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Self injury and mental handicap

SIR,-Like suicide, self injury is a form of self
mutilation and is not always a form of attention
seeking due to boredom, as Dr Brian Kirman
assumes (31 October, p 1086).

Suicide and self mutilation are often forms of
aggression turned inwards and associated with
aggression to others. This is particularly true ofthe
mentally retarded. Control ofaggression is difficult
but notoriously so in those severely retarded.'
From 1969 onwards there have been several
reports on the usefulness of lithium in patients
exhibiting aggression. The patients included
groups of delinquents, psychotics, and the ment-
ally handicapped. The larger studies indicate a
positive response in some 70-75% of cases.2
These figures were confirmed in the first pub-

lished multicentre double blind trial of lithium in
mentally handicapped patients, published last
May.3 Until the survey quoted by Dr Kirma.
is published it is not possible to say whether the
authors were aware of this but it seems unlikely.

Lithium is not necessarily a cure and is usually
given only when all other methods have failed,
although a plea for its earlier use in these patients
was made recently.5 It seems helpful in relieving
aggression, including self mutilation, in these
patients, which distresses them, their relatives,
and staff. The grave shortages of staff trained in
behavioural techniques may to some extent be
relieved if this element is used with effect. The
patient may become more receptive to this type of
treatment.

P G DALE
Mental Handicap Services,
Goldcrest Hospital,
Sarisbury Green,
Southampton S03 6ZD

1 Simpson GM. Lithium therapy in aggressive mentally subnormal
patients. BrJ7Psychiany 1981;138:438.

2 Wickham EA, Reed JV. Lithium for the control ofaggressive and
self-mutilating behaviour. Insemional Psychopharmacology
1987;2:181-90.

3 Craft M, Ismail IA, Krishnamurti D, et al. Lithium in the
treatment ofaggression in mentally handicapped patients. BrJ
Psychiatry 1987;150:685-9.

4 Oliver C, Murphy GH, Corbett JA. Self-injurious behaviour in
people with mental handicap: a total population study.IMau
Defic Res (in press).

5 Dale PG. Lithium in the treatment of aggression in mentally
handicapped patients. BrJPsychiatry 1987;151:413.

Potassium citrate mixture: Soothing but not
harmless?

SIR,-Drs J E Elizabeth and N J Carter (17
October, p 993) have presented data suggesting
that therapeutic or supranormal doses of potas-
sium citrate mixture can cause life threatening
hyperkalaemia. Unfortunately their data are in-
complete and therefore they may have drawn
untenable conclusions.
No reliable estimate of glomerular filtration

rate is given, but, more importantly, the authors
failed to measure any urinary variables. In health
urinary potassium ranges from 30 to 100 gimol/day
depending on potassium intake' and may rise to
twice this figure if progressive potassium loading

is undertaken in people with normal kidneys.
Assuming tubular patency, urinary potassium is
determined by the quantities ofpotassium secreted
by distal converted tubules and collecting ducts.2
Drs Elizabeth and Carter have assumed that in
their two patients the rate ofingestion ofpotassium
was greater than the rate of potassium excretion.
Both patients had urinary tract infections, the
localisation of which was not stated, and the
authors assume that "renal function was normal."
They do not provide evidence for this supposition.
One well recognised feature ofacute pyelonephritis
is suppression of urine formation due to intrarenal
oedema causing an obstructive uropathy which is
accompanied by an inability to excrete potassium.
This, I suggest, is the most likely cause of the
reported hyperkalaemia. The same error was made
by the two authors of the two apparently com-
parable cases cited by Drs Elizabeth and Carter.3 4

Finally, I am surprised that potassium citrate
BP is still used. It is a foul tasting solution
indicated only if a renal tract infection is to be
treated with aminoglycoside.5 Sodium bicarbonate
is better and more acceptable in this respect.

ROGER GABRIEL
Renal Unit,
St Mary's Hospital, W2 INY
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Nijhoff. 1984:170. (Developments in Nephrology Vol 4.)

2 de Wardener HE. The kidney. 5th ed. Edinburgh: Churchill
Livingstone, 1985:99.
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4 Wilson RG, Farndon JR. Hyperkalaemic cardiac arrhythmia
caused by potassium citrate mixture. Br Med J 1982;285:
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5 Gabriel R. Postgraduate nephrologV. 3rd ed. London: Butter-
worths, 1985:72.

Micrometastases in bone marrow in patients
with breast cancer

SIR,-The paper by Dr Janine Mansi and others
(31 October, p 1093) is essentially on the predic-
tion ofthe development ofsymptomatic metastases
in breast cancer. Their conclusion that their test
epithelial membrane antibody staining of bone
marrow is "a useful predictor of early relapse" is
not even justified by their own figures. This factor
did not emerge as a strong variable and when other
prognostic variables were taken into consideration
was completely eliminated.
The conclusion from their study must be that

the prognostic variables of grade and stage are
better at predicting the subsequent development
of symptomatic metastases than is their test.
Furthermore, their test is difficult to undertake,
requiring marrow biopsy at eight different sites in
each patient. Measurement of grade and stage
are easily undertaken and are in fact routine in
many centres. Several years ago we showed that
combining these factors gives an excellent index of
prognosis' and we have recently confirmed the
value of this index prospectively.2
As to the accuracy of the bone marrow test, it is

noteworthy that of 307 patients, 84 had stage III
or IV disease, in whom we may assume that
metastases were certainly present. Their test gave a
sensitivity of only 43%.

RW BLAMEY
J F R ROBERTSON

A P LOCKER
City Hospital,
Nottingham NG5 1PB

1 Haybittle JL, Blamey RWV, Elston CWV, et al. A prognostic index
in primary breast cancer. BrJ Cancer 1982;45:361-6.

2 Todd JH, Dowle C, Williams MR, et al. Confirmation of a
prognostic index in primary breast cancer. BrJ Cancer 1987;
56:489-92.

Disciplining doctors

SIR,-I would echo Dr David Roy's comments (7
November, p 1190) that as a system for disciplin-
ing doctors the HM(61)112 procedure is bad for
the patients (who are deprived of the skills of the
suspended doctor), bad for the National Health
Service (over £30m spent on these procedures
since this government first came into office), and
bad for the doctors.

Chief among the problems is the time it takes to
resolve a case. It is absurd that one doctor had to go
to the High Court one year after his suspension to
find out what he was accused of. Equally it is
monstrous that a doctor can be suspended for years
only to be told eventually that all accusations
against him are withdrawn. The stress that such a
prolonged suspension creates is destructive to both
the doctor and his family, and no amount of
financial settlement can make adequate recom-
pense.
The central difficulty is that district medical

officers, who in teaching districts are responsible
for the initial suspensions, have little or no training
in deciding the professional competence ofa highly
trained consultant or how to assess whether there is
a prima facie case against him. In the mean time
the present adversarial system means that much
time is then lost while opinion is canvassed
and evidence is sought that could justify the
HM(61)112 process.
There are bodies who regularly determine and

certify the professional competence of doctors and
specialists-the General Medical Council and the
royal colleges and faculties. If we are to regulate
our own profession then the royal colleges must
be concerned in cases of alleged professional
incompetence, if only to act as a preliminary
screener for the GMC to determine if there is a
prima facie case. The disciplinary committee ofthe
General Medical Council is well experienced in
judging the professional competence and conduct
of doctors.
Written statements containing all allegations

imputing a doctor's competence should be ob-
tained within days of the original suspension and
copies submitted to both the suspended doctor and
the appropriate royal college or faculty, with the
objective that the case should be resolved within
six months. There is an old legal adage that justice
deferred is justice denied. Failure to establish the
date of any hearing or inquiry within six months
of the original suspension should result in the
automatic reinstatement of the suspended doctor.
Such a system would save the NHS millions of
pounds and the suspended doctor and his family
much anguish. Given the virtual monopoly
employer status of the NHS, the evidence justi-
fying dismissal ofa hospital doctor should be solid
and unequivocal, and as such it should not take a
competent administration long to gather.
Dr Roy suggested that there may be as many

as 40 doctors suspended under HM(61)112 pro-
cedures. Defending these doctors will cost the
profession over Elm, but the defence costs are not
reimbursed even if the doctor is found innocent
or the case is dropped. This is another of the
injustices of the present system and one of the
reasons why the subscriptkins to our defence
organisations are so high. If the system were
streamlined and the medical profession self regu-
latory then the reduced defence expenditure would
be tolerable, but not while we are at the mercy of a
meandering bureaucratic system, a process that
one eminent judge described as making legal
systems look like Toytown.
Another major criticism of the pesent system

is that there are virtually no checks on malad-
ministration in disciplinary processes. The Health
Service Commissioner should be able to investigate
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maladministration of the HM(61)112 procedure
or its successor. There is a parallel-the Police
Complaints Board.
Even worse than HM(61)112 for disciplining

doctors, however, is RHB(51)81, where the
employing authority can be the complainant,
prosecuting council, judge, and appeal court while
the suspended doctor is denied any legal repre-
sentation although the lawyers acting on behalf of
the employer are allowed to be present. It is
difficult to have any confidence in such a system.

AN Ex-VICTIM

The Soviet Union and South Africa

SIR,-The Royal College of Psychiatrists is to be
congratulated on the strong and positive support it
has given to Dr Anatoly Koryagin throughout his
long battle against the abuse of psychiatry in the
Soviet Union and for giving him the opportunity at
its recent quarterly meeting to explain how that
battle has not yet been won (Dr Louis Appleby,
7 November, p 1164). It was all the more surpris-
ing, therefore, to read in the press how another
distinguished guest, also engaged in the fight
against torture, had been refused permission at the
last minute to give his two prepared lectures.

Professor Michael Simpson had travelled from
South Africa at the invitation of the Royal College
of Psychiatrists to speak on stress disorders after
the torture of detainees in his homeland. On his
arrival, according to the press report, he was
handed a letter from Dr Jim Birley, president of
the royal college, saying that he would no longer be
allowed to speak. The reasons given by Dr Birley
were that some doctors from British ethnic minor-
ities critical of South Africa had objected to
Professor Simpson and that, ifhe had been allowed
to speak, there would have been "a great deal of
protest at the meeting and in the press."
How has it become possible for such a respected

body as the Royal College ofPsychiatrists to give in
so easily to a group of bigoted and narrow minded
anti-South Africa extremists? It is hard to imagine
how any kind of protest could have been sustained
at the meeting or in the press by those critical of
South Africa after hearing Professor Simpson's
own very strong criticisms. This surprising treat-
ment of a distinguished and courageous guest not
only aids and abets police abuses in South Africa
but misses a golden opportunity to show the
extremists how wrong they really are.

ALISTAIR KING
Royal Infirmary,
Edinburgh

Points

Adult epiglottitis

Drs P D WHITESON and J WALDRON (St Mary's
Hospital, London W2 lNY) write: We agree with Dr
Stephen Gerrish and colleagues (7 November, p 1183)
that adult epiglottitis is a life threatening condition
and that indirect laryngoscopy is the diagnostic
method ofchoice in experienced hands. In addition we
have found that a soft tissue lateral neck radiograph
may be diagnostic of epiglottitis in many cases, and
this has been substantiated by others.' 2 While we do
not believe that the treatment ofacute airway obstruc-
tion should be delayed by investigation, a radiograph
may prove of value in patients with a suggestive
history presenting early.

1 Schumaker HM, Dorris PE, Birnbaum G. Radiographic para-
meters in adult epiglottitis. Ann EmergMed 1984;13:588-90.

2 MayoSmith MF, Hirsch PJ, Wodzinski SF, Schiffman FJ. Acute
epiglottitis in adults. NEnglJMed 1986;314: 1133-9.

Impotence: treatment by autoinjection of
vasoactive drugs

Messrs K M DESAI and J C GINGELL (Southmead
General Hospital, Bristol BS10 5MB) write: Further
to the comments made by Mr Gordon Williams (14
November, p 1279) in response to our earlier letter
(10 October, p 922), the discrepancy in connection
with the paper by Juenemann and his colleagues,'
which we cited as a reference but seemingly not in the
text, arose because of an unfortunate typographical
error. This study showed conclusively that papaverine
is far more effective than phentolamine not only
in increasing cavernosal arterial inflow but also in
restricting the venous outflow from these bodies.
Nowhere in this paper was any evidence presented to
prove that the addition of phentolamine potentiates
the effects of papaverine, as alleged by Mr Williams.
Such a possibility was neither mentioned nor implied.
In fact an earlier report by the same authors2 claimed
quite the opposite in that there was no significant
improvement in the quality ofthe erection in response
to a combination of these two drugs when compared
with that achieved with either drug alone. We there-
fore stand by our original statement that there are
no published scientific data which show that the
combined use of papaverine and phentolamine is
superior to papaverine alone. We are interested to note
that the experience ofMr Williams indicates otherwise
and we look forward to publication of his results to
support his contention.

1 Juenemann KP, Lue TF, Fournier GR, Tanagho EA. Haemo-
dynamics of papaverine and phentolamine induced penile
erection.J7 Urol 1986;136:158-61.

2 Juenemann KP, Lue TF, Hellstrom WJG, Fournier GR,
Tanagho EA. Haemodynamics of papaverine and phentola-
mine induced penile erection in monkeys and dogs. J Urol
1985;133:218A.

Effects of maternal smoking on the newborn
infant

Dr R A PASTEL (Syracuse, New York, USA) writes:
Infants born to mothers who smoke can indeed be
recognised by their appearance as reported by Dr H F
Stirling and colleagues (12 September, p 627). During
the past several years I have appraised newborn
infants that I examined during the first 24 hours
for signs of a "fetal maternal smoking syndrome."
Twenty three of 51 infants of smoking mothers had
definite signs and another 11 had suspicious signs.
These infants were scrawny, their weight was less than
expected for their length, and their skin seemed loose
and to hang on their legs when extended and adducted
-dry and wrinkled even in the first 24 hours. They
were irritable and difficult to comfort, though this was
more apparent to the nurse than to the doctor. I
presume these changes were due to placental insuf-
ficiency and chronic hypoxia. Similar changes were
seen in only 16 of 139 infants ofnon-smoking mothers
with some suspicious signs in another 17. The mothers
were surprised to learn that effects of smoking were
apparent in the appearance oftheir infants and did not
just "make the infants smaller" as they had frequently
been told.

Leukaemia risks near nuclear sites

Dr L HAWKINS (Robens Institute, University of
Surrey, Guildford GU2 5AX) and Dr DENIS D'AuRIA
(London SE1) write: DrM J Gardner and colleagues
(3 October, p 819) indicate that there may be an
increased risk of leukaemia near the Sellafield nuclear
reprocessing site. Similar clusters have been reported
close to the other nuclear sites. ' The conclusion from
these findings suggests that the increased risk arises
from environmental influences during fetal but not
postnatal development. The authors did not discuss
the reasons for the observed increase in leukaemia
mortality. The popular assumption, however, is that it
results from radiation exposure. An alternative
hypothesis may be that these findings arise from
non-ionising radiation due to high levels of power
generation at nuclear power stations or power con-
sumption at reprocessing or other nuclear facilities.

Electromagnetic radiation exposure in the vicinity of
power distribution lines or occupational exposure has
been cited in several studies as being responsible for an
increase in leukaemia.216 We believe that the increased
leukaemia rates in the vicinity of nuclear sites needs
explanation. If it is due to non-ionising rather than
ionising radiation then much time and effort will be
wasted in misdirected investigation. Further studies
to define the cause of these observations should
become a priority.

I Cook-Mozaffari PJ, Key J, Ashwood FL, Vincent T, Forman D,
Alderson N. Cancer incidents and mortality in the vicinity of
nuclear installations. England and Wales 1950-1980. London:
HMSO, 1987.

2 Savitz DA, Calle EE. Leukaemia and occupational exposure to
electromagnetic fields: review of epidemiological surveys.
J Occup Med 1987;29:47-51.

3 Tomenius L. 50 Hz electromagnetic environment and
the incidence of childhood tumours in Stockholm county.
Bioelectromagnetics 1986;7:191-207.

4 Wertheimer N, Leeper E. Electrical wiring configuration and
childhood cancer. AmJEpide,miol 1979;109:273-84.

5 Fulton JP, Cobb S, Preble L, Leone L, Forman E. Electrical
wiring configuration and childhood leukaemia in Rhode
Island. AmJrEpidemiol 1980;111:292-6.

6 Savitz DA. Childhood cancer and electromagnetic field exposure.
New York State power lines project: appendix 15. New York:
State ofNew York Department of Health, July 1980.

Testicular cancer

Dr W G JONES (University Department of Radio-
therapy, Cookridge Hospital, Leeds LS16 6QB)
writes: Dr R P Cole's Lesson of the Week (3 October,
p 840) highlights two important facets of testicular
cancer: not only may patients present with symptoms
of advanced metastatic disease but they may have
known that they possessed an abnormal testis for some
considerable time. Surely the way forward is to make
all youngmen aware ofthe rare possibility oftesticular
cancer at a relatively early age, ofhow to detect it, and
of the need to seek early advice. As a result of the
study performed in Yorkshire which measured the
delay in diagnosis,t the testicular tumour group of the
Yorkshire Urological Cancer Research Group has
produced a leaflet on testicular selfexamination. A ten
minute videotape has also been produced in the hope
of allaying fear and overcoming embarrassment and
ignorance. It explains and demonstrates testicular self
examination and also briefly outlines what might
happen if a tumour is discovered. Further details of
the project are available from the Yorkshire Regional
Cancer Organisation at Cookridge Hospital, Leeds
LS16 6QB.

1 Jones WG, Appleyard I. Delay in diagnosing testicular tumours.
BrMedJr 1985;290:1550.

Euthanasia

Sir REGINAL MURLEY (Radlett, Hertfordshire
WD7 7JM) writes: The members of the Voluntary
Euthanasia Society (14 November, p 1276) are in
error in stating that Lord Moynihan was "the royal
surgeon." That is not so. Indeed, in view of some of
the recent unfavourable publicity concerning Lord
Dawson of Penn it might be unhelpful to the cause of
voluntary euthanasia, and invidious for our royal
family, if it were implied that this had royal approval.

Coronary prevention

DrD S D JONES (General Foods Medical Department,
Banbury, Oxfordshire OX16 7QU) writes: While the
first of the recommendations of the Coronary Preven-
tion Group (14 November, p 1246) may have implied
broader opportunities for carrying out risk assessment,
I believe it should have emphasised the part that
occupational health departments can play. Risk assess-
ment, particularly of blood lipids, is most important
before the age of 30. This tends to be the group
of people not visiting their general practitioner or
hospital, but who nevertheless may well be working
and having frequent contact with an occupational
health department.
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