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could record the impressions that have led
me to think that despite the conclusions
quoted above deputizing services probably
do not provide the best patient care. TIhe
only drugs we were given were morphine,
pethidine, adrenaline, aminophyl&ine, ergo-
metrine, amylobarbitone sodium, A.P.C, and
free samples, which were usually of the less
commonly indicated antibiotics. Many of the
deputies bought their own supplies of other
drugs; the rest did without. We were told
to equip ourselves with a sphygmomano-
meter, auriscope, and ophthaknoscope, but
it was not checked whether we had these
items and in fact some of the deputies did
not.
Many patients were upset at not seeing

the doctor they thought they had called, and
in the cases of children and the elderly I
think the history and examination were made
more difficult by unfamiliarity. Many were
annoyed by having to make several telephone
calls. They often rang their own G.P., were
told he was off duty, told to ring another
doctor, and when they rang hiim were re-
ferred to the deputizing service. Those that
had to use public call boxes found this
particularly trying. Our service accepted
reverse-charge calls, but not all patients
knew how to make use of tihis facility.
Many vatients I saw were old, chronically

sick, living in poor conditions, and relaitively
inarticulate. Seeing these people for the first
time, it was very difficult to decide whether
their condition had undergone any recent
change or not. It was not possible to arrange
a second visit unless the .patient rang again
and asked for it. I understand that many
services allow a deputy to make a second
call, for example, at weekend&--but I was
told that we could not do this and that if I
thought a patient should be seen again, then
he should be admitted to hospital.
From my experience in hoswital I have

many times wished that I had had access to
the records of catients admitted as
emergencies. Some patients do not know
what drugs they take, and in the case of
steroids, monoamine oxidase inhibitors,
digoxin, and antibiotics this is often im-
portant. Again, some patients do not know
what operations they have had, which may
be of crucial importance if they present
with, for example, an acute abdomen.-I am,
etc.,

D. H. HowE
Welsh National School of Medicine,
Gereral Practice Unit,
Cardiff
1 Williams, B. T., Dixon, R. A., and Knowelden,

J., British Yournal of Preventive and Social
Medicine, 1973, 27, 126.

Prepacked Milk Feeds for Continuous
Intragastric Feeding

SIR,-In a pagper describing the use of con-
tinuous intragastric milk feeds in infants of
low birth weight (2 September 1972, p.
547) it was suggested that the sterile milk
should be placed in an autoclaved blood
transfusion -bottle. Since the publication of
that paper orepacked feeds have been intro-
duced in many maternity units, milk
kitchens have been abolished, and there are
no facilities for ,oroviding sterile milk in
blood transfusion botles. We have found
that continuous intragastric feeds can be
given using prepacked feeds by substituting
a standard blood transfusion bottle bung for
the feeding teat (see fig.).
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The -bung is inserted into te plastic teat
holder and both can be easily by
autoclaving. T'he bung is pierced by a sterile
standard blood gilving set, which is attached
to the feeding tube. A simple bottle holder
can be constructed from metal wire.-We

etc.,
G. A FAUX

John Wyeth and Brother Ltd.,
apre , Berks

H. B. VALMAN
Northwick Park Hospital,
Harrow, Middlesex

Polyvinyl Chloride T-tubes

SIR, -Te loss of flexibility in a polyvinyl
chloride T-tube described by Wing Com-
mander M. W. Sleight (21 July, p. 171) can
indeed occur within 10 days of operation as
the followig case report demnstrates.
A woman underwent eective cholecystectomy

in October 1972. Preoperative cholangiography
showed stones in the common bile duct) which
were removed via a choledochotomy. The common
bile duct was drained with a polyvinyl chloride
(Portex) T-tube. The subhepatic area was drained
by a right flank, corrugated polyvinyl chloride
drain. The initial postoperative course was
uneventful, the flank drain being removed on the
fifth day. On the ninth postoperative day T-tube
cholangiography showed no residual stones and
free flow into the duodenum. On the following day
the T-tube was removed with difficulty, whereupon
the patient complained of sevee adbominal pain
and very rapidly developed signs of generalized
peritonitis. Urgent laparotomy confirmed the
diagnosis of biliary peritonitis. The additional
features of interest were the absolute lack of a
track to either drain site and the hole in the
common bile duct, which was now considerably
larger than the original opening. The common
bile duct on this occasion was drained by means
of a red rubber T-tube and the abdomen by a
red rubber corrugated drain. The postoperative
course was uneventful and the patient continued
to be well 10 months later.

The polyvinyl chloride T-tube on ex-
amination showed an interesting pattern of
change. The portion of tubing which had
remained outside the body was still flexible

and pliable, the remainder was rigid and
non-pliable. The line of demarcation was
quite distinct. It is unlikely, therefore, that
the action of bile was resnonsible for the
alteration. Simnila changes have been ob-
served in nasogastric tubes, admittedly after
a longer period.' Polyvinyl chloride T-tubes
are unsuitable for use because of their
failure to promote a fistulous track and also
because of the very real danger of damage
to the c on bile duct during removal.
There have been several reports of toxic

effects ascribed to substances leached out of
polyvinyl chloride.>2 These have led to calls
for new safety standards.25-7 Any standads
specification must also consider the purpose
for which the plastic is intended.8 It would
therefore appear desira!ble that in addition to
the study of the effects of the body on
prosthetic mat&rials89 the effects of such
materials altered by the body on important
stuctures be urgently examined. One such
area that immediately comes to mind is the
use of polyvinyl chloride tracheostomy tubes
and the incidence of tracheal stenosis.1011
-I am, etc.,

D. J. BOUCHIER-HAYES
St. Vincent's Hospital,
Dublin
1 Meisomm, H., Lancet, 1971, 1, 87.
2 Duke, H. N., and Vane, J. R., Lancet, 1968, 2,

21.
3 Rogers, A. F., and Dunn, P. M., Lancet, 1969, 2,1246.
4 Jaegar, R. J., and Rubin, R. J., New EnglandYournal of Medicine, 1972, 287, 1114.5 Little, K., and Parkhouse, J., Lancet, 1962, 2, 857.6 Lancet, 1968, 2, 34.
7 Lancet, 1973, 1, 28.
8 Little, K., Lancet, 1968, 2. 351.
9 Tottle, C. R., British Medical 7ournal, 1973, 3,293.
10 Guess, W. L., and Stetson, J. B., 7ournal of the

American Medical Assocition 1968, 204, 580.11Adrews, M. J., British Yournal of Surgery,-1971,58, 749.

Facial Palsy in Tetanus
SIR,-I read with interest the report of a
case of facial palsy in tetanus by Drs. M.
Mishra and B. N. Sinha (19 August, 1972,
p. 475). They thought ,that a neuromuscular
block may be responsible for such paralysis
as only the lower Dart of the face was in-
volved in their case. Boudouresques et ad.,1
mentioned that the facial palsy may be
limited to the upper or lower part of the
face or a single muscle may be affected.
Kaeser et al.,2 reported a case of gen-

eralized tetanus in which 5 mg of D-tubo-
curarine intravenously every 20 minutes
was used for muscle relaxation. The patient
remained tetraplegic after the ourare was
discontinued and develooed severe diarrhoea,
hypotension, and bronchopneumonia and
subsequently died. On the basis of electro-
physiological studies they suspected neuro-
muscular block by tetanus toxin as the cause
of tetraplegia. Kaeser and Saner3 reported
neuromuscular block in experimental local
tetanus in rats due to impaired presynaptic
release of acetylcholine. There is consider-
able controversy as to whether the lesion
is in the facial nucleus or peripheral nerve
or at the neuromuscular junction. A peri-
pheral nerve lesion was suggested by Wat-
kins4 on the basis of loss of taste on the
same side as the facial palsy. Starzecka5 re-
ported an incidence of 3.57% of facial
palsy in their 757 cases. Park reod six
cases (5.6%) of facial paralysis out of 107
cases of tetanus. Farquharson7 reported one
case (which I saw while working in Brook
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General Hosvital) of left facial palsy in
tetanus. In almost all these cases the lesion
was incomplete or partial on the same side
of the injury to the face and recovery event-
ually occurred.

Electrophysiological studies of facial palsy
in tetanus by Bagratuni8 gave normal results.
Parks noted normal nerve conduction time
of the involved facial nerve and abnormal
complex activity of t-he involved muscles on
electromyography and suggested a nuclear
lesion of the facial nerve. In Farquharson's
case7 electromyography showed positive
waves but no fibvillations. Recently Garcia-
Mullin et al,9 reoorted the results of electr-
physiological studies of a case of left facial
palsy with tetanus which resulted from an
injury to the left side of the face. There
was prolonged distal latency of the left or-
bicularis ocudi after stimulation of the left
facis nerve which became normal after
clinical improvement. Electromyography of
the orbicularis oris and orbicularis oculi
showed abnomal muscle potentials at rest
which disav,peared after lignocaine block of
the facial nerve (suggesting that the origin
of the muscular activity was proximal to the
block) and during sleep (indicating a central
or nuclear lesion of the facial nerve). The
prolonged distal latency of the orhicularis
ocui could have been due either to a
peripheral nerve lesion or to dysfunction
of the larger motor neurones in the facial
nucleus. There was no evidence of a neuro-
muscular transmiission defect. In Kaeser and
and Saner's case3 neuromuscular block due
to curare cannot be excluded. However, if
neuromuscular block does occur in some
cases of tetanus, theoretically guanidine
hydrochloride may help the presynaptic re-
lease of acetylcholine and thereby improve
muscle paralysis.

Baker10 described degenerative changes in
cranial nerve nuclei in tetanus. I therefore
consider a temporary and partial lesion of
the facial nerve nucleus involving motor
neurones in groups due to centripetal trans-
port of tetanus toxin to be the nmot likely
explanation for partial or segmental facial
paralysis on the side of injury.-I am, etc.,

AMRIT N. ACHARI
Department of Neurology,
Baylor College of Medicine,
Houston, Texas
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Who'd be a Physiotherapist?

SIR,-While feeling duly grateful for what
we are about to receive in the shape of a
rise in doctors' pay, I wonder if we might
not spare more than a passing thought for
one group of hospital ancillary workers

whose salary scale has long been niggardly
and is now falling cowm tively farther and
farther behind-the physiotherapists.
A would-be physiotherapist has to have

obtained not only a minimum of five G.CE.
"O" levels but one or preferably two "A"
levels, which is not so far removed from
qualification for university entry, before
being acceptable for training. Unless grant-
aided, she then has to pay for her training
for three year-during 21 years of which
she can be treating patients under super-
vision-and pay also for ac ation,
uniform, books, etc., studying numerous
scientific and technical subjects, including
anatomy to near medical sard, to make
her a specialist in her own treatnent field,
before finally paying also miation fees
when she qualifies as M.CS.P.
Yet she will then find herself paid less

than a staff nurse (though nurses require
no "A" levels, fewer "O" levels, and are
paid a living wage during free training); less
than the younger clerk who perhaps books
in the patients for the physiotherapy depart-
ment; less -than the overtime-working
domestic of sometimes minimal schooling
who cleans out the department (while most
physiotherapists get paid nothing for their
overtime on emergencies or at weekends);
less even than the traffic warden who may
book her for incautious parking of the Mini,
which is as much as she is likely to be able
to afford, if she has snatched a few minutes
out for shopping.
No doubt the Departnent of Health and

Social Securi-ty is reluctant to pay more
when they have for years been alble to get
this particular sweated-labour service so
cheaply. Physiotherapists do not have a
powerful, militant union to fight for them
and hitherto they have voted alnost
unanimously against strike action, even
when other, already better paid groups, have
taken such action. But it would be shamful
if doctors, either through ignorance or I'm-
ali-right-Jackmanship, failed to support one
of the most dedicated of all ancillary groups
of hospital workers.-I am, etc.,

M. M. SALZMANN
Farnham, Surrey

Treatment of Acute Intermittent Porphyria

SIR,-With reference to the article by Dr.
A. D. Beattie and others (4 August, p. 257) it
may be of interest to report the case of a
patient with acute intermittent porphyria
whom I began to treat with guanetihidine
in 1964.1 He recovered completely sympto-
matically, and, whereas he was considered
totally unfit for work in 1963, he became
able to take up his studies to become a
merehant captain and is now working as
an officer of a merchant ship. His urinary
excretion of porphobilinogen and X-amino-
laevulinic acid remains high.
On one occasion when the Datient had

attacks of moderate abdomninal pain an
attempt was made to alleviate this symptom
with repeated intravenous injections of 2
mg of the beta-blocking agent oxprenolol.
This caused no change in the patient's con-
dition. but when the dose of guanethidine
was temporarily increased the abdominal
pain eventually disappeared. He now takes
75 or 100 mg of guanethidine daily and is
completely free from symptoms, apart from

a tendency to frequent bowel movements
in contrast to the severe constipation that
he suffered from before the guanethidine
treatnent wa,s begun. He has no ortho-
static hypotension.
The treatment has now been continued

for nine years without reappearance of the
symiatoms of the disease. It is understood,
of course, that the treatment is purely sym-
ptomatic.-I am, etc.

PETER WAHLBERG
Department of Internal Medicine,
Aland Central Hospital,
Mariehamn, Aland Islands,
Finland

1 Wahlberg, P. I., Lancer, 1964, 2, 817.

Type IV Hyperlipidaemia in Cord Blood

SIR,-IHyperlipidaemia is now clearly recog-
nized as a risk factor in coronary heart
disease' and it can be found in young, clini-
cally healthy individuals-namely, children
of patients with premature atherosderosis.2
You have recently emphasized the impor-
tance of serum cholesterol determinations in
young peoDle in a leading article (24 March,
p. 690), and it clear that the early detection
of hyerlipidaemia, eventually from birth,
may becomne a useful step in the primary
prevention of juvenile atherosclerosis.

For this reason we have started a pro-
gramme of study of the serum livid pattern
of- the newborn. Blood samples are collected
imnmediately after birth from the umbilical
cord. Serum total cholesterol levels were de-
termined by the method of Watson,3 serum
triglyceride by the method of Eggstein and
Kreutz,4 and lipoprotein electrophoresis was
carried out in cellulose acetate.5
Among the 78 cases observed up to now

we have found six cases of type IV hyper-
lipidaemia (see table). Glueck et al.6 have
reported the detection of type II hyper-
lipidaemia in cord blood, but as far as we
know these are the first cases of type IV
hyperlipidaemia in the newborn to be re-
ported here.

Serum Serum Lipoprotein
Total Triglycerides Electro-

Case Cholesterol (mg/ ihoretic
(mg/100 ml) 100 ml) Pattern

1 91 157 IV
2 96 171 IV
3 90 186 IV
4 102 171 IV
5 96 186 IV
6 100 171 IV

Our finding of a high prevalence in the
newborn of this hyverlipidaemia, which is
usually regarded as characteristic of the
adult, may well be correlated with the great
prevalence of type IV hyperlipidaenmia ob-
served in our first screening of the Portu-
guese population.7 Determination of the
future serum lipid pattern of these babies,
study of their clinical evolution, and furt-her
investigation of their families are needed to
evaluate the meaning of these results.-We
are, etc.,

F. MAYMONE MARTINS
P. MADIERA PINTO

Department of Paediatrics,
M. J. PEREIRA MIGUEL

MANUEL JUlDICE HALPERN
Institute of Physiological Chemistry,

F. DE PADUA
Department of Medical Therapeutics,
Faculty of Medicine,
Lisbon
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