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been received with great enthusiasm as the
solution to difficulties encountered in testing
the hearing of uncooperative subjects. The
psychogalvanic skin resistance test, for ex-
ample, was a few years ago hailed as the final
answer. In many centres expensive equip-
ment was installed only to find later that the
results were unreliable. More recently
E.E.G. audiometry has been also received
with equally great enthusiasm. In some
E.N.T. departments thousands of pounds
have been invested to purchase the apparatus
in the belief that there was no need for
other facilities for child audiology. There
is no conclusive evidence that this method
provides the answers in children who are
extremely difficult, have additional brain
damage, cerebral palsied, etc. These are pre-
cisely the children for whom we want a truly
reliable objective test.
There is still serious doubt whether

electrocochleography provides answers which
could not be obtained by the simpler
methods, which are also more informative
about many other aspects of the child's
function. Cochleography can record only the
potentials resulting from the stimulation of
the peripheral receptor. Various types of
hearing loss in children-especially high
frequency losses-are caused not by damage
in the cochlea but in the cochlear nuclei
in the auditory pathway. It is possible to
combine cochleography and evoked response
audiometry to cover the whole auditory
system, but in view of the inadequacy of
the evoked-response technique in many
children this procedure would be in question
in any case. Cochleography in children is
possible only under general anaesthesia and
the procedure is laborious and time consum-
ing. It cannot be used as a routine clinical
procedure at present. This would not matter
if truly it gave results unobtainable otherwise,
but there is still serious doubt about that.
The enthusiasm for new "objective" tests

is always greatest when no proper facilities
for child audiology exist, in the hope that a
technical procedure will take the place of
proper provision for clinical audiology. One
of the main reasons for the failure of so-
called objective tests is that certain physio-
logical principles concerning the responses
of children to sensory stimulation are dis-
regarded-for example, the law of initial
values, problems of habituation, of inhibition,
etc. In my chapter I did discuss the prob-
lems of objective hearing tests and indicated
clearly what should be a favourable develop-
ment. Electrocochleography is still a highly
experimental procedure, and I have serious
doubts whether, as Ballantyne puts it, it is
"destined to become the best objective test
of cochlear function."-I am, etc.,

L. FISCH
Institute of Laryngology and Otology,
London W.C.1

Pancreatin as Source of Salmonella

SIR,-Dr. E. J. G. Glencross's report (13
May, p. 376) prompts us to report the
following cases.

In December 1968 a baby aged 2 months
was admitted to the Royal Albert Edward
Infirmary, Wigan, with cystic fibrosis. The
diagnosis had been established three weeks
earlier and treatment with pancreatin started.
She had an acute illness with diarrhoea and
vomiting, and this proved to be associated

with a growth of Salmonella bovis morbi-
ficans. Three other children on the ward
contracted the same infection and one of
them (who also suffered from multiple con-
genital abnormality) died. One of the nurs-
ing staff also became infected.

In September 1969 the same organism
was isolated from a 7-month-old child in
Booth Hall Hospital, Manchester. He also
was receiving pancreatin for cystic fibrosis.
He had an acute diarrhoeal episode when the
organism was first isolated. This lasted only
48 hours, though he continued to carry the
salmonella for six weeks. He had had no
known contact with the other cases. One
other child in Booth Hall Hospital became
infected. He suffered from epidermolysis
bullosa, from which he died at the age of
9 months. Salmonella was cultured from his
stools for only three weeks.
Powder, granules, and capsules from two

batches of the pancreatin used in both hos-
pitals were cultured in Selenite broth and
subcultured after 18 hours into desoxycholate
citrate agar. No salmonellae were grown.

This particular salmonella is extremely
rare in human infections, but well known in
pigs and cattle. Because we were unable to
prove the sources of the infection we felt
unable to publish these cases at the time,
but in the light of this new evidence we
feel that it is useful to do so.-We are, etc.,

R. M. FORRESTER
Royal Albert Edward Infirmary,
Wigan, Lancs

J. H. KEEN
Booth Hall Children's Hospital,
Blackley, Manchester

Anaesthesia by Acupuncture

SIR,-It is, of course, essential that anaes-
thesia by acupuncture be investigated
thoroughly and without prejudice, but this
is by no means the first example of major
surgery being performed painlessly without
general anaesthesia.

In the 1840s Surgeon James Esdaile, of
the Indian Medical Service, performed
hundreds of major operations in Bengal
under hypnotic suggestion; his success was
acclaimed all over the world. After investi-
gation by a committee presided over by the
Inspector-General of Civil Hospitals, Bengal,
a Mesmer hospital was started in Calcutta.
Large tumours were removed without pain in
a high proportion of cases. Seven out of
10 patients in one series were successfully
mesmerized before operation. The advent
of chloroform anaesthesia with 100% success
put an end to Esdaile's work, details of
which may be found in Crawford's History
of the Indian Medical Service.1-I am., etc.,

GEORGE R. MCROBERT
Ewell, Surrey

1 Crawford, D. G., History of the Indian Medical
Service. Vol. 2. London, Thacker and Co., 1914.

Effects of Dietary Fibre

SIR,-The notion that a rapid and serious
fall in consumption of dietary fibre by the
British population followed the introduction
of roller milling in about 1880, and has
thus been the cause of various diseases of
civilization,1 is mistaken. There is evidence
that even in the late 1840's, and probably for
several years before, the "crude fibre" of the

usual bread flour did not exceed 0-5% at
the very most.2 Over the next 50 years its
fibre content was gradually reduced by
various milling developments and by the use
of new wheats of better milling quality to
current levels (0-1-0-15%). Moreover,3 there
has been no fall in the fibre content of the
British diet over the past 100 years, though
the relative contributions of its sources have
changed appreciably.
The clinical basis for the "low-residue"

theory of the cause of diverticular and other
serious diseases of the colon rests on re-
ported differences in faecal bulk and con-
sistency, as a result of high- or low-residue
diets, causing large differences in intestinal
transit time of faeces.1 I Though low-residue
diets produce low-bulk stools, the clinical
significance of any difference in transit times
resulting from diets differing only in the
fibre contributed by the flour component
requires further study under British con-
ditions. Comparisons of inhabitants of the
U.K. with African communities of much
lower life expectation, or of the latter com-
munities with Negro populations elsewhere,
inextricably intermix major differences-
genetic, medical,5 environmental (for ex-
ample, bowel infections and infestation), as
well as dietary changes such as the much
higher fat and sugar content of "Western"
diets. It could be alleged that the lower
expectation of life in African communities
may be partly due to excessive consumption
of vegetable roughage.67 Crawford and co-
workers draw attention to Burkitt's own
work on the association of certain high
bulk diets with adult intussusception, vol-
vulus, and double volvulus. The excessive
use of bulking agents (including wheat bran)
may itself be hazardous.8 Some individuals
cannot tolerate high residue diets.

In correspondence in this journal the
rarity of certain diseases in developing
countries has been questioned by
Osuntokun.9 Goulstonh' has disagreed with
the statements of Cleave and Campbell" on
the incidence of divarticular disease in
Ethiopia, while Dr. A. 0. H. Tellegen (20
May, p. 467) has contradicted Captain T. L.
leave's statement (4 March, p. 629) on the
rari y of venous disorders in Africa.
The study of diverticulosis in rats cited

by Painter and Burkittl involved numerous
groups of animals in an experiment which
does not permit the logical separation of the
effects of high dietary fibre from other major
factors. Indeed, a major weakness of the
evidence presented for the prophylactic, or
therapeutic, action of bran is the lack of
direct intercomparisons of the effects on
health or life expectation of its presence
in, or absence from, otherwise identical diets.
Consideration of the references' 9-11 relative
to high pressures in the colon show that
these pressures could not be demonstrated
under basal conditions, and only developed
under the influence of prostigmine. Under
these conditions their relevance to the de-
velopment of the disease seems uncertain.
Some of the other evidence for the Cleave-

Painter-Burkitt hypothesis'I appears to be
statistically unsound. For example, the dif-
ference in incidence of diverticular disease
in two locations, stated4 to be significant at
the 5% level, is not significant even at the
30% level. Painter and Burkitt's graph of
the mortality data for diverticular disease
shows no sex differentiation from 1923-52.,
and then a rapid rise in female mortality
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after 1952; some major factor other than
bread consumption must therefore be in-
volved. Neither can the downturn in mortality
beginning about 1935-6 be explained by the
rise in flour fibre content starting six years
later in 1942.-We are, etc.,

CHARLES DODDS
London W.2

N. FISHER
C. T. GREENWOOD
J. B. HUTCHINSON

Flour Milling and Basking Research Association,
Chorleywoocs,
Herts WD3 5SH
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Clofibrate and Fat Embolism

SIR,-We were not surprised to learn from
the report of Dr. W. G. Cole (16 October
1971, p. 148) that clofibrate did not sig-
nificantly improve the morbidity of patients
who developed fat emboli. The effect of
clofibrate on blood lipids does not reach its
maxium in rats until one or two weeks of
treatment1 and apparently even longer in
man. Therefore, it would appear the only
patients which one would expect to be aided
by clofibrate would be those maintained on
the drug for its hypolipaemic effect and who
subsequently sustained a serious accident.
Baker et al.2 reported a study in animals
which is open to the same question because
their animals were treated only 24 hours
before the production of the fat emboli,
and because the drug was given intra-
venously, a route which could cause clo-
fibrate embolism since the drug is water
insoluble. Both these studies conclude that
clofibrate is an ineffective drug for treat-
ment of fat emboli.
We have conducted a study which over-

comes these objections. Rats were fed clo-
fibrate for three weeks before the produc-
tion of fat emboli by the method of Baker
et al.2 using both triolein free of fatty acids3
and oleic acid (U.S.P.). Blood, obtained from
the tip of the tail, was analysed for
cholesterol4 and total lipids5 to demonstrate
that the clofibrate had lowered the blood
lipids in the treated group. Cholesterol was
153±32 (SD.) mg/100 ml in the controls,
compared with 85±17 (S.D.) mg/100 ml in
the treated group (P<001) and total blood
lipid levels were 664±135 (S.D.) mg/100
ml in controls compared with 430±79 (S.D.)
mg/100 ml in the treated (P<0-001). The
animals that died in the first few hours after
the intravenous lipid were necropsied within
one to two hours after death, and all animals

Haemorr- Total
Lipid No. Cholesterol Total Lipid Pulmonary hagic with
In- Groups of mg/100 ml mg/100 ml Surfactant Deaths Lungs Proven

jected animals Mean ± S.D. Mean + S.D. Mean + S.D. at Fat
48 hr Emboli

Control 10 161 ± 35 706 ± 144 0 570 ± 0-101 4 (40%) 1 (10%) 50%
Triolein Clofibrate

11 86*_ 16 436*± 86 0-613 ±0-139 4(36%) 1 (9%) 45%

Oleic Control 7 142 + 26 604 ± 97 0-484 ± 0-076 2 (28%) 1 (14%) 42%
Acid Clofibrate 7 84* + 19 421* + 73 0-567 + 0-094 3 (43%) 2 (28%) 71%

*Significantly different at P <0 001 level from the control group.

alive after 48 hours were killed and searched
for evidence of grossly haemorrhagic lungs,
which was taken as positive evidence of
marked fat embolism. Lung biopsies from
all animals of both groups were analysed for
pulmonary surfactant.6 The results of this
experiment are as in the above table.
Our results confirm in a more realistic

and therapeutic situation the previous find-
ings that clofibrate cannot be expected to
improve the morbidity or mortality of
patients who develop fat emboli following
trauma. We also find that clofibrate treat-
ment does not significantly alter pulmonary
surfactant in the rat and that there is no
difference of significance in rats sustaining
fat emboli.
We wish to thank Mr. Marion Johnson and

Dr. J. Noble, Ayerst Laboratories, for the supply
of Atromid-S and the National Institutes of
Health, U.S.P.H., Bethesda, Maryland, for grants
Nos. HE-11782 and HE-05432.
-We are, etc.,

J. C. MCPHERSON
W. S. HARMS

Lois T. ELLISON
R. G. ELLISON

Departments of Surgery and Molecular and Cell
Biology,
Medical College of Georgia,
Augusta, Georgia, U.S.A.
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Wetting and Soiling

SIR,-We would like to comment on some
of the points raised by Dr. A. C. Wood-
mansey (15 July, p. 161).

Firstly, in discussing "reactive in-
continence," Dr. Woodmansey makes the
common assumption that the reported asso-
ciation of incontinence with psychiatric
symptoms is indicative of causation. It is,
however, equally in accord with the evidence
to regard the association as indicative solely
of the expected coincidence of disorders
similarly distributed in the population, or to
regard the accompanying psychiatric dis-
turbance as in a large part secondary to in-
continence.' It is certainly not our experience
to find a high proportion of emotional dis-
order in the enuretic or encopretic children
who attend for treatment.

Dr. Woodmansey describes the enuresis
alarm as "contrived" and "even traumatic,"
and considers that its aim "ought to be
attainable by more appropriate and less dis-

tressing means." We absolutely disagree that
the use of an alarm is traumatic or distress-
ing, the number of cases in which the child
fears an alarm after proper demonstration
being virtually negligible. The vast majority
of our patients, and their parents, are only
too delighted to be relieved of so distressing
a problem as bedwetting by such simple
means. Dr. Woodmansey states that "many
a child has suffered years of distressing tests
and treatments . . . to appease a parent's
unrealistic expectation of early sphincter
control, or because his ... wetting or soiling
was not recognized as the 'presenting symp-
tom' of his parent's own emotional disorder."
We feel, however, that many patients could
have been relieved of the constant distress
of bedwetting had those they consulted been
more ready to use the enuresis alarm.

Postulating that "in many cases in-
continence appears to be a more indirect re-
sult of a specific fear-namely, that of
actually being incontinent," Dr. Woodmansey
claims that "the specific treatment of sleep
wetting is to emancipate the child from his
dread of waking in a wet bed." Unfortun-
ately, there are no data supplied to indicate
that such treatment may be comparable in
success to treatment by an enuresis alarm,
which apparently fails to satisfy the criterion
of treatment by "improving relationships."
Where "advice" fails, Dr. Woodmansey
recommends the use of "psychotherapeutic
skill to overcome their [the parents'] anxious
doubts, or to alleviate a parental disturbance
whose existence the child's symptoms
(though undoubtedly important in them-
selves) have served to bring to light." How-
ever, while the success of conditioning treat-
ment has been well demonstrated,2 it has
yet to be shown that psychotherapy is of
significant value in the treatment of enuresis.
From the patient's point of view, rejection

of conditioning treatment in consequence of
a therapeutic reformulation unsupported by
data relating to any more effective form of
treatment cannot be acceptable. We strongly
recommend the wider adoption of condi-
tioning treatment as the most effective
presently available treatment for childhood
enuresis.-We are, etc.,

G. C. YOUNG
R. T. T. MORGAN

Barnet, Herts

I Morgan, R. T. T., and Young, G. C., The
treatment of Enuresis; merits of condition:ng
methods. Community Medicine, 1972, 128,
119.

2 Young, G. C., The Problem of Enuresis, British
7ournal of Hospital Medicine, 1969, 2, 628.

Puzzling Cases of Secondary Syphilis
SIR,-I was interested in your leading article
on "Puzzling Cases of Secondary Syphilis"
(8 July, p. 66).
One of the most important diagnostic hail
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