
590 BRITISH MEDICAL JOURNAL 2 SEPTEMBER 1972

enough to cater for all the psychiatric needs of
the population and not just the less seriously ill.
(3) At least some of the new industrial therapy
units should be located witbin the psychiatric
departments. (4) Each area must be charged
with developing its services according to its local
needs and not subjected to remote, inexperienced
civil service policy. Any intractable problems at
local level could be resolved by a committee
composed of members practising in the different
regions. (5) Every area should develop its ser-
vices for character disorders (psychopaths).
(6) In the problems of training and recruitment
it is essential to ensure that doctors and nurses
can handle all groups of patients and are not
limited in their training and experience to the
less severely ill.
We agree with Drs. Leberg and Mackay

that the problem is not just one of finance.
We are disappointed that our letter received
so little response. We would have thought
that this subject is of such importance both
to psychiatrists and the general public that
more readers would have commented. Are
we to assume that the vast majority agree
with us?-We are, etc.,

F. A. BLEADEN
J. H. PRICE

St. John's Hospital,
Lincoln

Trial of Mefruside

SIR,-I report here the results of a study
of the hypotensive effect of mefruside in 15
patients with systemic hypertension. Plasma
sodium, potassium, chloride, uric acid, and
creatinine were also monitored during the
study.

Five patients receiving no other antihyperten-
sive drug were given 25 mg of mefruside daily
for two months and 10 patients already receiv-
ing antihypertensive therapy were given 50 mg
of mefruside daily, also for two months. In
patients receiving mefruside alone the reduction
in the mean systolic pressure in the supine
position was 28 mm Hg and in the erect posi-
tion 26 mm Hg. The mean diastolic pressure
was also reduced-by 16 mm Hg when the
patients were supine and 12 mm Hg when
erect. In those patients already receiving an
antihypertensive agent the reduction in the
mean systolic pressure in the supine position
was 36 mm Hg and in the erect position 50
mm Hg. The mean diastolic pressure fell by
18 mm Hg in the supine and by 21 mm Hg in
the upright position.
Anderson and his colleagues1 reported an

average reduction in blood pressure of 8-5
mm Hg systolic and 5 6 mm Hg diastolic in
patients taking frusemide. They reported a
greater reduction with hydrochlorothiazide,
averaging 19 mm Hg systolic and 11 6 mm
Hg diastolic, than with frusemide. Auld and
Murdoch2 found a mean fall of blood
pressure from 180/110 to 161/97 mm Hg
in 15 patients given mefruside 25 mg daily
for seven days.
We used automated procedures to measure

plasma sodium, potassium, chloride, uric
acid, and creatinine. After two months'
treatment with mefruside there was no sig-
nificant change in plasma potassium concen-
tration in six patients; in three there was a
fall of less than 0-5 mEq, and in six there
was a fall of more than 0-5 mEq. Both
Healy3 and Anderson' and their colleagues1
have shown that there is a significant re-
duction in plasma potassium concentration
in patients taking frusemide and hydro-
chlorothi-izide. Losel' reported only one case
of hypokalaemia in a group of 65 patients
taking mefruside. All of them received

potassium supplement during the therapeutic
trial.

Mefruside therapy caused no appreciable
change in the plasma sodium, chloride, and
creatinine levels in our patients, but all of
them developed hyperuricaemia. The highest
plasma uric acid concentration recorded at
the end of two months was 11 mg/100 ml.
Other naturetics have been used in the

treatment of hypertension, but the adverse
effect of each prompts the search for a better
one. In this study mefruside was found to
be a useful supportive antihypertensive
agent but, like other naturetics, it caused
hyperuricaemia and hypokalaemia.

I thank Drs. W. G. A. Swan and F. S.
Jackson for permission to do the study. I am
also grateful to Messrs. Bayer, Germany,
Limited for providing the drug for the triaL I
am also indebted to Sister Drewit and Mrs.
Grievson for their assistance.
-I am, etc.,

S. J. JACHUCK
Regional CGrdiovascular Unit,
Newcast-e General Hospital,
Newcastle upon Tyne
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Suicide Rate

SIR,-The official suicide rate in England
and Wales has steadily decl.ined over the
past seven years, from 120 per million in
1963 to 80 per million in 1970. Doubts are
sometimes expressed, most recently in the
Guardian of 22 July, about the validity of
this fall, apparently because of a belief that
coroners are concealing more suicides than
before, calling them accidents or open ver-
dicts instead, thus concealing a rising in-
cidence of suicide. Such an opinion is not
susta.ined by serial mortality statistics for
suicide and related violent death causes.
The accompanying Table of crude death

rates per million of total population (Eng-
land and Wales) shows that the suicide rate
fell by one-third between 1963 and 1970. To
argue that suicide is on the increase because
coroners' standards for a suicide verdict have
changed it is necessary to show an increase
in accidental and open verdict deaths from
the main specific death causes of suicide
gassing, poisoning, drowning. No such in-
creases have occurred in gassing or drown-
ing. A small increase in poisoning is present
but nowhere near large enough to make up
the fall in the suicide rate. All the evidence,
therefore, supports the view that the in-
cidence of suicide is decreasing and the
official suicide rate based on coroners' de-
cisions, imperfect though we know it to be,
does truthfully reflect that decrease.

His critics sometimes forget that the

Year Suicide Rate Accidental Gassing Accidental Poisoning Accidental Drowning

1961 111 17 9 19
1962 118 21 12 16
1963 120 24 13 15
1964 116 17 15 18
1965 107 15 15 15
1966 103 15 17 18
1967 97 12 17 16
1968 94 11 17 16
1969 89 9 21 18
1970 80 7 22 16

From Registrar General's mortality tables for years in question. Accidental and open verdict death rates are combined.

coroner must use a legal definition of
suicide which leaves no room for surmise.
If he strays too far towards a medical
definition based on the balance of proba-
bilities his decisions are liable to be re-
versed on appeal. Provided the standard of
proof in use does not vary we may draw
the conclusion that a change in the official
rate reflects a change in incidence, even
though we know that suicide is under-
reported.-I am, etc.,

B. M. BARRACLOUGH
Graylingwell Hospital,
Chichester, Sussex

Neurotic Dyspnoca
SIR,-Dr. H. J. Trenchard (29 July, p. 289)
has done us all a service by his reminder of
the "neurotic" symptoms of pulmonary
embolism, which all too often may be sig-
nalized by apprehension of a degree
apparently disproportionate to the physical,
radiological, and electrocardiographic find-
ings. Carefully taken right and left lateral
chest x-rays, however, may reveal tell-tale
small, linear fibrotic or atelectatic markings.
These are legacies of recurrent pulmonary
infarcts and are urgent indicators for anti-
coagulant treatment, unless there is convinc-
ing evidence of another aetiology for their
existence. Such treatment, of course, may
easily be dismissed as having produced a
placebo effect if the patient's dyspnoea sub-
sequently disappears, but surely three
months of carefully supervised anticoagulant
treatment is preferable (even in a doubtful
case) to the disasters so cogently presented
in Dr. Trenchard's letter. Paul Wood' stated
"'mild cases [of pulmonary embolism] are
easily overlooked . . . fleeting unexplained
breathlessness . . . may be the sole mani-
festation of an event that brought death
very close."

In this context it is worth mentioning/that
another condition has been described as
presenting with "dyspnoea sine materia" (in
America) and hence "neurotic"--namely,
systemic lupus erythematosus.-I am, etc.,

J. DE SWIET
East Glamorgan Gene-al Hospital,
Nr. Pontypridd, G!amorgan

1 Wood, P., Diseases of the Heart and Circulation,
3rd edn., London, Eyre and Spottiswoode, 1968.

Aetiology of Vancosity

Snt,-I agree with Dr. A. A. R. Gossage
& July, p. 112) that the weight of the colon
as the main cause of deep vein thrombosis
is difficult to accept. The bulk residue diet
of the African leads to his having at least
two large bowel actions a day, and x-ray
examinations of the abdomen invariably
show a colon full of faecal material. Yet
varicose veins and, clinically, deep vein
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