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G.P. Obstetric Units

SIR,-I was very disturbed to read in a
leading article on general-practitioner obstetric
units (7 September, p. 567) the following
sentence: "and so it follows that every
town, suburb, and large village should have
its own general-practitioner unit, a small
maternity home provided with a well-equipped
delivery room and several bedrooms. ..."

If anything were more calculated to put
the clock back and to ensure a rise in
maternal and perinatal mortality it is this
suggestion. The evidence is plain for those
who care to read without prejudice that the
small isolated general-practitioner maternity
unit is at best one of the least safe places
in which a patient could be delivered. To

suggest that these units could easily be con-
verted from any four- or five-bedroomed
house and provide accommodation which in
1968 our National Health Service should
provide is really quite shocking. As we
move towards a 100% institutional confine-
ment rate some definition is clearly needed
as to what constitutes an institution, but such
accommodation as you visualize would surely
not qualify for inclusion. However, I cannot
believe that any responsible Ministry could
possibly provide it.-I am, etc.,

JOHN PEEL,
President.

Royal College of Ohstetricians and
Gynaecologists.

London N.W.l1.

Subdural Haematoma and "Battered Baby"

SIR,-I read with interest Mr. K. Till's
paper (17 August, p. 400). He estimates that
40% of his cohort " had been injured in the
recent or distant past," when factors were
considered such as fractures (skull and other
bones) and scalp bruising. Since Caffey' des-
cribed the association of subdural haernatoma
and fractures of the long bones, much litera-
ture has accumulated on the battered baby
syndrome, as described by Kempe' and
others. '

It would be of value, in view of present
research interest into the problem of the
abused child, to know if Mr. Till has infor-
mation on the psychosocial history'' of the
parents or other guardians of the children in
his reported series, and whether his suspicions
were aroused as to physical abuse being respon-
sible for the various lesions reported. Russell'
gave a history of suspected deliberate assault
in three of the eight children suffering a sub-
dural haematoma in the postnatal period.
Mr. Till refers to the " pathognomonic "
significance of retinal or subhyaloid haemor-
rhage in subdural effusion. Description of
fundi in the physically abused child by
Gilkes and Mann' opens up the possibility of
retinal haemorrhage being found in the ab-
sence of subdural haematoma and due to
physical attack elsewhere in the body, such
as associated gripping of the thorax with ex-

cessive body shaking." Maroteaux and Lamy"
add a further account of retinal lesions, in
the absence of subdural haematoma, in the
physically abused child. Information would
also be welcomed on whether there has been
evidence, during the follow-up period, of
further trauma (fractures) sustained by these
children in view of the tendency, when physi-
cal abuse has taken place, for additional
assaults to occur.
To show the possible difficulties in diagnos-

ing a " battered baby situation," in my own
experience, a child who had been physically
assaulted showed a fracture of one radius,
metaphysial injuries to several long bones, a
fractured rib, and meningitis in the absence
of subdural haematoma. The abuse came
to light only when the mentally disturbed
mother reported her anxiety at excessive
squeezing of her infant's chest.-I am, etc.,

J. G. HENDERSON.
Ross Clinic,

Corrhill Road,
Aberdeen.
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Solar Retinopathy
SIR,- YOU are no doubt aware that there

will be a partial eclipse of the sun on the
morning of 22 September, and that the
Ministry of Health has already, at the insti-
gation of the ophthalmic specialty, circulated
some general advice about the potential
dangers to vision of sun-gazing or watching,
particularly during celestial events such as
this. I think the following case perhaps
serves to underline these dangers, apart from
its intrinsic interest.

A young man aged 24 was admitted to a
mental hospital in April 1968 with a variety of
hallucinations and delusions, among which was a.
belief that he could influence the course of the
stars and sun. A diagnosis of acute schizo-
phrenia was made and electric convulsion treat-
ment in association with drug therapy was insti-
tuted. The present episode of his general condi-
tion is now regarded as being almost remitted,
but recently he has complained, on a number of
occasions, of failure of vision. It had been
thought that this might be an ocular complica-
tion of the drugs which he was receiving. He
was referred to the ophthalmic department. His.
visual acuity was 6/12 in either eye, the refrac-
tion being myopic. There was a tendency to-
miss some letters even in this line. Otherwise
his eyes appeared to be healthy and normal with,
the exception of bilateral macular "holes" or
cysts accompanied by areas of surrounding
retinal oedema. Leading questions prompted by
the details of his psychiatric history revealed that
he had stared at the sun for long periods at a
time during his recent acute mental episode.
There seems little doubt that this is in fact a
case of bilateral solar retinopathy.

The condition is, of course, well docu-
mented, and, although usually stated to be
unilateral, bilateral cases have been reported
in the literature. An interesting feature of
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the present case is that the retinal changes
are considerably larger and more clearly
defined than those which have been observed
in what one might usefully term "eclipse
epidemics" of this condition.' It is pre-
sumed that both the greater reduction of
vision and the. more marked appearances in
this particular case could well be due to the
very prolonged gazing at the sun which his
delusions appear to have prompted.

This case fully underlines the dangers of
sun-gazing and watching either when special
solar phenomena are pending or for any other
reason. I should like once again to reiterate
the advice of Flynn' that for the lay public
the simplest and safest way of inspecting the
sun's disc is by use of the pinhole projection
method.-I am, etc.,

M. J. GILKES.
Sussex Eye Hospital,

Brighton.
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Anaesthesia for Insertion of
Arteriovenous Cannulae

SIR,-Having just received the B.M.7. I
was interested in the correspondence on
anaesthesia for insertion of arteriovenous
cannulae (15 June, p. 702).
We have used at our centre a combination

of neuroleptic sedation and axillary nerve
block for the last 60 shunts, which have
included 16 kidney transplant cases. As we
insist on an indwelling intravenous needle for
every nerve block, we use this route to
administer dehydrobenzperidine (average dose
7.5-10 mg.) 10-15 minutes preoperatively.
For actual anaesthesia we prefer axillary
nerve block with 2% lignocaine. In experi-
enced hands with the single injection tech-
nique we have found the results to be very
satisfactory, painless, and accompanied with
marked sedation.-I am, etc.,

H. J. BIRKHAN.
Department of Anaesthesia,
Rambam Government Hospital.

Haifa, Israel.

Anaesthetists and Crossword Puzzles
SIR,-Dr. Alec Paton, in his entertaining

"Personal View" (17 August, p. 431), won-
ders why so few anaesthetists are recruited
from the ranks of the book-addicts. He
points out that they seldom get past the
crossword-puzzle stage.

This is just as well: even moderate per-
formers seldom spend more than two minutes
worrying at one clue before moving on to
the next. (On B.B.C.-2 the ration is thirty
seconds per clue.) It takes four minutes of
total anoxia for permanent brain damage to
ensue. Thus the crossword is ideal for the
anaesthetist, who can glance at the patient at
least once every two minutes. If he became
engrossed in, say, " All the world's a stage "
the patient might well come out of the anaes-
thetic " sans everything."-I am, etc.,

W. 0. MCCORMICK.
Department of Mental Health,
Queen's University,

Belfast.

Exophthalmos and Stenosed Aqueduct of
Sylvius

SIR,-The recent report by Dr. R. Greene
and Mr. L. C. Oliver of a patient with
thyrotoxicosis and exophthalmos, the features
of which appeared to recede pari passu with
the surgical relief of hydrocephalus due to a
stricture of the aqueduct, is very interesting
(17 August, p. 412). The authors regard
their case as unique, and consider that the
concomitant development of hydrocephalus
and its remission after drainage of the aque-
duct must be related, although they cannot
explain it. They discount the notion that the
two sets of phenomena might be coincidental.

Dr. Stewart Alexander and I have already
reported a not dissimilar case of a 60-year-
old woman with bilateral malignant ex-
ophthalmos with chemosis, marked ophthalmo-
plegia, and papilloedema. She did not have
a goitre or thyrotoxicosis, although there was
slight excess of pituitary thyrotropin in her
blood.'I All these features had steadily ad-
vanced during the preceding three months.
Yet within a day after an operation in which

only one orbit had been decompressed, they
began to recede simultaneously on both sides.
Six weeks later all features of her disease,
including the excess of pituitary thyrotropin,
had disappeared completely. Subsequently I
was able to follow her up for more than 15
years and her eye symptoms did not return.
The late Lord Brain evidently had had
similar experiences, for he wrote, " A curious
and unexplained feature of it (orbital decom-
pression), to which attention has been drawn
before, is that sometimes, when the worst eye
is operated on first, the other improves so
much that it does not need operation."'
The explanation for these coincidental im-

provements is not at all obvious and no
current hypothesis satisfies the facts.-I am,
etc.,

MURRAY A. FALCONER.
Guy's Maudsley

Neurosurgical Unit.
London S.E.5.
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Guanethidine and Glucose Tolerance in Diabetics
SIR,-Dr. C. A. Lillicrap and I have raised

the possibility of a significant antidiabetic
action of guanethidine (15 June, p. 697). Stop-
ping guanethidine administration in a diabetic
patient led to increased blood sugar levels and
increased insulin requirements. This patient
was receiving 20 mg. guanethidine daily for
control of hypertension, and anv additional
24 units of soluble insulin a day were re-
quired after stoppage of guanethidine ad-
ministration. The issues were not quite
simple, however, since this patient was also

Oral Glucose Tolerance Tests before and during Guanethidine Treatment

Dose Fasting | hr. I hr. 11 hr. 2 hr. 2* hr.
Case Before treatment 110 187 228 228 198 173I After 7 days' treatment 50 mg. daily +10 -67 -51 -30 -28 -10
Case Before treatment .. 260 294 327 344 344 3152 After 5 days' treatment 60 mg. daily -29 -70 -75 -42 -76 -51After 14 days' treatment 60mg.daily -19 -117 -95 -92 -83 -

Case Before treatment .. _ 131 224 302 232 201 1663 After 5 days' treatment 60 mg. daily +14 +16 -54 -20 -49 -32After 14 days' treatment 90 mg. daily from
6th to 14th days -25 -43 -58 -36 -63 -64

The figures after treatment refer to the change in blood glucose levels at the stated times.

receiving bendrofluazide, and guanethidine
has been shown to reduce the hyperglycaemic
response to diazoxide-another thiazide-in
adrenal demedullated rats.'

This communication describes results of
oral glucose tolerance tests in three maturity
onset type diabetic subjects before, and 5-14
days after, guanethidine administration. All
three patients had hypertension, were ad-
mitted to hospital one week before the study
was commenced, and were on unrestricted
diets before and during the study. Oral
glucose tolerance tests were performed accord-
ing to the recommendation of the British
Diabetic Association.' Results of the study
are shown in the Table.

It is clear that during guanethidine ad-
ministration there is a highly significant im-
provement in oral glucose tolerance tests in
all cases. The mechanism of antidiabetic
actions of guanethidine is uncertain. Acute

intravenous administration of guanethidine
leads to liberation of adrenaline from sympa-
thetic nerve endings and also hyperglycaemia.
On the other band chronic administration of
guanethidine leads to depletion of tissue
catecholamines, a fall in blood sugar, and
improvement in oral glucose tolerance tests in
diabetic subjects as shown in the present
study.

Studies of plasma insulin levels before and
during guanethidine administration would be
needed before drawing any conclusions about

the mechanism of the antidiabetic action of
guanethidine. It is of some interest that
guanethidine, being a guanidine derivative, is
a distant relative of biguanides, which are
already in use as oral antidiabetics. Purther
work is in progress to evaluate the role of
guanethidine as an oral antidiabetic.'

I wish to thank Dr. C. A. Lillicrap, consultant
physician, County Hospital, Lincoln, for permit-
ting me to study the above patients under his
care.

-I am, etc.,
K. K. GUPTA.

Atkinson Morley's Hospital,
London S.W.20.
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