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potentially dangerous. As pointed out in the text of
our study, we diagnosed brain death using the
criteria set out by the royal colleges and faculties of
the United Kingdom.2 Thus in these patients we
had excluded residual neuromuscular blockade as
well as other possible drug actions, and the arterial
Pco2 was in the normal range and indeed, during
the tests, was allowed to rise above normal to
exclude hypocapnoea as a cause for cessation of
ventilation. In addition to these tests, carotid
arteriography was performed to show cessation of
cerebral circulation.
Cannon has shown that after acute denervation

of the oesophagus there is a period of oesophageal
paralysis and at some time thereafter secondary
peristaltic responses (provoked activity) develop as
a result of local reflexes evolving.3 These are,
presumably, the provoked responses seen in
our study. Other workers have argued that
spontaneous activity is a function under the control
of central brain stem mechanisms."6 We are sure
that our findings confirm the necessity for an intact
brain stem centre to produce primary peristalsis
and that the presence of secondary peristalsis
reflects the development of local reflexes.

I can offer two possible explanations for the
observations made by Drs Aitkenhead and
Thomas. Firstly, that our understanding of the
physiology of the oesophagus is at fault and
spontaneous lower oesophageal contraction is an
intrinsic response of the oesophagus (for which
there is no evidence, all the evidence pointing in
the opposite direction). Secondly, that the patients
described by Drs Aitkenhead and Thomas had
some residual function in the oesophageal motility
centre for which the current clinical tests of brain
stem function are insufficiently sensitive.
To conclude, I believe that testing for the

presence of spontaneous lower oesophageal con-
tractions is an extremely sensitive test of lower
brain stem function.

M E SINCLAIR
John Radcliffe Hospital,
Qxford OX3 9DU
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Points

New contract for pharmacists

Dr DAVID ROBERTS (Dispensing Doctors' Association,
Northampton NN6 7HG) writes: Once again we have
a chemist (18 April, p 1034) rehearsing the insult that
doctors dispense only for the additional income.
Readers may not be aware that chemists come into
some rural areas only if they are paid a subsidy,
the essential small pharmacy allowance, which was
enhanced in the new contract. In addition, only a third
of the chemist's income comes from the shop. Ofeven
greater interest is the fact that, value added tax apart, a
dispensing doctor's script costs 25p less, on average,
than a chemist's dispensed script, representing a
saving of some £6m to the NHS in 1985-6. More
dispensing doctors are now installing computers in
their dispensaries, more pills are in original packs, and
European Community regulations will soon make
mixing medicines haxardous. All this was recognised

by the Nuffield report on pharmacy. Hence the
chemists' current concentration on created, paid
community tasks, probably leaving the dispensing
to the same qualified technicians employed by dis-
pensing doctors. The only rational improvement to
pharmaceutical services for our patients is to allow all
doctors to dispense.

Medicinal leeches and wound infection

Mr P J MAHAmy (Withington Hospital, Manchester
M20 8LR) writes: Mr N S G Mercer and colleagues
(11 April, p 937) describe six cases ofwound infection
caused by applying leeches to areas of tissue with a
compromised blood supply in the treatment of venous
congestion after microsurgery. It is impossible to
deduce anything useful about the real risk of infection
without knowing the specific criteria for the authors'
diagnoses of venous congestion. As all medicinal
leeches harbour the organism Aeromonas hydrophila in
their mouthparts, an infection would naturally follow
the application of leeches to tissue with an inadequate
arterial blood supply-that is, tissue that is imminently
and irreversibly necrotic. Venous congestion in an
area of skin is shown by warmth, blueness, a brisk
capillary return, and a tendency to bleed dark blood
on needle prick. In studying over 30 patients and 50
animals in which leeches were applied and these
criteria rigorously observed, I have not seen one case
of overt infection. The medicinal leech undoubtedly
has a small but valuable role to play in the salvage of
skin flaps after complex reconstructive operations. It
will, however, fall into disrepute (as it did in the
last century for different reasons) unless it is used
extremely carefully. This is an important considera-
tion with the recent increase in the use-of medicinal
leeches. The sole producer of leeches in Britain has
supplied some 15 000 leeches to hospitals in the past 12
months.

Simple thyroid cyst: cause of acute bilateral
recurrent laryngeal nerve palsy

Messrs DESMOND J WATSON and GRANT J BATES
(Royal United Hospital, Bath BAl 3NG) write: The
case of bilateral recurrent laryngeal nerve palsy due to
simple thyroid cyst reported by Messrs J S Gani and J
M Morrison (2 May, p 1128) was well managed. We
believe, however, that the assessment of severe stridor
in adults by indirect laryngoscopy is no longer accept-
able. Mirror examination requires tongue protrusion
and often causes gagging, so there is a risk that total
airway obstruction may be precipitated. In the past
six months we have assessed nine adults presenting
with severe stridor using a fibreoptic nasendoscope
(Olympus Optical Company). This instrument is
introduced through the nose into the nasopharynx to
view the larynx from the level of the soft palate
without stimulating a gag reflex. The nasendoscope is
a specialised piece of equipment not available in all
hospitals, but a fibreoptic bronchoscope serves just as
well. This endoscope should be available in most
hospitals accepting patients presenting with airway
emergencies and, although of slightly larger bore than
the nasendoscope, requires only an intranasal spray of
cocaine or lignocaine 10 minutes before insertion. A
flexible endoscope may also be used to help anaesthe-
tists in difficult cases of upper airway swelling and to
assess the state of the larynx before extubation after
the swelling has subsided.

Irritable bowel syndrome as a cause of
chronic pain in women attending a
gynaecology clinic

Professor MICHAEL W ADLER (Middlesex Hospital
Medical School, London WN-8AA) writes: The
diagnosis in a woman presenting with abdominal and
pelvic pain is always difficult and, as Mr Patrick
Hogston (11 April, p 934) indicates, the irritable
bowel syndrome should be considered as a possible
cause. It is unfortunate, therefore, that he did not
perform his study in more true to life circumstances by
selecting women with pain who had not undergone
laparoscopy (a rare diagnostic procedure in Britain) as

these are what most clinicians are dealing with.
Applying his questionnaire only to women who had
already undergone laparoscopy to exclude pelvic
disease prodiuced a highly selective sample which
could in no way be representative of patients walking
into gynaecology and genitourinary medicine clinics.
In addition, the lack of a group of controls who were
asked the same questions makes it difficult to know
how reliable the symptoms (many of which are highly
subjective) are in establishing a diagnosis of the
irritable bowel syndrome.

Explanation and management of neurological
disability

Dr E MARTIN (Bedford) writes: Drs E M R Critchley
and J D Mitchell (9 May, p 1203) give much valuable
and sensible advice, including advice to the patient
about what to do ifthe health centre receptionist offers
them an appointment the following week. However,
they give no advice about what the patient or general
practitioner should do if the neurological clinic's
response to the request for an urgent appointment
results in a date six months ahead. Before the patient
can benefit from the expert and compassionate care
described in this article he or she has to be given an
appointment with a neurologist. Much of the anxiety
and suffering experienced by patients with neuro-
logical disease occurs during the enormously long wait
for the first appointment with the consultant neuro-
logist. For most patients this wait cannot be shortened
by the general practitioner.

Clinical Algorithms: Compulsory detention in
hospital under the Mental Health Act 1983

Dr PETER RHODE (St Mary Abbot's Hospital, Ken-
sington W8 SLQ) writes: It is a pity that the helpful
algorithm provided by Drs Martin Briscoe and Brian
Harris (2 May, p 1141) should be spoilt by a mis-
quotation from the act in the third box down. Their
question is: "Is it for the health and safety of the
patient or others that he should be detained?" Sections
2, 3, 4, and 5 of the act, however, which they correctly
quote in the text of their paper, refer to "the interests
of his own health or safety." This correction from
"and" to "or" is no mere academic exercise as it is the
"or" that enables patients to be treated compulsorily
in the interests of their health without waiting for
there to be actual danger to the patients themselves or
others. Many social workers and some doctors seem to
believe that the patient must be dangerous to himself
or others before such treatment can take place, a
misunderstanding which may cause real difficulties
when deciding when to intervene in a deteriorating
situation.

Drug formularies in hospitals

Professor J R TROUNCE, Ms ADRIENNE EDWARDS, and
Mr RW HORNE (Guy's Hospital, London SE1 9RT)
write: The Lewisham and north Southwark drug
formulary, which follows the informative pattern
suggested by Professor J C Petrie and Dr A K Scott
(11 April, p 919), was introduced in 1983 and the
fourth edition has recently been published. We are
currently working on a paediatric companion to our
formulary. We have not experienced problems over
erosion of clinical freedom as all clinicians may
prescribe outside the formulary if necessary, and we
have experienced no problems arising from reporting
back to all consultants the non-formulary drugs
prescribed by themselves or their team. Together with
other measures for controlling drug expenditure the
formulary has helped to reduce expenditure from
£3-04m in 1982/3 to £2-57m in 1986/7 despite inflation
and additional expenditure of £0-4m on newly intro-
duced items, such-as interferon and cyclosporin and
the enforced purchase of albumin when this was not
available from the Lister Institute. We have received
nothing but cooperation and encouragement from
our health authority, its officers, and medical staff
throughout the district, to the extent that only 0-08%
of our expenditure is on non-formulary drugs.
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