bound by
cholestyramine, this means that it is theoretically
possible to interrupt the cycle and promote excretion
in acute poisoning by the use of such an agent. The
same does not apply to digoxin, which does not
undergo an enterohepatic cycle, although if the drug
is still present in the gastrointestinal tract, it will be
bound and absorption prevented.

Chest physiotherapy in primary pneumonia

Mr JULIUS SIM and others (Physiotherapy Depart-
ment, Brompton Hospital, London SW3 6HP) write:
Dr Sven Britton and others (8 June, p 1703) conclude
that physiotherapy is ineffective and inadvisable in the
management of primary pneumonia. For at least a
decade in the United Kingdom it has been accepted by
both physiotherapists and physicians that, during the
acute consolidative stage of the disease, active physio-
therapy such as "postural drainage ... percussion and
vibration" is at best ineffectual and often painful for
the patient. This was confirmed by an earlier study'
and has long been accepted teaching in standard texts
of respiratory physiotherapy here in the UK.2

I Graham W, Bradley D. Efficacy of chest physiotherapy and
intermittent positive pressure breathing in the resolution of
pneumonia. N EnglJ Med 1978;229:624-7.

2 Gaskell DV, Webber BA. The Brompton Hospital guide to chest
physiotherapy. 2nd ed. Oxford: Blackwell Scientific Publica-
tions, 1973.

Is peritoneal dialysis a good long term
treatment?

Professor DIMITRIos G OREOPOULOS (Peritoneal
Dialysis Unit, Toronto Western Hospital, Toronto,
Ontario) writes: In his excellent review (20 April, p
1164) Dr G A Coles mentioned a patient that I had
reported'; she is still undergoing peritoneal dialysis
after 11 l/2 years. Recently we reviewed our experience
with 10 patients who had been on peritoneal dialysis
for over five years, a range of 60 to 133 (average 96)
months.2 Our results with patients aged 20 to 60, who
had no pre-existing cardiovascular disease, diabetes,
or other systemic diseases, indicate that their four year

survival is 100%, and 87% of these are still undergoing
continuous ambulatory peritoneal dialysis after four
years.3 Hence I disagree with Dr Coles's conclusion
that in "younger patients with good family support
and no other serious medical problems, home haemo-
dialysis gives the best chance of longevity and least
chance of serious morbidity." These patients have an
equally good chance on continuous ambulatory pern-
toneal dialysis and nephrologists should give it a good
trial in this population, assuming, of course, that
transplantation, which is by far the best option, has
been tried or is being considered.

I Oreopoulos DG. Duration of peritoneal dialysis-ten years and
more. Peritoneal Dialysis Bulletin 1984;4:61.

2 GilmourJ, WuG, Khanna R, Schilling H, MitwalliA, Oreopoulos
DG. Longterm CAPD. Peri'oneal Dialysis Bulletin (in press).

3 Khanna R, Wu G, Vas S, Oreopoulos DG. Mortality and
morbidity on CAPD. ASAIO_7ournwl 1983;4:197.

Acute appendicitis and dietary fibre

Dr R G BENIANS (Westcliff on Sea, Essex SS0 8NR)
writes: In a small outpatient survey of mine done in
1975-6, out of 99 patients in whom the irritable bowel
syndrome was eventually diagnosed there were four
who had had appendicectomies. These figures may be
much too small for statistical analysis but do at least
suggest a greater incidence of appendicitis than in the
population at large. I wonder if anyone has looked for
a relationship along these lines? If present, then a
positive family history might influence surgeons in
favour of early laparotomy rather than expectant
treatment in doubtful cases of childhood appendicitis.

Fenclofenac induced interstitial nephritis

Dr L SELLARS and others (Freeman Hospital, New-
castle upon Tyne NE7 7DN) write: We would like to
draw attention to a case we described last year' very
similar to that reported by Dr M J Raftery and others
(20 April, p 1178).

1 Sellars L, Wilkinson R, Morley AR, Salter RH. Nephrotic
syndrome and renal impairmTent associated with fenclofenac. Ann
Rhewn Dis 1984;43:513-4.

Review body proposes 6-3% rise

Dr ALASDAIR J MACDONALD (Crichton Royal Hospital,
Dumfries DG1 4TG) writes: The review body describes
itself as being guided by the aims of the Pilkington
Commission. The second aim of the commission,
quoted on the same page, refers to "these two
professions, most ofwhose members derive the greater
part of their livelihood from the National Health
Service." In fact many consultants and almost all
junior medical staff derive all of their livelihood from
the National Health Service. Neither the public nor
the government nor our negotiators seem fully aware
of this. The effect is that those most committed to the
National Health Service are the least well rewarded.
Doctors, nurses, and other staff are the essential
resource of any health service. Hints that pay rises
threaten standards of patient care are therefore inappro-
priate. Good staff can overcome many limitations in
buildings and resources. The issue of comparability is
difficult but if you assume (wrongly) that whole time
consultants work only the x 31½2 hour sessions of
their contracts, their hourly pay after the 1985 pay
review is never more than £13 84 per hour before tax
and deductions. Few other professions would accept
such a rate per hour.

Correction
Delayed puberty

We regret that an error occurred in this letter by Drs L
and T Zondek (8 June, p 1745). As listed after the
letter the references should be numbered: 1,8,9,2,10,
11,3,4,5,6,7 and not as they appear.

 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.291.6487.57-i on 6 July 1985. D

ow
nloaded from

 

http://www.bmj.com/

