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problem ascertained before resuming drug
treatment.
The Table shows the requirements for the

ward of each drug in mg./day as prescribed
during the first fortnight of June 1967,
January, and May 1968.
By January 1968 most patients were

clinically unchanged, including several who
were off drugs completely. Several patients
showed acute psychotic reactions in the early
stages of complete withdrawal, but settled
when treatment was resumed. After January
1968 more patients relapsed and required
treatment. In three cases of catatonic
schizophrenia a slowing down at the indus-
trial therapy unit was the first sign of relapse.
Another three patients exhibited manic
behaviour, and these contributed towards the
return to higher doses in May 1968. In
another six months, once those who relapsed
off all drugs are treated and maintained on
the smallest dose necessary to remain clinic-
ally well, there could be a return to daily
dose figures similar to those in January 1968.
The economics of this procedure warrant

consideration. On the basis of the reductions
achieved in January 1968, the estimated
saving a year on drugs for this ward alone
was £300. Other simpler techniques could
be considered-for example, giving drugs on
alternate days would halve the annual cost of
drugs and would be unlikely to affect most
long-stay patients.
Some patients in hospital do not take their

drugs.' This waste may be reduced if
patients are not being obliged to take more
than is necessary.

I am grateful to Dr. I. Shribman, consultant
psychiatrist, for permission to carry out this pro-
gramme and to Mr. L. Andrews, R.M.N., for
his co-operation.

I am, etc.,
Rampton Hospital, N. F. HILLS.
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Infusion of Liver Tumours

SIR,-Your leading article (10 August, p.
329) and the paper by Mr. J. L. Provan and
others (10 August, p. 346) cogently promote
intra-arterial chemotherapy for hepatoma.
My experience of three patients with hepa-
toma, revealed by operative and histological
findings, provides further data in support of
the viewpoints expressed. All of my patients
received 5-fluorouracil, 3-5 mg./kg./day for
at least ten days through catheters placed in
the hepatic arteries at laparotomy. In two
patients, treated by techniques and equipment
similar to that already described for cancer
of the nasopharynx,1 there was no obvious
benefit, but temporary relief of pain appeared
to make the procedure worth while in one
subject. One patient died at 10 weeks and
another at 18 weeks after commencing treat-
ment.
The third patient, a Scotsman of 49 years

referred by Mr. D. W. Short, of Glasgow Royal
Infirmary, remains well 19 months following the
commencement of a 19-day course of treatment.
A total of 4.75 g. of 5-fluorouracil was admini-
stered by a Watkins-U.S.C.I. chronofusor. This
small portable clockwork pump has proved

efficient in a controlled clinical trial of therapy
for unresectable cancer of the lung.2 The post-
operative course was uneventful, and the patient
has now been working full-time at his original
employment for 15 months. Careful clinical
measurement has shown a definite reduction in
the degree of hepatomegaly but scintillation
scanning of the liver, kindly performed and
assessed by Dr. J. Stewart Scott, of the Glasgow
Institute of Radiotherapy, shows undoubted areas
of ischaemia where residual tumour presumably
resides. The patient has gained 17 lb. (8 kg.) in
weight since the operation, and the liver function
tests show improved results, although a serum
alkaline phosphatase value of less than 17 King-
Armstrong units/100 ml. has not been detected.

Attention should be drawn to the statement
in your leader that " Infusion entails isolating
the organ . . ." when it presumably refers to
perfusion. As stated later in the leader
infusion is a simpler procedure than per-
fusion, and complex attempts at vascular
isolation are not required.
The incidence of hepatoma in the British

Isles may not be as rare as is commonly
believed. In 1966 74 deaths from primary
cancer of the liver occurred in Scotland.!
The population of Scotland in 1966 was
5.19 millions,' giving a death-rate for this
category of tumour of 1.43 per 100,000. This
is approximately half of the death rate from
malignant neoplasm of such regions as the
buccal cavity and pharynx, and exceeds that
for the larynx. Thus it seems that primary
tumours of the liver are not a rarity in this
area, but a sizable medical problem for
which constantly improving standards of
patient care can afford occasional relief in
these otherwise hopeless conditions.-I am,
etc.,

J. MAXWELL ANDERSON.
Department of Surgery,
Glasgow Royal Infirmary.

REFERENCES
£ Anderson, J. M., Fung. J. H. Y., and Laing, D.,

Brit. Y. Oin. Pract., 196S, 19, 36S.
2 Anderson, J. M., and Hutchison, J., Dis. Chest,

1968, 53, 531.
Annual Report of the Registrar General for Scoa-

land. 1966. No. 112, H.M.S.O. London.

E.E.G. Signs of Death
SIR,-The trend in correspondence on

E.E.G. signs of death (1 June, p. 557; 22
June, p. 762; 20 July, p. 185; and 3
August, p. 314) prompted me to retrieve
from the discard pile some jottings provoked
by your original leading article (11 May, p.
318) and to put them together in the hope
they might merit publishing space, if only as
a personal view.

Surely this so-called diagnosis of death
is just a particular aspect of continuous and
comprehensive intensive-care monitoring for
treatment and prognosis in unconscious
patients in general. This is not a "spot
check " situation, at least in the present state
of E.E.G. knowledge; and clinical necessity
(far less expediency) should not tend to make
it so through undue haste. This is obvi-
ously important in a setting where the
highest degree of certainty is essential and
where a gloomy statement or implication (or
even popular misinterpretation equating
E.E.G. voltages with chances of survival)
may discourage directly or indirectly thera-
peutic efforts, and thus perhaps set in train
the built-in self-validating " fail-sure " mech-
anism of a fatal outcome.

The zero end of the prognostic scale is
death, and the essence of such a pronounce-
ment by one method versus another is time;
and it seems reasonable to consider carefully
why non-traditional methods (like E.E.G.)
should be asked to anticipate what more tra-
ditional methods, like circulatory failure, will
settle in days or weeks. I have for some
years been teaching my technicians that
E.E.G. has much to contribute to manage-
ment and prognosis in intensive care units
(for example, for head injury), but that
realistic, practical interest would doubtless
only come if the most advanced therapy
could not be provided for all in need (so
that selection was required), or if there were
some interest in the spare part "bits." And
it has seemed the greatest pity that there was
not quietly accumulating over the years a
mass of E.E.G. and other clinical data on.
unconscious patients to provide prognostic
information which would not only have been
of continuing importance to the survivors
(for example, head injury), but would also
have been of value as a yardstick to gauge
therapeutic endeavours and advances in the
acute stage.

There have long been no special technical
problems in magnetic tape monitoring,
telemetry, etc., which could, for example, in-
corporate frequency analysis systems for
alarm and control. Such experience col-
lected in depth on varied disorders and up-
dated according to therapeutic advances, and
not unduly confined to any one centre, might
at least be reassuring to those having doubts
about the reliability of new criteria of death
which are being pressed into service. Just
as it would seem unwise to base criteria on
any type of disaster (for example, cardiac
arrest) or age group or therapeutic experience,
so also it would seem unwise to rely on
simple E.E.G. studies of spontaneous activity
without it having been shown exhaustively
that these alone are necessary and cannot be
improved (or checked) by other more speci-
alized analyses (for example, of sensory-
evoked responses).

If E.E.G. criteria for the urgent diagnosis
of death are needed, should we not insist
that these are obtained as a by-product of
comprehensive systematic multidisciplinary
study of unconscious patients in general,
rather than in a limited and relatively isolated
fashion by the bedside of sporadic disasters ?
Ideas of mortal illness, imminent death, and
death have changed over the centuries and
should continue to do so.-I am, etc.,

Headington, ELMAN POOLE.
Oxford.

An Ingenious Munchausen
SIR,-The " ingenious Munchausen

described by Dr. D. R. Seaton (3 August1
p. 317) was admitted in March 1968 to the
General Hospital, Birmingham, with an
almost identical history. His apparent arrival
from Paris was precipitated by financial
distress after receiving a 4-pint blood trans-
fusion for haematemesis. He described the
melaena which followed, and while in hospital
produced both vomit and faeces containing
blood. Haematuria was not a feature of his
illness on this occasion, although he described
previous schistosomiasis. His claim to drink
30 to 40 bottles of ale each day led to the
search for varices, but barium swallow an4
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