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who, according to their shop stewards, did
not take the test because as they put it
"they didn't want to know." Some, not all,
believed that cytotests simply told one that
there was cancer of the womb, and "you
find that out soon enough." The test of
course is aimed at curable pre-cancer, but
it seems that we had not put this over in our
invitations and posters in simple terms.

Dr. Scaife and his colleagues come to the
same conclusion as the British Columbia
workers in this field, that the key to success
in any screening programme is the family
doctor. If he says the test is of value, and
even more if "nurse says so," then a busy
housewife may well come for a test. Other-
wise 70 to 80%,' of English women will
ignore poster or postal invitations to take
regular tests.
There are now fortunately in England

large numbers of skilled cytologists. Their
special skills are not at the the moment
being fully exploited. Dr. Scaife's report is
thus timely, and one hopes that many other
doctors in family practice will set up a
scheme to screen their patients. An ideal
time is perhaps when their children come
for their immunization against polio or
diphtheria.

In cytology we have a method of pro-
tecting patients from a form of cancer which
is at the moment killing 2,500 women in
England each year. The total picture, allow-
ing for cures, is 5,000 new cases each year.
What this amounts to in suffering and misery
for the patient and her family is only too
well known. Two million cytotests are now
done each year in England, always a start,
but the target is 14 million a year and we
now have cytologists to do this. Whether
on Teesside with a 2% pick up rate or on
the Pacific coast with 1% the key to the
successful use of cytology is the family
doctor who takes time to tell his patient that
the test will protect from the risk of cancer.
-I am, etc.,

HUGH CAMERON McLAREN
Department of Obstetrics and Gynaeco'ogy.
University of Birmingham

Chronic Prostatitis

SI*,-While it was a pleasure to see your
leading article (1 July, p. 1) devoted to a
subject which so far has been rather in-
adequately dealt with in the English language
literature, there are a number of comments
to be made on this contribution.

In the first place, it is not the experience
of one of us who has made a fairly exten-
sive study of prostatitis that gonococcal or
non-specific urethritis are common precur-
sors of this condition. This may be because
cases of urethritis in the Services are usually
promptly and effectively treated; it is there-
fore possible that the phenomenon of pro-
statitis following on venereal urethritis is an
indication of late or inadequate antibiotic
treatment of the primary condition.
While controversy does exist about the

significance of pus cells in the prostatic
fluid, most workers use the "high power
field" or one-sixth inch objective and not
the 1/12 inch (2 mm) objective as you have
suggested; the figure of 10 pus cells per
field taken as indicative of inflammation
within the prostate is, in fact, 10 pus cells
per high power or one-sixth inch field.

Following on the original work of Stamey

and his associates,' more recent studies on
the secretion of antibiotics into the pro-
static acini and ducts have shown that other
drugs may reach potentially therapeutic
levels in prostatic fluid. For example, tri-
methoprim has been found in prostatic fluid
in concentrations higher than in simul-
taneous blood samples,2 and this has been
confirmed both in experiments using the
dog3 and also in humans.4 Other studies56
have suggested that sulphonamides, clinda-
mycin, and chloramphenicol may also reach
inhibitory levels in prostatic secretion.
Although results of animal experiments ought
to be regarded with caution, other work7
suggests that tetracycline, as opposed to the
oxytetracycline recommended in your leader,
has more favourable pharmacological charac-
teristics in this context.-We are, etc.,

N. J. BLACKLOCK
Royal Naval Hospital Haslar,
Gosport, Hants

D. S. REEVES
Southmead Hospital,
Bristol
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Trapped Nerves

SIR,-In a leading article (6 May, p. 307) you
referred to my recent article on abdominal
cutaneous nerve entrapment syndrome.' As
a matter of interest I would like to relate
some further information on the subject.
Although I have made no attempt to map
out changes in cutaneous sensation, I believe
the effort would be fruitless. The cutaneous
nerves in the area of the rectus muscle over-
lap and interconnect in a web of nerve fibres
such that even when the cutaneous branch
is severed at the rectus margin the loss of
sensation is vague or imperceptible. Since
the appearance of this article we have
operated on four more patients. Severing
the nerve at its exit from the rectus foramen
has apparently given permanent relief to
each patient, and confirms my impression
that the symptom complex arises from the
distal nerve rather than from a more proxi-
mal source.
Though I emphasized the fat hernia in

the aetiology of the syndrome, I am increas-
ingly impressed by the mechanism of
traction against relatively unyielding soft-
tissue structures. A further example of this
mechanism is demonstrated in a patient I
recently saw who gave a history of fractured
rib at the costal margin. Apparently the
seventh nerve was slightly displaced in its
course. This resulted in traction on the
nerve and typical symptoms of nerve en-
trapment. I strongly suspect that the patient
with hypermobile ulnar nerve syndrome
(the nerve subluxates from its groove
at the elbow) suffers from a shortened nerve;
perhaps the result of some asymmetry of
the axial skeleton on the affected side. Since

clavicle fractures are common, a deformity
in this area may very well place the brachial
plexus under tension, leading to a shortening
of the ulnar nerve, which has to follow a
somewhat longer course to the hand than do
the medial and radial nerves. When the
elbow is flexed, the ulnar nerve is dislocated
from its groove or else it would be torn.
Though I have not documented it, I also

feel that many chest pains are due to sensory
nerve entrapment of the intercostal nerve
with similar symptoms to that of abdominal
nerve entrapment, and it does not take much
imagination to suspect many other pain
syndromes of being due to nerve entrapment
in soft tissue. Ruegsegger2 has been injecting
local anaesthetic into the muscles of the neck
with excellent results in some headaches. Are
these injections actually being placed in the
exits of nerves from between. and through
the cervical muscles? Are the nerves being
placed under undue traction by muscle
spasm and/or minor skeletal misalignments?
Examining the diagrams of the acupunc-

turist, I am struck by the fact that many of
the puncture points lie over muscular nerve
exits. I believe we are only beginning to
recognize the extent. to which soft tissue
nerve entrapment affects our daily lives, and
I expect that more nerve entrapment syn-
dromnes will soon be elucidated in the
literature.-I am, etc.,

W. V. APPLEGATE
Southern California Permanente Group,
San Diego, California, U.S.A.

1 Applegate, W. V., Surgery, 1972, 71, 118.
2 Ruegsegger, P., Yournal of the Anmrican Medical

Association, 1969, 209, 1022.

Distress of Dying

SIR,-May I endorse the plea of Dr. M. A.
Simpson (22 July, p. 231) for more adequate
teaching of care of the dying to medical
students? When this is done, the cry for
euthanasia-as voiced in the ensuing letter
from Dr. S. L. Henderson Smith-will prob-
ably vaporize. As Dr. W. Dewi Rees pointed
out in his survey (8 July, p. 105), the con-
clusion to be drawn from his discovery that
74% of dying patients may suffer physical
distress is that they need to be more
adequately managed, not that they should be
killed off.
For many terminal patients who cannot

be satisfactorily cared for at home the ideal
place is a specialized unit. Such centres are
opening in England, and one hopes that
before long every community will have its
hospice. Many patients who would other-
wise have died in hospital may be managed
at home if the general practitioner and
hospice staft join forces.'

Encouraging though this development may
be, it cannot proceed unless there is proper
teaching of care of the dying to students.-I
am, etc.,

RIcHw LAMERTON
London E.8
I McNulty, B., Nursing Times, 1970, 66, 1160.

Alpha-fetoprotein and Gastric Carcinoma

SnI,-The association between alpha-
fetoprotein and hepatocellular carcinoma is
well known. We wish to report an example
of the rarer association with gastric cara-
nom.a.1-3
A 63-year-old man was admitted with a
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three weeks' history of pain and swelling
in the epigastrium, dysphagia, anorexia, and
loss of weight. His liver surface was palp-
able and unevenly nodular. Investigations
showed serum bilirubin 4-3 mg/100 ml,
alkaline phosphatase 1170 I.U., aspartate
transaminase 192 I.U., total serum protein
6-3 g/100 ml, albumin 3-3 g/100 ml. A liver
scan, using radioactive technetium (9TC),
showed many cold areas throughout the
organ. The patient's serum gave a positive
reaction for alpha-fetoprotein using crossed
immunoelectrophoresis. This reaction was
confirmed using three different commercial
sources of antisera. Postmortem examination
showed a poorly-differentiated adenocarci-
noma of the cardia of the stomach. Metas-
tases were present in the lymph nodes along
the lesser curvature of the stomach and in
both left and right lobes of the grossly en-
larged liver (4450 g). The hepatic tissue,
though distorted by the metastases, retained
its lobular architecture and gave no indica-
tion of cirrhosis or hepatoma. No testicular
or extragonadal teratoma was found.

This case emphasizes that the presence of
circulating alpha-fetoprotein can no longer
be regarded as diagnostic of hepatocellular
carcinoma. A recent report by Gitlin4 may
indicate the histogenetic connexion between
tumours of the liver, gonads, and stomach.
He found that synthesis of alpha-fetoprotein
occurs not only in human fetal liver but also
in human yolk sac and the human embryonic
and fetal gastrointestinal tract. Clearly this
raises the possibility that gastric tumours
may share the resumption of embryonic
potential that is shown by hepatomas.
Furthermore, it is possible that the func-
tional elements in teratomas may be hepatic,
gastrointestinal, or possibly endodermal
sinus tumour, which Teilum5 has postulated
to be analogous with yolk sac.
So far as we know there has been no

study to show how common is the associa-
tion between alpha-fetoprotein and carci-
noma of the stomach. This merits further
investigation.
We are grateful to Dr. D. J. Galton for per-

mission to report the clinical details of this case
and to Dr. J. C. E. Fenton for his help in the
laboratory estimations.
-We are, etc.,

C. M. CASTLEDEN
J. D. DAVIES

.St. Bartholomew's Hospital,
London E.C.1
I O'Conor, G. T., Tatarinov, Yu. S., A5'eley,

G. I., and Uriel, J., Cancer, 1970, 25, 1091.
2 Alpert, E., Pinn, V. W., and Isselbacher, K. J.

New England 7ournal of Medicine, 1971, 285,
1058.

3 Boureille, J., Metayer, P., Sauger, F., Metray,
F., and Fondimnare, A., Presse Medicale, 1970,78, 1277.

i Gitlin, D., New England Yournal of Medicine,
1971, 285, 1436.

5 Teilum, G., Acta Patholoeica et Microbiologica
Scandinavica, 1965, 64, 407.

Footballer's Migraine
SIR,-We were interested in Professor W. B.
Matthews's description of this syndrome (6
May, p. 326). This seems to explain the
similar features of the following case which
we found puzzling when the patient con-
sulted us in 1965.
A part-time professional footballer aged

22 comolained of disturbances of vision,
frequently precipitated by heading a ball.
The first episode had occurred in 1959 when
he went to head a ball but hit his head

against an opponent. He fell to the ground,
dazed but not knocked out, and was attended
to by the trainer. Almost immediately he
noticed flashes of light and speckles, shim-
mering like the after-effects of looking at a
bright light, affecting both eyes, and this
lasted for about 30 minutes. During this
time he could not focus properly or see to
either side, and this was followed by bi-
frontal and vertical throbbing headache for
2-3 hours, without sickness. He played foot-
ball again about two weeks later, headed
the ball, and had no further attacks until
some months later. The same visual dis-
turbance, usually followed by headache,
would then recur about twice a year, some-
times but not invariably related to heading
a ball, especially if it was wet and heavy.
On examination he appeared healthy and

there were no abnormal signs. Ophthalmic
examination showed no appreciable refrac-
tive error or other ocular cause to account
for his symptoms. X-rays of his skull, cer-
vical spine, and chest were normal. It was
considered that more elaborate investigations
were not necessary, and that the best advice
for him was to avoid heading a football.
When his condition was reviewed he was

still playing football, but now as an amateur.
He said that he was able to head the ball
without any ill effects from a deliberate
frontal impact, and although an accidental
glancing blow could daze him momentarily
this did not reproduce his former symptoms.

Professor Matthews wondered whether an
isolated attack of classical migraine in young
boys following a blow on the head at football
was the forerunner of ordinary migraine or
confined to minor injuries in football. In
our case, the first attack was precipitated by
his head injury, and subsequent attacks
followed heading the ball although some
occurred without such provocation, and he
did not have to give up the game.-We are,
etc.,

MICHAEL L. E. ESPIR
Nottingham

I. L. D. HODGE
P. H. N. MATTHEWS

Leicester

Gallows Traction
SIR,-In his contribution on the subject
of gallows traction in the home, Mr.
H. D. W. Powell (8 July, p. 108) has un-
fortunately omitted two important facts:
when does he regard children as being too
old (or too heavy) for this method, and what
was the height of the frame that had the
approval of the ambulancemen?-I am, etc.,

P. S. LONDON
Accident Hospital,
Birmingham

Anaesthesia by Acupuncture

SIR,-We were members of a party of ten
British doctors who visited the mainland of
China at our own expense between 19
March and 3 April. We visited hospitals,
h'oalth centres, factories, and communes in
Shanghai, Canton, Peking, Nanking, Wusih,
and their neighbourhoods.
We were greatly impressed with the stan-

dard of medical care, but above all, we were
astounded by the use of acupuncture
anaesthesia in major surgery. As examples,

we saw among others the following opera-
tions performed under acupuncture
anaesthesia. In all cases the patients were
conscious, fully co-operative, and appeared
to suffer no pain. Their pulse and blood
pressure remained normal throughout. Some
patients received a very small dose of
phenobarbitone or pethidine, if at all appre-
hensive, but many had no premedication.
Alternative methods of anaesthesia were
available, but not used.

In Canton, at the Sun Yat-sen Memorial
Hospital, we saw an operation for a cerebral
tumour, and another for a large ovarian
cyst. In Peking, at the Maternity Hospital,
we saw a caesarian section. This patient had
had no premedication or previous experience
of treatment by acupuncture. Eight needles
were inserted into the abdominal wall and
thighs, and were vibrated by a small elec-
trical current. During the 30-minute opera-
tion the patient showed delight when shown
her baby boy immediately on delivery. We
spoke to her (with her husband and
daughter) within 15 minutes and she showed
no signs of stress at all.

In Nanking, at the General (Drum Tower)
Hospital, we saw a Caldwell-Luc operation,
and pneumonectomy. In the latter case,
anaesthesia was induced and maintained by
manual vibration of only one needle inserted
into the deltoid muscle.

Chinese anaesthetists started. using this
method in about 1958, at first for minor
operations. Today, with much experience
behind them, acupuncture is used exten-
sively. It is claimed that over 400 pneumo-
nectomies have been performed successfully
under acupuncture at the Peking Tubercu-
losis Research Institute alone. They do not
claim to understand or explain the
phenomenon yet.

Considering the great advantages to the
patient and surgeon, should not this method
be investigated fully in Britain? However,
it is important to warn readers that acuounc-
ture for anaesthesia must not be confused
with its possible use and abuse for treating
all and sundry medical conditions.-We are,
etc.,

SIDNEY HAMILTON
PERCY BROWN

MARY HOLLINGTON
KATHLEEN RUTHERFORD

Thornton Heath,
Surrey

Nitrazepam in Chronic Obstructive
Bronchitis

SIR,-I have found similar worsening of
respiratory failure with nitrazepam (17 June,
p. 688) in five patients already in respiratory
failure. Nitrazenam was given as 5-10 mg
by mouth at night as sedation. Three of the
five patients were in coma next day and
the remaining two were reaching that stage.
The mean capillary Pco2 (Astrupp) rose
from 53 mm T-TH to 79 mm Hg. All five
were successfully resuscitated.
As Dr. J. Gaddie and others remark, no

other sedative or tranquilizing drug is
comoletely safe in these patients. My own
preference is for promethazine hydro-
chloride (Phenergan) 25-50 mg, which seems
to cause less respiratory depression.-I am,
etc.,

A. PINES
Ware Park Hospital,
Ware, Herts
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