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We also emphasise the importance of continuing vitamin K until
the concentration in the plasma is no longer toxic-that is, normally
less than 1 mg/l. In our patient this would have taken around 10 days
because of his elimination half life of 53 hours (normal range 20-60
hours).
To our knowledge the effect of cholestyramine on the elimination of

warfarin in overdose has not been reported, although its value in
phenprocoumon overdose has been shown.' Cholestyramine in-
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creased plasma warfarin clearance by 30% and reduced elimination
half life by a similar amount in five healthy male volunteers given a
single intravenous dose of warfarin (1-0-12 mg/kg) followed by
cholestyramine (4 g three times a day), possibly by interrupting entero-
hepatic recirculation of warfarin.5 We used a larger dose of oral choles-
tyramine (4 g four times a day) and observed a 38%/' decrease in elimina-
tion half life. Had cholestyramine been administered from the first day
the time taken for the plasma warfarin concentration to reach a non-
toxic value would probably have been reduced by around 40%/ and the
patient could have been discharged earlier.
We conclude that parenteral vitamin K may have to be continued

for several days, but repeated administration of oral cholestyramine
should, by increasing warfarin clearance, reduce the time for which this
is necessary.

We thank Dr B Spragg, department of clinical biochemistry, for measure-
ment of plasma warfarin concentrations, and the nursing staff of Llandough
Poisons Unit for their help.
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Smoking habits after laryngectomy
Laryngeal cancer is responsible for about 1% of deaths in the United
States and Britain and is predominantly linked to smoking tobacco.'
Sufferers from other smoking related conditions often continue to
smoke regardless.' We have surveyed tobacco smoking among people
who have had their larynx removed for laryngeal cancer. Laryngectomy
has two potentially important consequences for the smoker, both
stemming from the fact that smoke drawn into the mouth cannot be
inhaled directly: firstly, further risks to health from smoking should
be reduced because the smoke does not reach the lungs; secondly,
cigarettes and in some cases pipes or cigars should become less satis-
fying because of an inability to obtain accustomed concentrations of
nicotine from absorption in the lungs.3 The first consequence could
lead to smokers continuing to smoke after laryngectomy; the second
should work in the opposite direction leading smokers to give up.

Subjects, methods, and results

Smoking questionnaires were distributed to 248 members of laryngectomee
clubs and people attending laryngectomee clinics in the United Kingdom.
Of the 171 questionnaires completed anonymously and returned (response
rate 69%), 145 (85%) were from men. The mean age of the sample was 64
years and the mean time since laryngectomy five years. One hundred and
thirty of the respondents (76%) had been current smokers when they
sought medical help for their throat condition (see table). The cigarette
smokers averaged 28-0 cigarettes a day, the pipe smokers 19-8 g (0 7 oz) of
tobacco a day, and the cigar smokers averaged 26-2 a week. Twenty six
respondents (15%) were ex-smokers who had given up an average of 14
years previously.

Fifty five of the smokers (42%) continued smoking right up to the time of
their laryngectomy. After laryngectomy 52 (40%) of the original smoking
sample tried smoking again, of whom 35 (67%) had smoked right up to the
time of their operation and 17 (33%) had stopped after seeking help for their
throat condition.
The 40% of patients smoking after their laryngectomy had fallen to 19%

(25 subjects) by the time of the survey. Most of those who stopped (16/27
(59%)) gave loss of satisfaction as the reason. A further 6 (21 %) gave up to
avoid further risks to their health, 2 (7%) because they were advised to do so,
and 1 (4%) because it was painful. Two patients (9%) gave none of these
reasons. Those who were still smoking cigarettes averaged 101 a day,
considerably less than when their condition was first discovered (t= 15-2;
p<0-00l). There was no difference in the mean time since laryngectomy
between those who were continuing to smoke and those who had given up.

Five laryngectomees reported having tried smoking through their stoma,
and one of these continued to do so occasionally.

Numbers of patients smoking cigarettes, pipes, and cigars before and after
laryngectomy (total sample= 171)

Before laryngectomy After laryngectomy

On seeking Just before After At time of
medical help operation operation survey

Cigarettes only 101 44 32 14
Cigarettes and pipes or cigars 13 4 3 1
Pipes or cigars 16 7 17 10

Total smoking 130 55 52 25
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Comment

The 400,, of patients taking up smoking again after their laryngec-
tomy is somewhat less than the proportion found to be smoking after
surgery for lung cancer.2 This may reflect the comparatively good prog-
nosis after laryngectomy, which the smokers would not want to
jeopardise, possibly not being aware that smoking could be less
hazardous than it was before the operation. That many of those who
tried smoking after their laryngectomy subsequently gave up because
of lack of satisfaction is consistent with the view that nicotine intake is
important for many smokers. Also a high proportion of the continuing
smokers (10/25; 400o) smoked pipes or cigars, which unlike cigarettes
permit moderate nicotine intake by buccal absorption. On the other
hand, 14 of 32 patients (44°,,) who tried smoking cigarettes after
laryngectomy continued to do so despite apparently being unable to
inhale the smoke. Although there are reports of laryngectomees
finding ways of inhaling cigarette smoke without putting the cigarette
to their stoma, it seems likely that at least a substantial minority of
smokers will persist in the habit, albeit at a reduced level, without
achieving their accustomed nicotine intake.

We thank the members and officers of the laryngectomee clubs who
participated in this survey, the speech therapists at the laryngectomee clinics,
and Lesley Abrams, of the National Association of Laryngectomee Clubs.
Particular thanks are due to Alison Perry for help in getting the study off the
ground.
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Death and injury to children in cars
in Britain
In Britain accidents are the commonest cause of death in children after
the first year of life. Over 40%O of these deaths are due to road traffic
accidents. Each year about 70-80 children are killed and 9000 injured
(1300 seriously) while travelling in cars.' The deaths represent about
7%O of all accidental deaths to children in Britain. The injuries, though
representing only a small proportion of the total number of injuries,
tend to be more serious than those sustained in most other types of
accident during childhood.

Methods and results

The number of children killed or injured as a result of road traffic accidents
in Britain was collected for the five year period 1978-82 from official records
from the Department of Transport.' Mortality and casualty rates for car occu-
pants were calculated using population data from the Office of Population
Censuses and Surveys.
The years 1978-82 were chosen as they were before the introduction of

legislation, on 31 January 1983, that made compulsory the use of seat belts by
occupants of the front seats of cars and vans.
The mortality of children aged 0-14 travelling in cars fluctuated around a

mean of about 0 6/100 000 children. The highest mortality was in children
aged 1-2 and the lowest in those aged 12-13 and up to 1 year. The overall
mean mortality was 0 65/100 000 children/year (figure).
The casualty rate was more evenly distributed at about 86/100 000

children aged 5-14. The rate was lowest up to the age of 1 and steadily in-
creased to a peak at 3-5 years. The overall mean casualty rate was 84 2/
100 000 children/year.

Mortality and casualty rates of children travelling in cars steadily rose in
Britain until the early 1970s. They then fell steadily, partly because of in-
creased use of restraints for children. In the early 1980s the rates started to
rise again, but the trend was reversed in 1983 after legislation on the use of
seat belts.
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Immediately before and after this legislation the percentage of people with
safety devices for children in cars remained at just over 25%.2 This contrasted
with over 95% of adults using seat belts in the front seats after legislation.
Legislation ensured that all children in front seats were wearing seat belts,
but it also resulted in some children moving to an unrestrained position in
the, back seats. The net result was a 14%,/ decrease in fatal and serious
injuries to children travelling in cars during the first year after legislation.

Comment

In a typical British health district (population 250 000) one child
will be killed every two to three years as a car occupant. In the same
locality about 10-15 children will be admitted to hospital and 30-50
will attend the accident and emergency department as a result of
injuries sustained as car occupants. These figures suggest that all
children travelling in cars should use a restraint appropriate for their
age at all times. The safety devices available are so effective that they
provide a good chance of survival even in a serious collision. Ideally,
children should be banned from the front seats of cars. If, however,
there is no room left in the back seats or no restraint is available it is
safer for a child to sit in the front seat and use an approved restraint
than in the back with no restraint.

In Australia, New Zealand, and America general practitioners,
paediatricians, and children's nurses encourage the use of restraints
for children.3-5 In several places they have set up schemes to hire such
restraints. Many British doctors and nurses have direct and influential
access to young couples and families, and the case for greater partici-
pation in this important aspect of child safety is a strong one.

We thank Mr Derek Hirst, Royal Society of Prevention of Accidents, and
staff of the Department of Transport for the additional information on age
distribution of accidents.
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