
740 21 September 1968 MEDICAL JOURNAL

Correspondence
Letters to the Editor should not exceed 500 words.
Ammonia Attacks

A. H. Osmond, M.R.C.S., D.O.M.S., and C. J.
Tallents, M.B., D.0.O..............................740

Infection Risks of Haemodialyis
B. C. Gray, F.I.M.L.T., and R. G. Mitchell,
M.R.C.P.ED. .......................................740

Diverticular Disease of Colon
G. D Campbell, F.R.C.P.ED., and T. L.
Cleave, M.R.C.P . ......................741

Pain in th'e Face
J. S. Garfield, F.R.C.S.; R. W. Barter,
F.R.C.P.L. ..........................................741

Intractable Pain
S. Lipton, P.F.A. R.C.S. ........................741

Therniography in Occlusive Cerebrovascular
Diseases

W. R Morris, M.D... ............................741
Our Hospitals

J. 3. Shipman, P.R.C.S. ........................741
G.P. Obstetric Units

P. O'Brien, M.D. ..................................742
Management of Endocrine Ophthalmology

P. R. R. Clarke, F.R.C.S . .....................742

Carcinoma, Smoking, and Riodesian Africans
G. J. Burke, M...............................742

"Five-day Courses" and Respiratory
Infections

F. L. Webster, m.R............................742
Headache on the Pill

Joy E. West, D.P.M.; D. J. Richards, M.B. 742
E.C.G. and Tricycic Antidepressive Drugs

B. J. Alps, PH.D., and others ..................743
Purpura and Paracetamol

R. C. Heading, M............................743
A Sort of Psychodrama

N. A. Chisholm, L.R.C.P.ED. ..................744
Vas Deferens in Hernioplasty

C. P. Sames, F.R.C.S ........................744
Waiting for Doctor

D. Evans, B.A.; V. S. Nehama, D.P.M. ...744
Acute Epiglottiris
M. K. G. Hudson, M.B.; G. W. Black,
M.D., and A. G. Kerr, F.R.C.S . ...............744

Problem of M "Itiple Sclerosis
E. Alwyn Smith, PH.D., D.P.H. ...............745

Blind Oral Intubation
H. J. Birkhan. M.., D.A .745

An Ingenious Muncisausen
E. D Myers, M.R.C.P.BD., D.P.M ..745

Urinary Tract Infcton
D. Brooks, M... .........................,.745

Czechoslovakian Doctors
J. T. Lamb, F.F.R . ..........................745

Abuse of Medical Certificates
C. 0. D. Harman, M.s ... ......................745

Courses in Homoeopathy
Anita E. Davies, M.R.C.P. . ....................746

Records System for General Practice
A. J. Laidlaw, L.R.C.P.ED . ................746

Responsibilities of Consultants
C. F. Allenby, M.R.C.P., and others .........746

What the J.H.D.A. Hoped For
J. H. Briggs, M.R.C.P., and others .........746

Consultant Vacancies
P. N. Sperryn, M.R.C.P.GLASG ..............747

Career Training for Graduates
E. M. R. Critchley, M.R.C.P . ..............747

Medical Assistant Grade
C. S. Flowers, M.B.; G. R. G. Mackarness,
D.P.M. ................. 747

Ammonia Attacks
SIR,-As the surgeons in charge of admis-

sions on the day that a local branch of the
National Provincial Bank was raided we were
responsible for receiving and treating a mem-
ber of the staff who had been attacked with
ammonia by the raiding gang. This man not
only had ammonia thrown in both eyes but
also up his nose and down his throat, and for
good measure he was hit, though not too seri-
ously, on the back of the head. Before he
came to the Sussex Eye Hospital he had had
some first-aid treatment at the bank, includ-
ing irrigation of the eyes. He was then taken
to the Royal Sussex County Hospital, where
the scalp wound was sutured, and was then
transferred to the Sussex Eye Hospital for
treatment to his eyes.
Only after he was admitted to the Sussex Eye

Hospital was it apparent that oedema of the
nasopharynx and glotts was producing an em-
barrassment to breathing and swallowing and
ammonia burns of the face, eyes, and mouth
were causing great distress and also shock. The
patient was soon unable to swallow his own
saliva, and any form of normal feeding was out
of the question. Moreover inhalation of
ammonia fumes had affected the trachea and
lungs and produced a low-grade chemical pneu-
monia. During the ensuing days he was treated
by intravenous hydrocortitone hemisuccinate in
saline and dextrose drips, and local trea-ment of
the eyes included variously atropine, sulphaceta-
mide, and drops of betamethasone. The pain
and anxiety were controlked with paracetamol
and chlordiazepoxide.

During the week after admission the con-
dition of the throat and trachea slowly
cleared ; swallowing became possible again
after a few days. The right eye (the less
badly injured) recovered unexpectedly well
with no corneal staining after four days, but
the left has been damaged, probably irrepar-
ably. From the moment when it was possible
to examine the eyes properly the left showed
gross chemosis, corneal staining with an oval
and non-reacting pupil, and pigment on the
anterior lens capsule. There was an intensive
uveitis with aqueous flare and cells but with
a low tension. The condition of the left eye
has persisted. Three weeks after the incident

the vision is little more than hand movements,
the cornea no longer stains but it is hazy
with oedema, there are stromal opacities and
numerous folds in Descemet's membrane;
there is much pigment on the posterior
corneal surface and there is persistent uveitis.
The tension is if anything becoming softer
and perusal of the literature confirms that the
final outlook for this eye is not hopeful.
We think it important to draw attention to

several facts about ammonia attack which
may not be generally known. The first is that
oedema of the glottis does not come on at
once but tends to develop several hours after
the injury ; this may give a false impression
of the severity of the damage and delay
adequate treatment. The second is the grave
injury caused to the eyes. Ammonia is
absorbed with great rapidity through the
cornea and induces an irreversible chemical
reaction leading to loss of sight and destruc-
tion of the eye. Thirdly, it is vital that first
aid should be given at once. The only form
likely to help at all is instant copious irriga-
tion of the injured eye with running water
from a tap (clothes regardless). Finally, as
this form of attack seems to be on the
increase, and as it is obviously too much to
hope that a knowledge of the grievous dam-
age inflicted will in any way curb the use of
ammonia by bank robbers, we would stress
the urgent need to provide really adequate
protection for bank servants in the execution
of their duties.-We are, etc.,

A. H. OSMOND.
Sussex Eye Hospital, C. J. TALLENTS.

Brighton, Sussex.

Infection Risks of Haemodialysis

STR,-The recent report to the Public
Health Laboratory Service by the Working
Party on Haemodialysis Units (24 August,
p. 454) discussed the sources of risk to
laboratory staff in general terms without
formulating a detailed code of laboratory
practice. It considered that plastic bags
were of doubtful value for the transport of

specimens. In this department great reli-
ance is placed on the use of bags, and our
system may be of interest to others.
A gloved member of the dialysis unit staff

takes blood for biochemical estimations into a
plastic container with press-on cap, which is
then placed on a tray. Another member of
staff places the container with forceps into an
individual plastic resealable bag (8 in.-x 3 in:
20 cm. x 7.5 crn.), and tne baR is tqtken to the
laboratory together with an accompanying re-
quest card marked with a distinctive flash. The
container is centrifuged while still in the un-
opened bat. For automated analysis the plasma
is 'transferred directly to the sample cup by a
gloved operator, who removes the cap by hand-
ling through the bag wall and then opens the
top of the bag to introduce a Pasteur pipette.
The container is recapped through the wall of
the bag and the pipette with its teat and the
discarded gloves are placed in the bag, which is
resealed. When manual techniques are used
or the plasma is to be stored, the plasma is
transferred to a labelled plastic bottle already
placed inside an identical bag. The b'ttle is
recapped through the bag, and the bag resealed
until required. A syrinee-pipette is used for
the measurement of samples for manual analysis.
All bags with their contents are finally auto-
claved in the laboratory before disposal.
The blood container is thus handled only

by the person who draws the sample, and
subsequently never leaves the bag. The
hazards of breakage and aerosol contamina-
tion during centrifugation are removed,
although a slight aerosol risk is present when
the bags are opened.
We have handled over 2,000 blood speci-

ments in bags in the past year. The method
is practicable and not unduly time-consum-
ing, and enables specimens from the dialysis
unit to be included in routine batches. Dur-
ing this period only two containers have
broken, but the bags have retained the con-
tents, which could still he estimated. The
screw-cap is intrinsically safer than the press-
on cap but cannot be conveniently manipul-
ated through the bag.-We are, etc.,

BRYAN C. GRAY.
R. G. MITCHELL

Departments of Biochemistry
and Pathology,

Churchill Hospital,
Oxford.
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