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pressurized aerosols has been emphasized by
Its reproduction in " Today's Drugs " (1 July,
p. 37).
The problem really is why do so many

asthmatics use such large amounts of
bronchodilators ? I have no doubt that the
answer is simply that the vast majority of
patients have never been properly instructed
in the use of these aerosols; although some
pharmaceutical firms issue instruction notes
on their use, these notes are often under-
standably inadequate, as frequently only
actual demonstration and personal instruction
will suffice for many patients. Indeed, the
number of patients whom I see in my clinic
for the first time already using one of these
aerosols who have been correctly instructed in
its use is usually very small. It takes only
about five-or perhaps ten-minutes of
careful instruction to teach a patient how to
use an aerosol.

It is known from a number of clinical
trials that one activation will usually produce
a sufficient dose of bronchodilator to achieve
significant relief of bronchospasm. There is
no evidence to suggest that the degree of
response is directly proportional to increasing
the size of dose. Therefore several puffs in
quick succession which fail to relieve
bronchospasm almost certainly do so because
the agent is not being fully inhaled into the
bronchial tree, but is probably being
absorbed through the buccal or upper
respiratory tract mucosa. Under these cir-
cumstances large doses can be absorbed with
the possibility of developing the now well-
known toxic effects without achieving relief
of the bronchospasm. It cannot be too
strongly emphasized that persons using
pressurized aerosols should be properly
trained in their use, and instructed that if
no relief is obtained from one or two actua-
tions at an interval of not less than one
minute no further relief should be expected
from additional activations of the aerosol, and
other assistance should be sought.-I am, etc.,

Lreeds. GORDON EDWARDS.

Nebulizers

SIR,-I should like to thank Dr. B. M.
Wright (20 May, p. 508) for his information
regarding the details of evaluating the per-
formance of nebulizers. However, for routine
testing by untrained persons I would suggest
that the method I described, with the flow
meter between the cylinder and the nebulizer,
should be adopted-this in fact being the
way in which the nebulizer is used in the
treatment of patients.-I am, etc.,

I. S. BRUCE.
IDiepartment of Anaesthetics,

General Hospital,
West Hartlepool,

County Durham.

Typhoid Fever-30 Years On

SIR,-I read with much interest Dr. J. M.
Morfitt's letter in your journal (24 June, p.
839). An almost identical epidemiological
parallel was discovered in Edinburgh during
1965 when typhoid fever occurred in a 65-

year-old housewife 31 years after her husband
bad typhoid, and who had subsequently
remained an unknown intermittent urinary
carrier. A report of this episode, which threw
further doubt on the reliability of the Vi

agglutination test for the detection of chronic
typhoid carriers and also demonstrated short-
comings in the Food Hygiene (Scotland)
Regulations,' was recently published under
the title " Typhoid Fever-Thirty Years
After."'-I am, etc.,

J. C. M. SORP.
Health and Social Services

Department,
Edinburgh 1.

RaPawczs
The Pood Hygiene (Scot.) Regulations,"
Statutory Instrument, 1959, No. 413, London.

2 Sharp, J. C. M., HIdM Bull. (Edinb.), 1967, 25, 3.

Human Vibriosis
SIR,-The articles on human vibriosis by

Dr. W. D. White, and by Dr. J. H. Darrell,
Mr. B. C. Farrell, and Dr. Rosemary A.
Mulligan (29 April, pp. 283 and 287) were
of great interest to us. We should like to
record a similar case seen at this hospital a
few months ago.
A 5-month-old girl was admitted with a

history of convulsions. On examination she was
pyrexial. with a temperature of 106 F. (41' C.),
with marked dehydration and peripheral vascular
failure. Generalized twitching was present, and
the abdomen was slightly full. The results of
investigations were as follows: Haemoglobin
13.3 g./100 ml., P.C.V. 41%, W.B.C. 19,000,
N. 8%, L. 68%, M. 20%, metamyelocytes 4%.
The film was suggestive of a severe toxic process.
Serum Na 138 mEq/l., K 6.3 mEq/l., HCO 10
mEq/l. (the blood culture findings are detailed
below). Cerebrospinal fluid normal. Rectal swab
negative for Staphylococcus aureus, Shigella,
Salmonella, and specific Escherichia coli.

Despite intensive therapy with intravenous
fluids, hydrocortisone, and chloramphenicol she
continued to deteriorate and died seven hours
after the onset of symptoms.-
At post mortem (by Dr. G. A. Stirling) the

jejunum and ileum were found to be inflamed
and contained bloodstained watery faecal
material. A segment of ileum, 12 cm. long, was
dark in colour, suffused with blood, and appeared
necrotic. The mesenteric vessels were patent.
The appendix was healthy, but the mesenteric
lymph nodes were enlarged. The caecum was
congested, but the remainder of the colon and
the rectum appeared normal. The peritoneum
was congested and there was a small amount of
brown fluid in the peritoneal cavity. The lungs
were collapsed and there were a few petechial
haemorrhages in the pleura, pericardium,
oesophazus, and gastric mucosa. The remaining
organs showed no abnormalities apart from slight
fatty change in the liver, and some oedema of
the brain.

Microscopically the gastric, jeiunal, and Heal
mucosae were infiltrated with acute and chronic
inflamma'ory cells; no specific features were
noted. The colon appeared normal. The lungs
showed interstitial pneumonia in some areas.
Acute fatty change was apparent in the liver
and tubular degeneration in the kidneys.

An organi.sm similar to that described by
Dr. Dirrell and co-workers was isolated from
the blood culture bottles (" liquoid " broth)
after 48 hours' incubation anaerobically, and
in 10°0/, carbon dioxide. It appeared as pin-
point transparent colonies on the blood agar
plates subcultured from the " licuoid " broth
and incubated overnight anaerobically and in
100,, carbon dioxide. Growth on the carbon
dioxide olate was more profuse than on the
anaerobic, and none appeared on the aerobic
plate.
The organism stained easily by Gram's

method and appeared predominantly as
Gram-nerative spirals with lesser numbers of
curved rods. Subculture proved difficult, but

best results were obtained on sloppy blood
agar slopes incubated in 10% carbon dioxide.
This vibrio was oxidase- and catalase-positive
and grew at 420 C., thus falling into the
group of " related vibrios." It was resistant
to penicillin but sensitive to tetracycline,
chloramphenicol, and erythromycin on disc
testing. Mr. Moylan Gambles of the Central
Veterinary Laboratory, Weybridge, kindly
confirmed the identification and considered
this organism to be closely related to V. coli.

It is difficult to assess the significance of
the isolation of this vibrio, but the absence
of other findings and the similarity to cases
described in the U.S.A.' suggest that this
infant was suffering from vibrionic enteritis.
Our post-mortem findings resemble those of
Lochte' on an adult from whom a "related
vibrio " was also isolated.
We should like to thank Dr. M. J. Wilmers

and Professor A. C. CunlIfe for permission Xs
publish this case
-We are, etc.,

RACHEL G. EVANs.
J. V. DADSWELL.

Dertment of Paediatrics,
Ring's Colleye Hospital,
London S. .5.

REFE3RENCES
1 Wheeler, W. E., and Borchers, J.. Amer. 7. Dis.

Child 1961, 101, 60.
2 Lochte,W. personal communication (quoted by

W. t. Wheeler and J. Borchers), 1961.

Integrated Training Schemes

Snt,-Mr. P. W. R. M. Alberti is to be
congratulated on his article on integrated
training schemes (8 July, p. 101). I am sure
he is right to mention that any training
scheme is dependent on the concentration of
units into larger area centres, where there
would then be sufficient S.H.O. and registrar
staff for these schemes to be initiated. These
teaching programmes must give not only
adequate clinical and operative training but
also instruction for the higher examinations;
and they must include the facility of'rotation
into other units, designed to broaden the
trainee's experience within his specialty. In
these enlarged centres there would be suffi-
cient consultant staff to allow the develop-
ment of special interest in subsections of the
specialty, in addition to routine work, to give
a comprehensive training programme. For
instance, in E.N.T. three of these subsections
might be special otology, soft-tissue neck
surgery, and audiology. The last two-in this
respect have been sadly neglected in a
specialty which until recently has run the
risk of becoming excessively ossific-centred.

In suitable units Mr. Alberti mentions
G.P. clinical assistant participation. I would
suggest that for these appointments and for
the greater specialization that will in itself
result within large group practices there could
be courses for general practitioners in area
specialty centres. Finally, both these training
schemes hinge, in my opinion, on available
senior registrar staff, who would be able to
participate in these training schemes as well
as deal with some of the clinical and
operative work of their various chiefs. I feel
it is this grade of doctor who should be rotated
to include central establishments, where their
training would include further facilities for
teaching and a discipline for research. I only
hope that Mr. Alberti's timely reminders will
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be heeded by those who are now deliberating
specialty training at central level.-I am, etc.,
Middlesbrough. M. HOROWITZ.

SIR,-I must take issue with Mr.
P. W. R. MA Alberti on some points in his
article (8 July, p. 101).

(1) " If training is to be centred about large
institutes, then inevitably there will be no juniors
in the periphery. This need not be a bad thing,
and in many instances will only stabilize an al-
ready current situation." This takes no account
of potential general practitioners not normally
requiring integration in training schemes for
specialists, and for whom there is no room in
larger centres. Why should they not work in
peripheral hospitals under adequate supervision
by the larger number of consultants Mr. Alberti
rightly favours ?

(2) " Some services will be centralized
as communications improve so the need for small
isolated units will diminish." Public service
communications are in fact deteriorating, not im-
proving: patients who are not car owners are
already finding difficulty in attending hospital
from remote country districts.

(3) " Hospitals might therefore be built where
they can be manned, rather than where political
pressure dictates." They should be built where
they are needed following political pressure
exerted on the Government by local M.P.s etc.,
endeavouring by their good reputation to attract
junior staff to work there.

(4) " Consultants and general practitioners will
have to work much closer together." How ?
General practitioners are already too few and
overworked (a fact recognized by the Minister
and by the last Review Body's recommenda-
tions). Married women graduates might be en-
couraged to do a little more, but medically quali-
fied mothers of small children cannot provide a
substitute for the thousands of Wunior staff the
" large institutes will siphon off from the
periphery," and who do so much of the routine
and emergency work, especially at night.

I could say a great deal about rotating
schemes, much of it highly critical, but Mr.
Alberti and I agree they should not ideally
require change of residence. I doubt whether
this is so important if there are absolutely
no unnecessary expenses or unexpected
removals.

Finally, I agree warmly with Mr. Alberti's
strictures on the requirements for higher
degrees and the Colleges' approval of un-
desirable posts as suitable for training. I
share his feelings that at present specialist
training is far too haphazard, and that a
shorter organized course of training may
mean harder work during that time but at
least could be linked to the very high prob-
ability of a consultant post in the future,
owing either to retiral of an older man or to
the creation of a new post planned years in
advance from statistical forecasts already
available to the Ministry if it would but seek
them.-I am, etc.,

Princess Elizabeth J. E. WOODYARD.
Orthopaedic Hospital.

Exeter.

Oculogyric Crises Due to Phenothiazines

SIR,-During the past year I have seen
three young people with oculogyric spasms
which I considered to be caused by pheno-
thiazines. Two of these patients were seen
during the past week.
The patients were aged 15, 19, and 21

years. All presented in the same way, with

oculogyric crises and hyperextension and
rotation of the neck recurring every few
minutes and accompanied by persistent
mydriasis.
The first two patients were suffering from

subtertian malaria, and were being treated with
chloroquine. Prochlorperazine (Stemetil) was
given in each instance because of vomiting. In
the first patient, a girl of 15, the spasms started
after two doses of 10 mg. Pentobarbitone (Nem-
butal) 100 mg. was given by mouth, and the
attack ceased after about an hour. The second
patient, a 19-year-old male, was given pro-
chlorperazine 5 mg. at midday on the day of
admission, then 12.5 mg. intramuscularly at
4 p.m. the same day, and repeated on the
following day at the same time. Spasms started
at 6 p.m. and continued for an hour after giving
pentobarbitone 200 mg. The third patient, who
was suffering from infectious hepatitis, was given
perphenazine (Fentazin) 4 mg. on admission
to hospital because of vomiting, and this was
repeated the following afternoon. Spasms com-
menced two hours later. He was given 150 mg.
pentobarbitone, following which spasms persisted
for about an hour.
These cases are reported to emphasize the

risk of using phenothiazines in young people.
Jaundice might be expected to potentiate this
drug effect, and it is suggested that malaria,
chloroquine, or both might do likewise.-I
am, etc.,

J. R. HARRIES.
P.O. Box 2223.

Nairobi,
Kenya.

National Kidney Centre

SIR,-In view of recent press reports about
the closure of the National Kidney Centre
I feel constrained to use your columns to
place on record a fuller statement of the
reasons for closure of the National Kidney
Centre on 1 July 1968.
The National Kidney Centre was set up

in November 1966 as a non-profit-making
charitable trust with its sole aim to deter-
mine whether the rate of expansion of home
dialysis with a minimum of medical support
could be achieved in the British Isles. It was
never intended to compete with the National
Health Service, as has been suggested, and
indeed it was hoped from the outset that the
centre would be able to co-operate with the
N.H.S. dialysis programmes wherever pos-
sible, to ensure the advancement of this form
of treatment. Unfortunately the official atti-
tude of the Ministry of Health has prevented
any official co-operation with N.H.S. dialysis
units.
To date the centre has been responsible

for the training and subsequent maintenance
in the home of 27 British nationals and four
non-British nationals, utilizing the staff of
one doctor and three trained nurses. No
hospitalization requirements with dialysis have
been necessary during the nine months of its
function, and all patients are in good health.
The feasibility of expanding home dialysis
with integration into existing local com-
munity dialysis facilities from a specialist
training centre has been successfully demon-
strated in the United States.

However, its present failure in this country
has not been due to shortage of funds or
resources but simply to the inability to find a
suitable formula to bridge the dogmatic dis-
tinction separating medical practice inside
and outside the N.H.S. Full details of the

results obtained and methods used will be
published in due course. A preliminary
report is in the press.2-I am, etc.,
London N.3. STANLEY SHALDON,

Medical Director,
National Kidney Centre.

REFERENCB
l Shaldon, S., and Oakley, J. J.. Proc. Burop. Dial.

and Transpl. Ass., 1967, in press.

Psychological Factors and Ulcerative
Colitis

SIR,-I was delighted to read your leading
article (1 July, p. 1) and the paper by Dr.
F. Feldman and colleagues (p. 14) on psy-
chiatric studies of patients with ulcerative
colitis. I have long ceased to believe in the
concept of "psychosomatic medicine," which
in my opinion is a confession of ignorance
on the part of the profession regarding the
aetiology of these conditions.
The concept that a disease such as ulcera-

tive colitis, with its intractable diarrhoea,
blood loss, and exsanguination of the patient,
could be psychogenic in origin has always
appeared to me to be utterly absurd. Recent
advances in medical treatment such as steroid
therapy and salazopyrine and such successful
surgical procedures as colectomy for the
removal of the diseased area of bowel have
confirmed my belief that the psychosomatic
approach is wholly wrong. The spectacle of
these severely ill people being subjected to
extensive psychotherapy seems to me the
negation of all common sense, especially in
the light of the new knowledge we now
possess in treating this condition. It is
equally true with other so-called psycho-
somatic illnesses, which will no doubt prove
to have a physical basis on further investiga-
tion.

I note that Dr. Feldman and his colleagues
conclude their very comprehensive investiga-
tion by stating that there is now a " central
problem of whether primary psychosomatic
disease exists, and, if so, how it can be
explained." I submit that this conclusion is
a victory for common sense and that the
whole theory of psychosomatic medicine
should be subjected to a thoroughgoing
analysis, to see on what scientific basis its
theories rest.-I am, etc.,

Hornchurch, D. D. COWEN.
Essex.

Unexpected Foreign Body
SIR,-Dr. G. B. Stein (1 July, p. 51)

raises an important matter-the difficulty
arising in making a diagnosis when a non-
opaque denture has been inhaled-and has
a point in suggesting that they should not
be allowed to be made.

However, among the innumerable objects
which are accidentally inhaled there are many
that are radiotranslucent or so small as to be
easily missed. Dr. Stein's case report, like
several previous reports, including my own,'
serves to remind us that should a patient
who has been unconscious subsequently
develop pulmonary symptoms the possibility
of a foreign body being present should always
be in mind, and that lack of radiological con-
firmation is no guarantee that one is not
present. When real doubt exists the patient
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