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ment treatment." Many would say that the
duty of the doctor is to put the medical facts
honestly to the parents, the decision being
theirs. Experience suggests that parents are
able and willing to accept the responsibility
although many, given the opportunity, would
prefer not to make a decision.
The doctor can be of very real help to the

parents at the time by supporting them whole-
heartedly in their decision, avoiding any ques-
tion of whether it is " right or wrong." This
support could be of great assistance to the
parents again later when they may have a
feeling of guilt either because they asked for
their child to be allowed to die or to survive
as a severely handicapped child.

It could be said that doctors, by deciding
themselves whether such a baby should sur-
vive or not, are assuming under the guise' of
medical ethics or conscience the role of final
arbiter on religious and moral issues.
Society's lively and informed interest in such
issues as abortion and organ transplantation
suggests this assumption may well be ques-
tioned.-I am, etc.,

W. P. SWEETNAM.
Royal Infirmary,

Huddersfield, Yorks.
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Filming during Anaesthesia

SIR,-Modem anaesthesia with vasodilata-
tion increases the effect of environmental
temperature on the temperature of the
patient. During cinephotography the use of
photo-flood lamps throughout a long opera-
tion may lead to considerable pyrexia.
An apyrexial patient underwent surgery

for a displaced fracture of middle third of
maxilla, depressed fracture of right zygoma,
blow-out injury of right orbital floor with
tethering of the eyeball, and oral and facial
lacerations. This was filmed over a two-
hour period using two 1,000-watt lamps
without filters, directed at the patient's head
from a distance of approximately two metres,
the lights being turned away intermittently
between shots, The temperature of the
patient's head was not measured at this time,
but at the conclusion of surgery his axillary
temperature had reached 39.60 C. (103-30 F.)
despite unwarmed intravenous infusions.
One would presume his head to have been
considerably warmer. This would appear
undesirable.

In the absence of a causative infection,
pyrexia in itself can be harmful. It leads
to increased oxygen demand, alters enzyme
activity, alters the metabolism of drugs,
lowers the threshold for cerebral arrhythmias,
and leads to depletion of salt and water. The
"cooking " effect of heat locally may imperil
the survival of clinically viable skin flaps.
We would advise that temperatures should

be monitored during prolonged cinephoto-
graphy of an anaesthetized patient, and that
pyrexia should be treated by active cooling.-
We are, etc.,

IAN T. JACKSON.
RICHARD T. NOLAN.

Glasgow and West of Scotland
Regional Plastic Surgery Service,

Canniesburn Hospital.
Glasgow.

Routine Tranquiflizers in Obstetrics

SIR,-The use of promazine combined with
pethidine for tranquillization and analgesia
during normal midwifery appears to be
generally accepted. We would like to ques-
tion this practice. Donald' advocates its use
for prolonged labour, given with pethidine
and hyoscine, and states that even the most
hysterical and colicky type of patient heels
over in a few seconds and may sleep for
several hours. He gives maternal tachycardia
as the only complication, but warns against
promazine reactions with other drugs, potenti-
ating their actions and causing hypotension.
He advises further that all drugs should be
used sparingly in hypotonic inertia.
We would suggest that when promazine is

given in sufficient dosage to produce tran-
quillity the patient is left with few active
cardiovascular reflexes with which she may
combat the effects of haemorrhage.' Thus
any necessary operative obstetrics and any
resultant postpartum haemorrhage are much
more dangerous. The hypotension during
and the prolonged sleep after general anaes-
thesia due to the interaction of promazine
and all anaesthetic drugs are additional
hazards.' When local anaesthesia is given
after promazine hypotension may occur and
constant vigilance is required.4
We think that promazine should be

reserved for hysterical patients in prolonged
labour, when nursing observation is continu-
ous, an intravenous infusion is in place, and,
ideally, blood has been taken for cross-
matching and senior medical care is at hand.
For routine midwifery we consider pain
relief should be supplied by pethidine and
tranquillity by the calming influence of the
attendants.-We are, etc.,

NORMAN KIMBELL.
R. E. LODER.

Peterborough District Hospital,
Peterborough.
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Depressing Circumstances

SIR,-Editorial juxtaposition of Dr. A. J.
Fogarty's letter (6 September, p. 599) with
my own and that of Dr. W. J. McKeand
(p. 598) was perhaps deliberate to remind us
of the interdependence of doctors and patients.
Proper care of doctors benefits patients, and,
conversely, inadequate facilities for patient
care lead to unhappy and therefore less effec-
tive doctors. Though both sides of the
equation must advance in balance if optimum
conditions are to be achieved for all, I none
the less believe that there are aspects of the
doctor's job which remain unrecognized as
compared with patient's needs.
Your leading article on suicide, for example

(13 September, p. 610), draws attention once
more to the excessively high incidence of
felo de se among members of the medical
profession. The fact that among doctors
themselves suicide is commonest in psychia-
trists may, however, indicate that the
explanation is simpler than the ones you
quote. Psychiatrists work in an atmosphere
engendered by the anxious and depressed
patients-that is, one of pessimism and loss

of confidence, and such mood change is
infectious. Doctors other than psychiatrists
also lead lives mostly in contact with sick
and therefore unhappy people.

Is sufficient account being taken of this
contagious occupational hazard, and are
adequate attempts to combat it in terms of
off-duty and compensatory reward really
being made ?-I am, etc.,

Ide Hill, J. P. CRAWFORD.
Kent.

Malignant Granuloma

SIR,-Your leading article on malignant
granuloma (2 August, p. 254) and the sub-
sequent correspondence (23 August, p. 471)
prompt me to write, since I have been
treating patients suffering from this condi-
tion with cytotoxic drugs for the past three
years. As yet, my results are unpublished
although encouraging, but it is important to
emphasize that all patients had previously
received both radiotherapy and systemic
steroids. Analysis of published results in the
world literature and from my own fairly
extensive experience indicates that few
patients derive lasting benefit from radio-
therapy. The cases referred to by Mr. M. P.
Ellis (13 September, p. 655) are therefore
of unusual interest. However, there may be
considerable difficulty in establishing valid
histological proof of this bizarre condition
and confusion can occur with nasal sarcoma.
Such an error would account for the occa-
sional dramatic response to even small-dosage
radiotherapy.

In view of the changing pattern of treat-
ment some centralization of both histological
diagnosis and clinical management would
appear vital, for only wide experience of all
available modalities can offer these unfor-
tunate patients the greatest hope of survival.
-I am, etc.,

D. F. N. HARRISON.
Institute of Laryngology and Otology,
London W.C. 1.

Cost of Medical Publications

SIR,-As a consumer in a relatively poor
university I share Dr. D. Pyke's hope (26
July, p. 227) that medical publishers will find
some way of producing cheaper editions that
would last the expected useful life of the
book, and not continue to produce books with
eternity in mind. We constantly rue the fact
that most of our departmental reference books
become out-of-date in content long before
their covers and the paper do. We therefore
purchase paperbacks whenever these are
offered, but unfortunately find them only
rarely.

I do not think that all the new adventurers
into the field of medical publishing have gone
there through lofty motives such as dissemina-
tion of knowledge and provision of healthy
competition. Judging from the spate of adver-
tising material that reaches an obscure indi-
vidual such as I am, and from all over the
world, there must be quite a substantial lining
available for the pockets mentioned by Dr.
R. Greene (p. 229). Is it not possible then
that some publishers may be " cashing in "
on the doctrine of " publish or perish " so
ably championed in the U.S.A., the U.K.,
and indeed in many other places ?

Like Dr. C. W. H. Havard (p. 228), I
believe that medical journalism is going

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.3.5673.779 on 27 S
eptem

ber 1969. D
ow

nloaded from
 

http://www.bmj.com/

