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of authority which may mask some contentious
assumptions.

Different methods are available to regions. In
our region (Mersey) the introduction of a new
method has resulted in a reduction by one third of
the catchment population for adult orthopaedic
surgery. Because of the variability of method
clearly any indicator involving catchment popula-
tion must be suspect. The implications for revenue
targets also reach enormous proportions.
Some might, unkindly, suggest that central

management is content to allow the debate on
RAWP to continue, to allow districts to squabble
among themselves over their share of the cake,
when the real problem to be addressed is, of
course, the size of the cake itself. We must,
however, recognise that the cake is finite.

Performance indicators, we are advised, should
never be looked at in isolation or considered as a
"league table"; why then is each district given
a rank for each indicator? The indicator most
commonly used in district comparisons is through-
put-the number of discharges and deaths per
available bed per year, with no distinction being
drawn between a discharge and a death. Ifa district
suffers many sudden deaths shortly after admission
not only does this "improve" its performance, it
also increases its revenue targets.
The DHSS has set up a working party to re-

examine the allocation of resources; I earnestly
hope that they take as much note of the experience
of clinicians as of the expertise of statisticians.

J Y THOMSON
Accident and Emergency Department,
Walton Hospital,
Liverpool L9 IAE

TV coverage of sponsored sporting events

SIR,-Although the BBC might have told the pro-
ducer of the Embassy World Professional Snooker
Championships to cut -out shots of the players
smoking (Alison Greest, 10 May, p 1267) and
although early in the championships there had
been a conscio4is effort to avoid broadcasting the
name "Embassy" either verbally or visually, it was
obvious that by the time of the final at least the
policy of not broadcasting the name "Embassy"
had been discarded.
As in previous years, there were frequent and

long static shots of signs bearing the "Embassy"
name placed behind the chairs provided for the
players and positioned immediately across the
table from the BBC cameras. This is in direct
contravention of the government's voluntary
agreement with the tobacco industry on the spon-
sorship of sport. Furthermore, while the name
"Embassy" was clearly visible, the letters of the
health warning were too small to be distinguishable
on the television. This is in conflict with the spirit,
if not the letter, of the agreement.

At 5 20 pm on Sunday 4 May I telephoned the
duty officer at the BBC to complain about these
signs. I was told that at this and other sports events
sponsored by tobacco companies the BBC is told
where to position its cameras by the organisers and
that the BBC would go along with those instruc-
tions regardless ofany infringement of the govern-
ment's voluntary agreement. I checked this state-
ment three times with the duty officer. There was
no confusion over what was said.

I believe that these spontaneous remarks of the
BBC's duty officer, who must be anr experienced
member of staff, are nearer to the true practice of
BBC employees than the carefully considered
claims made by higher officials.

PAUL THORNTON
Hudderafeld HD3 4TZ

Drug points

Underdiagnosis of neuroleptic malignant
syndrome

Drs B J M JONES, R GROVES, and D D GIBBS,
(Department of Medicine, The London Hospital,
London El 4DG) write: Dr C R V Tomson (18
January, p 171) believes that this syndrome is some-
times unrecognised. We agree and offer a further
reason for the underdiagnosis of this life threatening
condition. We have recently seen a 44 year old
man with a long psychiatric history who presented six
days after his third 40 mg depot injection of flupen-
thixol decanoate. A day after the last injection he
experienced severe muscular weakness. On admission
dysarthria, constipation, extreme sweating, hyper-
ventilation, and fever of 39° were present. He
discharged himself from hospital and subsequently
received a further injection of flupenthixol 40 mg.
Five days later he was readmitted with extreme
weakness. Though the pneumonia was resolving his
temperature was recorded as 41' and there were
widespread serious abnormalities, including auto-
nomic instability, urinary and faecal incontinence,
muscular contractions, bilateral ptosis, impaired
consciousness, and tachypnoeic respiratory failure.
He was treated initially for septicaemia while an
explanation for the grave neurological and muscular
disturbances was sought. Search of available data
sheets, MIMS Compendium, and the British National
Formulary found no mention ofa relationship between
flupenthixol and malignant hyperpyrexia or the other
severe features manifest in this patient. Fortunately,
reference to a standard text' did indicate the correct
diagnosis and treatment. The patient benefited
from dantrolene sodium, together with supportive
measures, and eventually recovered fully. Neuroleptic
malignant syndrome is a well documented condition,
which occurs occasionally in patients receiving neuro-
leptic drugs. It may be associated with a mortality as
high as 20300o/o.2 Why then is there no adequate
description in the data sheets for Depixol and most
other neuroleptic drugs? The most recent BNF (No
11, 1986, p 140), issued since we encountered our
case, does refer briefly to the condition as a rare side
effect but proffers no advice on management. Fuller
descriptions of the condition should be given in
relevant data sheets.

I Petersdorf RG. Disturb4nces of heat regulation. In: Petersdorf
RG, et al. Hamrson's Principles of Intemal Medicine. 10th ed.
New York: McGraw Hill, 1983:55.

2 Guze GH, Baxter LR. Current concepts. Neuroleptic malignant
syndrome. NEnglJMed 1985;313:163-6.

Anaesthetists and adverse drug reactions

Dr ROBERT CARLEN (Sayville, NY 11782, USA)
writes: The Committee on Safety of Medicines (5
April, p 949) says: "The experience with halothane
emphasises the importance ofobtainingadrug history,
especially when that drug is an anaesthetic." But how?
Every anaesthetist should make up a form listing all
the drugs he uses, with one or two blank spaces for
unusual cases. A supply would be kept in operating
rooms. At the end ofeach procedure he would simply
tick off what he used. The secretary would then send
the form to the patient. This form would, of course,
explain its purpose and the importance of keeping it
permanendy. Then the next anaesthetistwould simply
ask for it. I do not say this system will work all of the
time, but it will surely work better than what we have
now, which works none of the time. A similar
suggestionmade 16yearsago' wententirely unheeded.

I Carkn R. Item for the health record. N EnglJ Med 1970;2:
1379.

Aqueous malathion O'5%/ as a scabicide

Dr ALAN A MORGAN (Ilford, Essex) writes: I was
interested in the article by Mr Ian Burgess and his
colleagues (3 May, p 1172). It is perhaps worth
mentioning that there is a hazard in the use of 05%

malathion for those working with organophosphorus
compounds (including insecticides, pesticides, and
the tri-aryl phosphates used for plasticisers), as these
substances are known inhibitors ofplasma and red cell
cholinesterase and are strong potentiators of mala-
thion toxicity. An alternative form oftreatment would
appear advisable in such staff.

Non-steroidal anti-inflammatory drugs and
serious gastrointestinal adverse reactions

Dr J F HORT (A H Robins Company Ltd, Horsham,
West Sussex RH13 5QP) writes: After publication of
the CSM Update (3 May, p 1190) we wish to add to the
advice given to prescribers of non-steroidal anti-
inflammatory drugs, with reference to azapropazone.
A considerable proportion of serious gastrointestinal
events associated with this drug have occurred when
an elderly pierson has bee precribed a dose greater
than that reconmended. We use this opportunity to
draw the attention of-prescribers to those recom-
mendations in the- data sheet for Rheumox and
Rheumox 600.

Psychosis induced by fenfluraniune

Drs KENNETH WAITERS and ALAIN LE RIDANT
(Servier Laboratories Ltd, Slough SL3 6HH) write:
The impression given by Drs D Murphy and J
Watters (12 April, p.992) that fenfluramine may cause
psychotic behaviour during'the recommended use of
the drug is misleading and not supported by the facts.
There are no previously published reports of this
event and the latest data generated from the "yellow
card" system, available through the Committee on
Safety of Medicines, list only two reports of psychosis
associated with fenfluramine since its launch in 1963.
Considering the many hundreds of thousands of
patient exposures to fenfluramine in the UK and
world wide, and the scarcity of evidence for the
occurrence of the unwanted effect, the risk of its
development has to be slight. By v-irtue of its phar-
macological profile, fenfluramine-is contraindicated in
certain psychiatric states and in combination with
some psychoactive substances. These interactions are
well documented and clearly mentioned in the data
sheet, Interestingly, the specific interaction described
in the authors' report-fenfluamine and a neuroleptic
-is specifically mentioned in the data sheet. The
lesson to be learnt should be: ifyou want to prescribe a
drug with which you are unfamiliar consult the data
sheet and do not follow suggestions made in unsigned
leading articles from old copies of the BMJ.

Buprenorphine:- dangerous drug or over-
looked therapy?

Dr J Roy ROBERTSON and MR AIDAN B V BUCKNALL
(Edinburgh Drug Addiction Study, Edinburgh EH4
4PL) write: Buprenorphine has agonist and antagonist
properties at the opiate receptors and, at least theo-
retically, might be usefulinmanagingdrugaddiction.'
Unfortunately, however, it is more likcely to fall into-
disrepute because of the way it is being misused.2
Because of the decline in the purity of heroin,
buprenorphine, abused intravenously, is currently the
drug of choice in Edinburgh, and is obtained directly
or indirectly from the NHS. Doctors should be aware
of the dangers of prescribing the drug: indeed, our
practicehasimposedavoluntarybanonitsprescription
because of its widespread resale and intravenous
abuse. Before the drug becomes restricted (as hap-
pened to dipipanone under similar circumstances)
perhaps the manufacturers can be persuaded to pro-
duce a non-injectable form and organise a clinical trial
on the use of buprenorphine in an appropriate unit.
We could all do with some science injected into the
managment of drug abuse.

1 MeDoNK, MendelaonIH. Buprenorphinesuppressesbheroin use
by heroin addics. Sciece 1910,2117:657-9.

2 Sragj1. Abuseofbupr lenrhe. Lane 1985uli:725.
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