
August 1970 Correspondence BaU= 347

is much less rise in blood pressure on the
new low-dosage formulations.-I am, etc.,

A. M. MACINTOSH.
Cronulla, N.S.W.,

Australia.

REFERENCES
I Macintosh, A. M., Proceedings of a Symposium,

Sydney 17-18 October, 1964, p. 242.
2 Macintosh, A. M. in Proceedings of the 5th World

Congress of Gynaecology and Obstetrics, ed.
C. Wood and W. A. W. Walters, p. 355. Sydney,
Butterworths, 1967.

:; Macintosh, A. M., Medical lournal of Australia,
1968, 2, 1010.

Maintenance Digoiin

SIR,-The purpose of my paper (20 June, p.
705) was as Dr. R. Mulroy (18 July, p. 164)
says "to draw attention to the dangers
attending the use of digoxin" and to
highlight the need to review drug therapy
in elderly patients. The present pressure on
hospital beds requires a policy of early
discharge as soon as acute symptoms have
settled, and often this means no time to
review treatment, as was possible when the
patient remained in the hospital during a
convalescent period. Indeed, it is a cause of
concern that many elderly patients are
discharged to live alone on a complex thera-
peutic regimen which they are unable to
manage. There is therefore an increasing
need for careful evaluation of all drugs, not
only digoxin, which we give on a mainte-
nance basis, with the possible exception of
hormone replacement therapy.

In my own series the patients were
observed over a three-month period after
withdrawal of digoxin, and only considered
successful if no indication for restarting
treatment presented. Some were restarted
within that period, and I tried to indicate
which features should be considered when
reviewing each case.-I am. etc.,

J. L. C. DALL.
Victoria Infirmary,

Glasgow.

Obstetric Anaesthetic Deaths
SIR,-Your leading article on unnecessary
deaths in anaesthesia (23 May, p. 437)
deserves close attention. Anaesthesia for
maternity patients is undoubtedly a very
skilled aspect of anaesthetic work, and
should not be left for inexperienced
anaesthetists to handle.

In Hong Kong, in the University and
Government hospitals, we make it a point
that only anaesthetists with considerable ex-
perience in the specialty may anaesthetize
obstetric patients.

I wonder, however, whether more deaths
could have been prevented in these patients
if some form of regional analgesia such as
epidural, caudal, or spinal had been used.
and the patient remained awake and in pos-
session of all her protective reflexes, thereby
avoiding inhalation of gastric contents.
This point should not be overlooked in the
assessments of maternal deaths.-I am, etc.,

Z. LETT,
Chairman,

Society of Anaesthetists of Hong Kong.
University of Hong Kong.

Overcrowding in Mental Hospitals

SIR,-Dr. D. A. Spencer's suggestion (13
June, p. 667) that the necessity for the
admission of mentally subnormal patients to
hospital should be assessed by a panel of
agencies involved is potentially a very valu-
able one. I wonder, however, why he sug-
gests that the parents and relatives of the
patient should be available for interview
only. The parents and relatives are likely to
have to sustain the greater part of the bur-
den if a patient remains at home, and, as
they have a more intimate day-to-day
knowledge of the patient than any of the
members of Dr. Spencer's proposed panel,
surely the parents and relatives should be
members of the panel.

It is time it was recognized that so-called
community care very often merely means
family care, with occasional home visits
from salaried officials who are not involved
in the day-to-day care and management of
the patient. With the current difficulties
patients have in getting into long-stay hospi-
tals we shall soon be returning to the dark
era when these hospitals did not exist.
Perhaps, before this, one could hope that the
distinction between community care and
hospital care will be recognized to be a
false one, and that hospital care is a proper
part of comprehensive community care.-I
am, etc.,

A. M. SPENCER.
Powick Hospital,

ur. Worcester.

Compression Bandaging for Oedema

SIR,-Mr. Harold Dodd's letter (25 July,
p. 223) gives me the impression that the
bandages are put on the oedematous legs
from above downwards.

Surely to reduce the oedema bandag:ng
should start at the toes?-I am, etc.,

C. H. JOHNSON.
London N.19.

Burden of Cerebrovascular Disease

SIR,-As Professor R. M. Acheson and
Dr. A. S. Fairbaim say (1 August, p. 284) I
prefer to conduct such discussions in private
rather than in public, but having started
one must finish.

Professor Acheson and Dr. Fairbairn
believe that there is only a negligible error
in their estimate of incidence-because "the
vast majority of cases (cerebrovascular) will
either die within a month, or spend at least
one night in hospital." Our preliminary fig-
ures from the Rhondda Borough (based on
corrected notification data for 8 months),
suggest that at least 60% of all "clinical"
strokes are never in hospital and of these
75% survive one month. Were Professor
Acheson's technique to be used in the
Rhondda, the true incidence might be
underestimated by as much as 45 %. I do
not know what happens in Oxfordshire.
They use the similarity with Eisenberg's

data to prove their error must be small. I
consider this a dangerous argument. Have
they considered the possibility of the greater
use of hypotensive drugs in the U.S. alter-
ing the natural history of the disease
there?

They argue, very politely, that my inter-
est in the treatment of coronary disease at
home had been influential in encouraging
the general practitioner's in the Rhondda to
treat cerebrovascular disease at home. It's a
nice idea, but I'm sure they've never heard
of my views. My colleagues and I were
even unable to get permission to do the
randomized controlled trial of coronary
home treatment in Cardiff. It was done in
Bristol by Dr. Mather.

I remain unconvinced by Professor
Acheson and Dr. Fairbaim, and I don't
think further argument will help. The
important thing is to measure the extent of
the error in Oxfordshire.-I am, etc.,

A. L. CocHRANE.
Rhoose,

Barry, Glam.

Carbon Monoxide Poisoning

SIR,-I hope that your leading article on
CO poisoning (25 July, p. 180) in which
you conclude that "Doctors confronted with
a patient suffering from CO poisoning
should, then, treat the patient by the means
most effective in reducing the level of car-
boxyhaemoglobin-hyperbaric oxygen-and
this is true of all levels of CO poisoning"
will not mislead doctors. To withhold oxygen
at ordinary pressure (with or without C02)
in order to transport victims to the nearest
of the 17 hyperbaric units you quote might
well be fatal.

Doctors are expected by the law (and
may be reminded by patients) to be
acquainted with the medical literature and
au fait with advances in treatment. To be
ignorant is to court criticism-sometimes
openly in court.
The important operative words "wherever

possible" should have been incorporated
into your B.M.Y. dictum, and a reminder on
the vital importance of ventilation of the
less sophisticated kinds at the earliest possi-
ble stage would have eased' the lot of many
practitioners. Incidentally no one would
accept that "this" (i.e. hyperbaric oxygen
treatment) "is true of all levels of CO
poisoning" (my italics). Garage hands, fur-
nacemen, even those packed in the "Smok-
ing" on the 5.10 could afford to leave
hyperbaric oxygen until a more major CO
emergency arose.-I anm, etc.,

KEITH SIMPSON.
Denartment of Forens;c Medic;ne,
Guy's Hospital, London S.E.I.

*** Our dictum continued: "Until the patient
is placed in the hyperbaric atmosphere 95%
oxygen and 5% carbon dioxide should be
given .. .". ED., B.M.7.

Pseudo-obstruction of the Large Bowel

SIR,-Pseudo-obstruction of the large
bowel is, I agree with Drs. P. K. Caves and
H. A. Crockard (6 June, p. 583), a good way
of describing the syndrome of dilatation of the
large bowel without obstruction.
There are two points I wish to make.

Firstly, if it is by definition "not obstruc-
tion," there should be no need for colos-
tomy, which will only make things worse.
Hence, when in doubt a barium enema with
gentleness but with double contrast media
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should be mandatory, rather than explora-
tion. Secondly, the aetiological classification
suggested in this interesting article should
include amoebiasis. This disease is not
limited nowadays to tropical areas and it is
known to mimic many intra-abdominal
emergencies.' It is especially apt to cause
colonic dilatation similar to pseudo-obstruc-
tion of the large bowel, and we know that
exploration in these cases may be associated
with high morbidity and mortality, though
in cases of toxic megacolon of amoebic ori-
gin a caecostomy may be life-saving. This is
the only surgical procedure which I think is
justified for pseudo-obstruction. If there is
acute cholecystitis, then of course cholecys-
tectomy or cholecystostomy are justified
(Case 2), but then it is no longer pseudo-
obstruction but sentinel ileus.-I am, etc.,

RODOLFO HERRFRA-LLnRANDI.
Universidad de San Carlos,
Guatemala.

REFERENCE
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Nutritional Megaloblastic
Anaemia in Immigrants

SIR,-Nutritional megaloblastic anaemia
has been considered rare in Britain until the
present time. In two years cases of nutri-
tional megaloblastic anaemia have been seen
in this hospital in non-pregnant Sikh and
Hindu lacto-vegetarian immigrants of both
sexes from the Punjab. This stimulates us
to draw the attention of others to this find-
ing.
Five of these have presented with

profound anaemia with a haemoglobin con-
centration below 5 g./100 mL, and there
has been one death with haemorrhage from
acute ulceration of the duodenum associated
with thrombocytopenia. Three of the severe
cases were teenage girls. The deficiencies
have been variable, some pure vitamin B12,
some pure folic acid, the remainder mixed
vitamin B12 and folic acid. These cases are
being reported in greater detail. Pernicious
anaemia may also be found in Indian
immigrants.'-We are, etc.,

R P. BRITT.
C. HARPER.

Department of Clinical Pathology,
Hillingdon Hospital,

Uxbridge, Middlesex.

REFERENCE
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English Language Problems
SMI,-I feel disgusted in reading repeated

discussions about poor command of English
language of Commonwealth doctors.

I feel from personal experience that
real problem is not of languae but of
accent, and one cannot learn lanuaige-
accent without visiting that place. Not many
British people would deny that at one time
or other they had difficulty in under-
standing accent of different part of Britain.
Then how would you expect from a Com-
monwealth graduate to speak and under-
stand Cockney or Cumbrian language (not
English)?- I am, etc.,

HAIM.N JOSHI.
Cumberland Infirmary,

Carlsis.

Breast-milk Jaundice
SIR,-In your timely leading article with its

excellent list of references on breast-milk
jaundice (25 July, p. 178) you did not mention
in the differential diagnosis drugs taken
by lactating mothers. Many of them take for
somatic or psychiatric reasons a variety of
drugs which are excreted in the breast milk
and could cause jaundice.

In my humble opinion, with some excep-
tions, "medicated mums" should not breast
feed.-I am, etc.,

RUDOLPH PAYNE.
Little Plumstead Hospital,

near Norwich, Norfolk.

Induction of Labour
SIR,-While believing in active manage-

ment once the decision has been taken to
induce labour I would deprecate the indis-
criminate use of intravenous oxytocin in all
patients at the time of amniotomy, gs
advocated by Mr. M. E. Pawson and Mr. S.
C. Simmons (25 July, p. 191) and endorsed

TABLE I.

Total Incidence of Total Caesareans for
Inductions Immediate Oxytocin Caesareans Failures of Method

Pawson and Simmons 290 100% 13 7Personal Series 234 18-8% 10 6

TABLE II.-Induction-Delivery Intervals

0-12 hours 12-24 hours Over 24 hrs.
Pawson and Simmons .220 (75-9%) 41 (14-1%) 29 (10.0%)

Personal Series .133 (55-9%) 67 (28-1%1) 38 (16-0%)

in your accompanying leading article (p.
176). The authors state that a patient ques-
tionnaire confirmed that patient discomfort
was not a significant factor. However, many
maternity patients are entering hospital for
the first time and apart from any discomfort
from a drip the extra interference will
frighten many. There seems a danger that
increased hospitalization for delivery may
be converting an inherently physiological
process into a major psychological ordeal for
an unnecessarily large number of patients.

The authors claim to have had only four
failures out of their 290 inductions. How-
ever, study of their Table III shows that of
the 13 caesarean sections necessary seven
could be described as failures or complica-
tions of induction (three failed induction,
two brow and one face presentation, and
one transverse lie in labour). During 1968-9,
238 patients under my care had amniotomy
carried out, and intravenous syntocinon (two
units per pint) was commenced either prior
to this or very shortly afterwards in 45
patients (18-8%). The indications for use of
the oxytocin were either an "unfavourable"
cervix, a high head, or a history of
prolonged induction-delivery interval in a
previous pregnancy.
Table I shows that my figures are very

similar to those of Mr. Pawson and Mr.
Simmons, apart from use of oxytocin. Of
the six caesarean sections for "failure" all
but one had had immediate oxytocin at the
time of amniotomy. It would seem,
therefore, that it is possible to reduce the
use of oxytocin to under 20% of amniotomy
cases without increasing the caesarean sec-
tion rate.

Table II compares the induction-delivery
intervals in our series with those of Mr.
Pawson and Mr. Simmons. While there can
be no doubt that this method shortens the
interval, the routine use of oxytocin in all
cases has only increased the number of
patients delivered within 24 hours from 84%
to 90%. Does this justify such widespread
use of intravenous oxytocin?-I am, etc.,

C. J. CARR.
Portiuncula Hospital,

Ballinasloe, Co. Galway.

Independence and the Presidency
SIR,-Your leading article entitled

"Independence and the Presidency" (18
July) is of particular interest in view of
recent medicopolitical events. None surely
would dispute the tradition that the
president of the British Medical Association
should stand apart from the rough-and-
tumble of medical politics. If this be the tra-
dition for the president of a predominantly
medico-political body such as the B.M.A. it
should surely apply with even greater force
to the presidents of our royal colleges.
The royal colleges are academic institu-

tions, registered as charities, and they are
therefore specifically barred from political
activity and controversy. In these circun-
stances it is surely strongly to be deprecated
that the presidents of certain royal colleges
(with the notable and commendable excep-
tion of the president of the Royal College
of Surgeons of England) wrote to The
Times on 9 June. At a time of acute poli-

tical crisis that letter tended to sound a dis-
senting note when membership and leader-
ship of the B.M.A. were united as never
before.
The presidents who signed that letter

erred in three ways. Firstly, they sought to
intervene in a medicopolitical controversy:
secondly, they adopted an attitude in
opposition to that of the B.M.A. or, at any
rate, they showed no disposition to support
the democratically elected representatives of
the profession; and lasdy in signing as
presidents of their colleges they tended to
give the impression that they were
propagating official policy. However, had
any one of them felt sufficiendy strongly
about the situation to send a letter to The
Times I would see nothing improper in
such an individual writing so long as he
made it plain that he was expressing a per-
sonal opinion.
A similar situation arose in another letter
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