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women whose repeat smears after finding mild dyskaryosis
are negative have cervical intraepithelial neoplasia on biopsy.
Compromise is inevitable with inadequate colposcopy
services in Britain, but compromise may sometimes mean
death.
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Should sympathomimetics be
available over the counter?
The abuse of amphetamine and the resultant paranoid
psychoses are well recognised,l and similar problems may
arise from the. abuse of other sympathomimetics such as
methylphenidate, diethylpropion, and phenmetrazine.? Not
surprisingly these drugs-came to be made available only on
prescription and were subsequently classed as controlled
drugs. Nevertheless, sympathomimetic drugs such as
ephedrine, pseudoephedrine,, and phenylpropanolamine,
which have similar propensities, remain available over the
counter.3-5 They are common constituents in cough and cold
remedies, which are by far the largest category. of non-
prescription sales in Britain,6 and which in overdose may be
fatal.7

In the United States the abuse of over the counter
sympathomimetics has become recognised as a national
problem,8'-0 with terms such as pseudospeed, look alikes, and
pea shooters. Pseudospeed is a generic term given to various
combinations of non-prescription stimulants such as ephe-
drine, phenylpropanolamine, and caffeine.'0 Look alikes are
the same, stimulants packaged closely to resemble ampheta-
mine tablets in size, -colour, numbering, and trademark,
enabling them to be sold on the street as such. Look alikes are
said to have first appeared in the south eastern United States,
where they were sold as amphetamines.9 During the 1970s
phenylpropanolamine was used increasingly as an over the
counter appetite suppressant andwas eventually incorporated
into look alike drugs.8 By 1980 most look alikes contained
ephedrine, phenylpropanolamine, and caffeine. They were
manufactured in "garage laboratories" and sold. cheaply by
mail order.'0 Four such look alike capsules might be as potent
as a substantial dose of amphetamine.9

Congressional hearings held in 1981 and 1983. considered
the pseudospeed problem but the Food and Drug Adminis-
tration was unable to stop manufacture as these were over the
counter drugs. They were, however, able to prevent counter-
feiting controlled drugs and to seize look alikes. The look
alike industry responded by changing the appearance of its
products. The United States P.ostal Service then refused-to
deliver phenylpropanolamine, ephedrine, and caffeine on
the grounds that the triple combination was not safe as
advertised. In August 1983 the Food and Drug, Adminis-
tration banned its sale but the look alike industry removed

one of the constituents, whereupon in December 1983 the
Food and Drug Administration banned the combination of
phenylpropanolamine and caffeine. Currently, legally pro-
duced pseudospeed contains only one sympathomimetic and
is usually sold as an over the counter appetite suppressant.9
The growing popularity of cocaine in the United States
and its high price have also resulted in pseudospeed
being marketed as a, substitute for cocaine with names
such as "cokesnuff, "coca snow incense," and "poor man's
cocaine."l" 2 Pseudospeed has been reported as the most
commonly abused drug after alcohol and cannabis among
adolescents in centralNew York.'°The pseudospeed industry
has a multimillion dollar turnover, makes vast profits, and
has always been one step ahead ofany legislation designed to
curb the drug.
Abuse of over the counter sympathomimetics is a major

problem in the United States, and, like solvent abuse, it
might cross the Atlantic. There is a strong case for making
them available here only on prescription; this may help to
prevent the development of abuse in the United Kingdom.
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Special units for acute upper
gastrointestinal bleeding
The management of patients with acute upper gastro-
intestinal bleeding remains controversial, partly because
of different and sometimes conflicting medical interests.
Endoscopists have reported that endoscopy is better than
radiology,' radiologists that radiology is better than endo-
scopy,2 surgeons that an early operation reduces mortality,3
and physicians that an early operation increases mortality.4
We must therefore look closely at a claim from an Australian
hospital- that setting up a special multidisciplinary unit
reduced mortality from acute upper gastrointestinal bleeding
from 15% -to 6% ma few years.5

Mortality in patients admitted to hospital with acute upper
gastrointestinal bleeding has remained fairly constant at
around 10% over the past 40 years, although the proportion
of elderly patients has increased enormously.6 As many as
two thirds of patients are now over 60, and a quarter over 80.7
Deaths are virtually confined to these elderly patients,8 and
the death rate is not the same in all hospitals. In a recent study
from a peripherarl district general hospital the mortality was
15%,9 whereas in teaching hospitals it is often substantially
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less than 10%. Such differences could be because of different
methods of including patients. Mortality is, however, likely
to improve in hospitals where a special interest is taken in
these patients.

Should special units for patients with acute upper gastro-
intestinal bleeding be established in district general hospitals?
About 50 000 such patients are admitted to hospital annually
in Britain; an average district general hospital might there-
fore expect four or five such admissions a week, too few to
justify a special unit. Furthermore, the proposal aims at
reducing mortality, and as deaths are virtually confined to
elderly patients the logic would be that the units should be
particularly reserved for the elderly. Even ifthe resources for
such developments were available few would argue that this
would be sensible medicine.
There are, however, important lessons to be learnt from

the experience of the special units. Perhaps their most
important virtue is the improved collaboration between
physicians and surgeons. Audit is also easier. The Australians
consider that early endoscopy is important,5 and, although
in Britain patients investigated endoscopically and radio-
logically show no differences in mortality,'0 more recent data
show that the prognostic value of endoscopy is likely to have
an important impact on management. Thus ulcers with
visible vessels in their base have a high incidence of serious
rebleeding (and so patients often need an operation), whereas
those without stigmata rarely rebleed)' 12
We cannot be complacent about managing acute upper

gastrointestinal bleeding, and the results in district general
hospitals may be worse than is realised. Most hospitals now
have a physician with an interest in gastroenterology, who
could improve the management of these patients. A first step
would be to review results in individual hospitals, both
retrospectively and prospectively from endoscopy records.
Endoscopy is clearly the best investigation, and in most
patients is best done on' the morning after admission. This
service should be easily organised in most district general
hospitals and will provide as high a diagnostic yield as more
urgent investigation." The few patients whose bleeding
is very severe and continuous may need more urgent
investigation.
A surgical policy needs to'be established in each hospital,

bearing in mind that there are no controlled data to guide us.
When surgery is performed rarely or very often harm is done,
and a satisfactory policy will lie between these extremes.
Such a policy needs to be fully discussed and agreed and
changes made in the light of experience. Despite the lack of
important recent advances in managing patients with acute
upper gastrointestinal bleeding -we do now have a better
understanding of the management that is available. We
should be able to use this knowledge to improve treatment
and thereby increase the chances of our patients surviving.
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Hospices for children?
During the past decade many institutions-some termed
hospices-have been established in Britain to care for adults
with terminal illness. They have been started because the
requirements of such patients and their relatives are not
usually best met in a busy acute medical or surgical ward. In
many districts buildings have been constructed or'converted
(within or without the National Health Service) to cater for
the terminally ill, and these are supported by domiciliary
medical, nursing, and other services. Such developments
have been a success. So should similar services be set up for
children?

Prolonged terminal illness is rarer in children than in
adults. Most infants and children who die in Britain do so
from acute infections or cot deaths in the first year of life or
from accidents thereafter; some also die in the neonatal
period from prematurity or its complications. Most district
hospital children's departments have arrangements for
helping the parents and relations of such patients (although
the bereaved parents of children killed in accidents may not
always be directed to them). Three groups of children
do, however, have conditions that may cause them to die
slowly: some with major congenital malformations; others
with malignant disease or major organ failure resistant to
treatment or for whom treatment is not suitable; and those
with progressive neurodegenerative disease. The number of
such children is small-perhaps halfa dozen a year in a health
district-but they pose substantial management problems.

Services for these families are now well established in some
districts, and their success has helped others who have been
developing their own. The idea of establishing hospices for
children is recent: Helen House in Oxford has a national
reputation, and other hospices are planned. These projects
have caused concern among professionals: is there a real need
for a hospice movement similar to that for adults, or is it a
well intentioned but misguided idea that will result in
charitable donations being made to a project of questionable
benefit to children? A recent 'symposium sponsored by
the Help the Hospices charity with the help of the Royal
College 'of Physicians of London and the British Paediatric
Association tried to answer these questions. Various schemes
for helping such children and their families were discussed,
and the conclusion was that plans for widespread develop-
ment of such hospices should be resisted (although the
absence ofa consumer voice on the platform should be noted)
since no more'than four would be needed in Britain.
The matter should, however, be considered by health

districts, which should review their services for dying
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