
all occur as a result of inflation of the lung under
negative pressure.

In hyaline membrane disease constant negative
extrathoracic pressure has been compared with nasal
positive airway pressure.5 Both were effective, although
negative pressure produced a more rapid improvement
in oxygenation. This may have arisen partly because
negative pressure produced a more definitive change in
transpleural pressure than a technique relying on the
transmission of positive pressure through the nose. In
addition, ventilation to perfusion matching may have
been enhanced by negative pressure support as
discussed above.
The presence of an endotracheal tube is associated

with increased bronchial secretions, impairment of
ciliary clearance, mucus plugging, and upper airway
trauma. It also increases the risk of airway and
parenchymal infections. All of these factors may
contribute to a continuing need for respiratory support
after the acute condition has resolved. Both our
experience and that of Mokrin and Bancalari has
supported the idea that early initiation of treatment for
respiratory failure will reduce the need for intubation.'

Non-invasive means of respiratory support will
reduce the incidence of factors that contribute to
chronic lung disease, particularly in preterm infants.24
Fanaroff et al reported that infants with the respiratory
distress syndrome treated with negative extrathoracic
pressure had less need for positive airway pressure
ventilation and a shorter need for supplemental oxygen
than infants treated with oxygen alone.4 Monin et al
compared intermittent negative and positive airway
pressure ventilation in 1 15 infants with the respiratory
distress syndrome.'0 There was equal oxygen exposure
and no difference in the incidence of patent ductus
arteriosus, intracranial haemorrhage, or mortality but
a significant reduction in the incidence of pneumo-
thorax and bronchopulmonary dysplasia in those
treated with negative pressure.
We cannot state that our system of ventilation is

better than other forms of respiratory support. We
measured blood gas concentrations and survival, but as
we had no control groups interpretation of the results is
limited. Our system was developed over two years and
appopriate historical controls for the treatment of
patients in over 20 centres is not appropriate. We have
shown, however, that our system is an effective and
safe respiratory support that can be managed by
nursing staff and parents in intensive care units,
general wards, and at home. Randomised controlled
trials in neonatal respiratory failure and in infants still
dependent on oxygen or positive airway pressure
ventilation, or both, at 28 days of age are now in
progress. Their conclusions may have important
implications for the future management of respiratory
failure in infancy.
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ONE HUNDRED YEARS AGO
The following authenticated facts throw some light
upon one of the so-called cases of "faith healing" which
has been promulgated by the press urbi et orbi. Richard
Rummery, a patient who was "blind and bedridden,"
and cured by faith, has, we have ascertained, been
suffering for some time from rheumatoid neuralgia,
accompanied by depression and attacks of a hysterical
character. He has also a post-polar cataract in the
right eye. On returning from Bath he suffered from
conjunctivitis in both eyes, with intense photophobia,
but was much better both in general health and as
regards the condition of the sound eye when the faith-
healing incident occurred. Excepting that he gets up and
out of doors, which, no doubt, he could have done
previously had he been so minded, his condition is
practically unchanged. We are informed that he has
never been in any real danger. (British Medical Journal
1889;ii:86)

Correction

Recovery after subarachnoid haemorrhage
Miss P McKenna and others would like to clarify the data in table
II of their article (19 August, p 485). The categories given for
reduced quality of life are not mutually exclusive, and the number
of patients with a reduced quality of life attributable to illness is,
in fact, 12 (seven ofwhom complained only of having less energy)
and not 21 as suggested by the table.
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