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AUTHORS' REPLY,-Mr Owen and colleagues are
correct that we did not directly refer to the
shortened lifespan in gross obesity because no
operation has yet been shown to reverse this trend
successfully. We did not discuss the Scopinaro
biliopancreatic bypass because only its originator
has substantial experience of it.
We were perhaps a little uncritical in quoting

reports of dysplasia and gastritis in some of the
gastric procedures. But no other reports on the
Alden procedure have been published so far that
refute the assertions ofMcCarthy et al. We remain
unconvinced, however, that gastric operations for
gross obesity are a satisfactory solution; the small
proximal pouch (50 ml) impairs normal eating for
the rest of the patient's life. In a masterly review
Naslund compared gastric bypass surgery and
gastroplasty and pointed out that little is known
about the physiology of these operations.' The
several published modifications to these surgical
techniques point to the difficulty of obtaining
consistently good results.
We take issue with Mr Owen and colleagues over

the ease of reversing gastric bypass. In our ex-
perience great difficulty has occurred, with not
insignificant morbidity.2 Unfortunately, five years'
follow up is not enough to draw firm conclusions.
Jejunoileal bypass remains a very successful
operation even after 10 years, and only after that
time was it abandoned. So once again we advise
patience before drawing conclusions.
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Type A behaviour and coronary heart disease

SIR,-Dr Tom Sensky's cautious optimism about
type A behaviour (11 July, p 69) has been con-
firmed by a recent meta-analysis that examined all
studies relating type A behaviour to coronary heart
disease published between 1950 and 1985.'
The authors showed that the effect size (Pear-

son's r) for all measures of type A behaviour and
all coronary heart disease groups was 0 136
(p<<0-0001). This means that type A behaviour
accounts for about 2% of the variance in coronary
heart disease. Although this is a small effect size,
the reliability of the finding and the number of
people affected make it non-trivial. The more
detailed results of the study were instructive and
included highly significant effect sizes on coronary
heart disease for the following personality indices:
Jenkins activity survey, 0-067; type A structured
interview, 0-221; extraversion, 0-071; anxiety,
0-124; and depression, 0 205.

Other results from the same study were relevant
to Dr Sensky's concerns about the relation be-
tween the structured interview and self report
measures: the "hard driving" component of the
Jenkins activity survey had an effect size of 0-153,
larger than either the type A (all measures) or the
total Jenkins activity survey score effect sizes.
Further, "job involvement" on the Jenkins activity
survey was not related to coronary heart disease

while "speed and impatience" were weakly related,
leading the authors to conclude that this finding
seemed to contradict the popular notion of the
workaholic who develops coronary heart disease.

Both Dr Sensky's and Booth-Kewley's and
Friedman's studies fail to emphasise that those
who have developed the type A concept have been
reinventing the wheel. As Eysenck said, "pro-
ponents of the concept often argue and write as
if well established models of personality did not
exist and fail to relate their concepts to these
dimensions."2 Fortunately, this is beginning to
change and there are now reports that type A
behaviour is related to neuroticism, trait tension,
anxiety, depression, and extraversion.2 If these
obvious empirical investigations had been done
earlier we might have discovered before now that a
single component of the Jenkins activity survey
predicts coronary heart disease better than the
whole scale.

Sensky comments that the type A concept is not
a unitary one, and, indeed, this conclusion has
occurred to psychologists concerned with a scale
which, superficially, appears todescribe a "type. "24
Eysenck, for example, concluded, "Clearly type A
behaviour is not unitary; certain aspects of it are
closely related to neuroticism, others to extra-
version and the two groups of type A behaviour
traits are themselves almost unrelated.... In this
general description, it will be noted, there is no
trace remaining of the concept of type A behaviour
as such; the concept has been shown to be a
chimera, stemming from perfectly correct observa-
tions of the originators of the concept, followed by
psychometrically inappropriate analysis, and dis-
regard of much better established personality
dimensions."2

In a discipline that now accepts psychology as
one of its basic sciences these are embarrassingly
elementary lessons. The finding that personality
predispositions relate to coronary heart disease is
important, and its investigation requires an aware-
ness of the appropriate methods and skills.
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Managing psychopathic offenders

SIR,-Dr Derek Chiswick does not appear to have
addressed the fundamental question of whether
psychopaths are suffering from some form
of mental abnormality that actually requires
treatment-however ineffective current treatment
may be (18 July, p 159). He is not correct when he
states that psychopaths are not treated with electro-
convulsive therapy, as a preliminary analysis of
data on 131 psychopaths (men and women) in
Broadmoor and Rampton Hospitals found that
29% had received electroconvulsive therapy at
some time in their lives, with 55% previously
admitted to ordinary psychiatric hospitals, not
infrequently on a hospital order, but invariably
under the legal category of mental illness (J W
Coid, Royal College of Psychiatrist's conference,
1987). One in four women and one in five men had
suffered a schizophrenic breakdown (usually short
lasting) and 61% had had a depressive illness
during their lifetime. These patients tended to

receive diagnoses ofpersonality disorder (DSM-III
multiple axis 2). Their histories also showed a
surprisingly high incidence of early cerebral
trauma, emotional and physical deprivation, and
depression and personality disorder in their first
degree relatives.
Some of the issues seem confused, with one

argument made against another problem. For
example, Dr Chiswick is right to point out the
unsatisfactory situation of mental health review
tribunals discharging dangerous psychopaths back
into the community, but this is not directly
relevant to their need for treatment in a therapeutic
setting. Risk to the public from future offending
maywell behigh when psychopaths were compared
with mentally ill subjects in the studies quoted, but
none compared a similar group of personality
disordered subjects released from prison without
treatment. It may be premature to conclude from
the statistical associations of the study by Dell et al'
that the discharge ofpsychopaths relates merely to
the seriousness of the offence while that of schizo-
phrenics relates to the chronicity of illness. It is
also unfair to describe the endeavours of the small
group of special hospital staff who are actively
concerned with psychopaths as mere "time fillers."

Certainly many legal aspects of the detention of
psychopaths outlined by Dr Chiswick are not
entirely satisfactory, and treatment programmes
for these patients are sometimes patchy and poorly
organised. However, careful unbiased research
into their treatment and its effectiveness is badly
needed. Perhaps more importantly, research
is needed into what is actually being treated.
Reducing the numbers of psychopaths detained in
psychiatric hospitals does not relate to their need
for treatment but to how staff feel about attempting
treatment. In the case of the state hospital at
Carstairs it most probably related to the terrible
events of the past.2 Dr Chiswick is right to describe
the management of psychopathic disorders as a
problem that will not go away. Excluding them
from hospital merely dumps highly disturbed
individuals into an already overcrowded prison
system with no hope of treatment before their
return to the community.
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Prediction of resources needed for
treatment of renal failure

SIR,-We are aware of the project of Ms Ruth
Davies and Mr Huw Davies (25 July, p 271) and
hope that their model will produce precise predic-
tions of value. Unfortunately, no such predictions
are available and no comparisons may be drawn.
The superiority of the model they propose awaits
corroboration other than that provided by refer-
ences to their own work. Furthermore, there is
debate about the relative merits of mathematical
models. We chose to use a steady state approach to
avoid the difficulties that arise if too detailed an
attempt is made to give year by year numbers and
costs for a renal replacement programme. We are
satisfied that our approach provides a minimal
target of need as we have used the most favourable
implications for outcome in every case- for
example, with regard to transplant availability, the
proportion of patients suitable for independent
dialysis, and the costs for different methods of
treatment including continuous ambulatory
peritoneal dialysis.
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It is important that debate about modelling
does not obscure the practical implications of the
predictions on which all are agreed: a considerable
increase in resources for the treatment of renal
failure will be required over the next decade solely
to keep pace with the numbers of patients pre-
dicted from the target of 40 new patients per
million population per year. Overall survival is
now so good that the stock of patients kept alive
with treatment will not level out before the end
of the century. In addition, acceptance rates
are expected to continue to rise. By 1985 numbers
accepted already exceeded 40 per million popula-
tion in 17 other European countries and were over
50 in eight of them and over 60 in two.'

Since our prediction of dialysis requirements is
minimised by assuming free availability ofkidneys
for grafting, failure in the supply of donor organs
will hold up attainment of steady state and shift
more patients into (more expensive) dialysis modes
of treatment.
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Treatment ofrecurrent spontaneous abortion

SIR,-Dr Willem Vlaanderen and Professor Pieter
E Treffers reported the outcome offourth and later
pregnancies in 24 women with a history of three
consecutive miscarriages and concluded that no
specific treatment should be offered to such couples
(11 July, p 92) The spontaneous success rate of
80% is surprising in view of the data reported in
other (larger) series.'2 Habitual aborters are a
heterogeneous group, and those women who
have simply been unlucky may have been over-
represented in this small group. The fact that
either three or all four (it was not made clear) ofthe
women miscarrying in their fourth pregnancies
aborted again in their fifth pregnancies supports
that suggestion. Be that as it may, the authors'
advice about treatment should be received with
caution.
Women experiencing repeated pregnancy loss

commonly complain that they are simply told that
they should just try again because there is a good
chance they will be luckier next time. While such a
statement may be true, the patient sometimes
considers that it reflects a lack of understanding,
and it does nothing to alleviate depression or
apprehension about future pregnancies. In this
context any treatment may be considered better
than nothing so long as it is not harmful. Tender
loving care or its extension, psychotherapy,' is
both helpful and harmless and should be practised
irrespective of other treatment. Immunotherapy
by infusion or vaccination of blood components is
more controversial and undoubtedly'carries some
risk, but encouraging results have been reported
by several independent groups."
We have been treating selected women with this

problem with two injections of their husbands'
mononuclear cells, given before pregnancy and
shortly after conception. The risks are small and
probably acceptable. This treatment may be no
more effective than tender lovring care, but it is of
obvious psychological benefit to the patients.

Moreover, all six of our patients who have com-
pleted the treatment either have delivered or are at
an advanced stage of pregnancy. Possibly all
idiopathic aborters will succeed eventually, but
any treatment which might reduce the number of
antecedent failures deserves consideration.
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Fatal bronchospasm after topical lignocaine
before bronchoscopy

SIR,-The short report by Dr S P Ruffles and Dr J
G Ayres (27 June, p 1658) reveals several important
errors ofmanagement. It is possible, as the authors
suspected, that their patient's bronchospasm was a
hypersensitivity reaction to lignocaine, but the
fundamental reasons for his death were (a) that he
was being subjected to an unnecessary and, in
his case, potentially dangerous investigation
(fibreoptic bronchoscopy), (b) that no effort
was apparently made to correct fairly severe
hypoxaemia before the procedure was started, and
(c) that the management of his cardioresiratory
arrest was inadequate.
The indication for bronchoscopy was stated to

be weight loss suggesting a diagnosis of lung
cancer. A chest radiograph had, however, shown
"no suggestion of a carcinoma." It was thus highly
improbable that the weight loss could have been
due to intrathoracic malignant disease. Even if
there had been radiological evidence of tumour,
fibreoptic bronchoscopy, with its known risk
of aggravating hypoxaemia,' would have been
hazardous in a patient with a forced expiratory
volume of 0 5 1, a Pao2 of 7T6 kPa, and a Paco2 of
6-4 kPa. It is also questionable whether a patient
with such a degree of ventilatory insufficiency and
respiratory failure would have derived any real
benefit from treatment for bronchial carcinoma
had that improbable diagnosis been confirmed.
Although there is some ambiguity about the

sequence ofelectrocardiographic changes, it would
appear that he first developed hypoxic cardiac
arrest in asystole, ventricular fibrillation occurring
only as an agonal event after the administration
of adrenaline and calcium chloride. In these
circumstances cardioversion is futile, and unless
oxygenation can be rapidly restored by intubation
and ventilation with 100% oxygen death is
inevitable. Manual ventilation was difficult, no
doubt because of severe bronchospasm, and the
patient's by then profound hypoxaemia was pre-
sunmably never even partially corrected. Gross
pulmonary hyperinflation caused bya combination

of bronchospasm and emphysema would also have
prevented external cardiac massage from achieving
an adequate cardiac output. Only open cardiac
massage might conceivably have averted a fatal
outcome, although such a drastic procedure could
hardly have been justified in a man who must
already have been a respiratory cripple.

Finally, I refer the authors to the following
passage in a leading article I contributed to the
BMJ less than a year ago2: "Perhaps too many high
risk patients-the elderly, the frail, and those with
advanced chronic obstructive airways disease-are
now being subjected to an invasive investigative
procedure that is unlikely to influence manage-
ment. Respiratory physicians should not forget
that bronchoscopy in these patients may be
dangerous as well as pointless." The only amend-
ment I might now want to make to that passage
would be to omit the word "perhaps."
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AuTHoRS' REPLY,-Dr Grant raises several points
worthy of comment, though they are somewhat
peripheral to the main reason for our reporting this
case. We are glad that Dr Grant believes that the
patient's death was a hypersensitivity reaction to
the lignocaine.

Although this man had a low forced expiratory
volume in one second he had premedication with
serial doses of nebulised salbutamol and was given
oxygen on the ward, although this was not made
clear in our short report. The reason for broncho-
scopy was weight loss and increasing breathless-
ness coupled with the fact that he was very anxious
to find the cause. It is wel recognised that a central
small carcinoma of the bronchus can be invisible
in a plain chest radiograph and can cause marked
symptoms ofincreasing breathlessness by partially
occluding the main bronchus. Increasing dyspnoea
often has an anorectic effect because of the sheer
effort involved in mastication and deglutition. For
these reasons we contemplated bronchoscopy, as
radiotherapy to such a lesion could relieve the
breathlessness. In the past we have performed
bronchoscopy in many patients with a forced
expiratory volume of below 1 litre, this, in our
opinion, not being an absolute contraindication to
bronchoscopy where future management may be
affected. As far as the management of his cardiac
arrest is concerned, clearly it is difficult for a man
with such lung disease to recover, but this should
not stop our attempts to resuscitate him.
Dr Grant's original final paragraph in his leading

article on the hazards ofbronchoscopy need not be
altered. The indications for performing broncho-
scopy in this patient were clear cut. The possibility
of a central tumour, though rare, was real and if
one had been found radiotherapy would have
conferred symptomatic benefit in the patient's final
months of life.

JON G AYRES
S P RUFFLES

Department of Respiratory Medicine,
E-ast Birmingham Hospital,
Birmingham B9 5ST

SIR,-Dr Said Abdallah's dogma that patients
whose forced expiratory volume in one second is
less than 1 litre are unfit for bronchoscopy (15
August, p 444) should not go unchallenged. I am
sure there are many fibreoptic bronchoscopists
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