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which may well result in the largest wasted poten-
tial in a large proportion of our childhood popula-
tion.

ELIZABETH PENRY
Hearing and Speech Centre,
Bristol BS8 IBN

SIR,-I found the leading article by Mr A G D
Maran and Ms Janet Wilson unduly negative about
the possible contribution of conductive deafness
towards later language problems.
Having conceded that many authorities consider

that a hearing loss in the range 15-25 dB in the first
two years of life may significantly affect later
speech, the authors go on to outline how difficult it
is to prove this point for conductive deafness. They
conclude that, in the absence of proof, "there is no
need for otolaryngologists and paediatricians to
seek out more children aged under 2 for myringo-
tomy."
The evidence should make one very critical

about such complacency. Hubbard et al reported
on 48 children with repaired cleft palates who were
at high risk of glue ear from early life. ' These were
divided into 24 pairs according to whether the
myringotomies were done early (mean 3 0 months)
or late (mean 30-8 months). Hearing acuity and
consonant articulation were significantly better in
those receiving early surgery, whereas mean verbal
and performance intelligence quotients were not
different.
My own conclusion is that a very strong case can

be made for early grommets in children with severe
glue ear in the critical first two years of life,
particularly if they are known to have language
problems.

RICHARD MORTON
Derbyshire Children's Hospital,
Derby DEl 3BA

1 Hubbard TW, Paradise JL, MacWilliams BJ, Elster BA, Taylor
FH. Consequences of unremitting middle-ear disease in early
life. N Englj7 Med 1985 ;312:1529-34.

SIR,-The counsel of inactivity suggested by Mr A
G D Maran and Ms Janet A Wilson, together
with the ambiguity of their closing paragraph, is
unhelpful to community doctors who seek authori-
tative guidance on the early detection of children
with hearing loss.
We know that there are considerable delays in

the diagnosis of deaf children,' yet there is un-
certainty over the best method of screening and
who should do it.2 The authors are therefore taking
an excessively narrow view in stating that "there is
no need ... for paediatricians to seek out more
children under 2 for myringotomy." We seek
children with hearing loss and early evidence of
language impairment, though the later manage-
ment of these conditions is not clear cut. Hall and
Hill (in a paper not cited by the authors) have noted
that five variables affect language development in
children with glue ear: age, duration of episodes,
severity of hearing loss, intrinsic qualities in the
child, and the child's environment.3 These must all
be assessed but the first essential is detection of the
condition. We must seek out such children before
they are 2; though not all will require referral to an
otolaryngologist, proper follow up will be needed
in the community so that those with a persistent
problem can be appropriately referred. Paedia-
tricians and primary care doctors should work
closely with otolaryngologists to establish appro-
priate referral criteria as well as research methods
for assessing outcome.

PAT FRANCIS
TONY WATERSTON

Community Health Service,
Newcastle General Hospital,
Newcastle upon Tyne NE4 6BE
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SIR,-The leading article by Mr A G D Maran and
Ms Janet Wilson (20 September, p 713) concludes
that glue ear before the age of 2 is probably not the
cause of language and hearing disorders. This may
or may not be true in normal children with episodic
glue ear in the first two years. Speech development
in children with cleft palate, however, is clearly
impaired by their major physical abnormality and
will be doubly impeded by the almost universal
finding of glue ear in these children' owing to
dysfunction of the eustachian tube from birth.2
This is a persistent rather than fluctuating conduc-
tive hearing loss and requires active intervention
by myringotomy and middle ear ventilation before
the age of 2 and before the palate is repaired
(usually at 10-16 months in the United Kingdom)
in order to give these children the best chance of
speech and language development,3 both of which
are delayed in this group.4 The same might be
argued for other handicapped groups known to
have a high incidence of glue ear, such as children
with Down's syndrome.5

ROBERT E QUINEY
Royal National Throat, Nose and Ear Hospital,
London WC1X 8DA
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Use of molar units for drugs and toxins

SIR,-Professor L F Prescott has argued (13
September, p 696) that it is arrogant for clinical
biochemists to attempt to force a change to molar
units without wide consultation. Surely Professor
D N Baron's leading article (5 July, p 2) was just
one part of that consultative process. There has
been considerable discussion in scientific societies
and the literature about this proposal and clearly
there are divisions of opinion. The present system,
however, is far from satisfactory. Mass units are
used for reporting in some hospitals while molar
units are used in others and rarely are the two
systems reported side by side. I have seen and
heard of a number of cases where incorrect clinical
decisions have been taken because the clinician has
misunderstood the units in which the blood con-
centration of drugs was reported. This does not
seem to me to be an argument for putting the clock
back but one in favour of standardisation. We
heard most of these arguments when SI units were
introduced for natural substances but very few
difficulties were encountered in practice.

I am not in favour of prescribing in molar units;
like Professor Prescott, I see too many problems at
present to allow this to occur. Nevertheless, it is
wrong to say that it would be impossible to cope.
As pharmacologists we use molar units extensively
when talking about the basic aspects of pharma-
cology, not only in concentration but also in dosage
terms. Equally there are very few drugs and toxins
that we measure in biological fluids whose mole-
cular weight is not known. What is surely required

now is sensible debate between all parties in the
interests of patient care.

MICHAEL ORME
Department of Pharmacology and Therapeutics,
University of Liverpool,
Liverpool L69 3BX

Computer aided diagnosis of acute abdominal
pain

SIR,-As a result of the trial by Dr I D Adams and
others the computer aided diagnosis of abdominal
pain is now a way of life at Whipps Cross Hospital,
where I was a casualty officer. I suggest that the
projected savings to the NHS using this system
could be further increased by dispensing with the
machine itself.
A computer can be good only if sufficient

information can be fed into it. This computer
program will not make a useful gynaecological
differential diagnosis since it does not ask enough
questions. Similarly, it does not have any interest
in the state of the ears, throat, or hernial orifices
and therefore cannot diagnose mesenteric adenitis
in children or even a strangulated hernia. If it were
a medical student it would surely fail its finals.
The report claims an almost 50% drop in

negative laparotomies, which after all are not
performed by casualty officers or computers. The
explanation is that "more accurate diagnosis by the
first doctor to see each patient seems to have led to a
higher diagnostic accuracy on the part of more
senior doctors."

In fig 3 there seemed to be an initial improvement
in the steepness of the learning curve of doctors
using "forms, computers, and feedback" over
those using "forms and feedback" alone, but by
the last three months there was no difference in the
groups. At Whipps Cross the processing of forms
has been shifted from the doctor to a clerk. I
believe that this will result in an ironing out of this
early steep learning phase by cutting down the
length of time the doctor has to spend thinking
about his patient. The doctor may learn quicker
with the computer in the early months but soon
becomes a better diagnostician, making it re-
dundant in the later months.
The project is used by motivated consultants

who give their juniors feedback not only on their
diagnostic accuracy but also on their "compliance. "
These may be regarded as important points when
writing references. The diagnostic accuracy is not
directly due to the computer but due to its
feedback acting as a "policeman of the abdomen,"
encouraging a more careful approach to the man-
agement of abdominal pain.

P N HALL
West Suffolk Hospital,
Bury St Edmunds,
Suffolk IP33 2QZ

SIR,-The results obtained by Dr I D Adams and
others in the diagnosis of acute abdominal pain are
impressive but they raise points which the authors
do not address (27 September, p 800). Firstly, how
is it that the better correct diagnostic decision
making by junior staff flows on to better manage-
ment by more senior staff? Secondly, who really
sees and decides on the fate of a patient with acute
abdominal pain in the district general hospital in
the United Kingdom? It is not clear who is the
doctor making the final decision on which the
management of the patient depends and whether
this changed as a result of the instigation of this
study.

In an admittedly small series of 125 consecutive
patients in a study of the use of laparoscopy in
decision making in the acute abdomen we achieved
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