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the nation cannot afford the Blood Transfusion Service
(which ramifies into almost every corner of the Health Service)
to remain the lame-duck that it so clearly is.
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Swimmers' Ears
Traditionally, E.N.T. specialists advise against washing the
ears in cases of external otitis, and the ears of many patients
have not felt the splash of water for months. The scientific
basis of this instruction to prevent, even the accidental con-
tact of water is not clear. If the meatuses fill with water
during a bath they soon empty with movements ofthehead, and
they dry in a very few minutes by evaporation from the warm
meatal channels even without active use of a towel. It is hard
to see how this fleeting application of water can cause harm
even when an active eczematous process is present.
A longer contact, however, as in swimming (especially

underwater swimming aind scuba diving) may be hazardous,
and certain pre-existing conditions can increase the likeli-
hood of skin damage. Either skin scales, as in dry seborrhoea,
or cerumen may trap water, and the prolonged contact with
the meatal walls of this wet poulticing may macerate and
destroy the protective keratin layer. Sometimes prolonged
exposure ofthe keratin to the chlorine in swimming pool water
is enough to weaken it. In either case underlying living cells are
then unwontedly exposed to the outside world and its atten-
dant dangers. Even if there are no pathogenic organisms
in the neighbourhood some may be directly introduced by
the scratching finger (and finger-nail) attempting to relieve
the almost invariable itching. A localized or diffuse skin in-
fection follows, perhaps furunculosis or cellulitis, or with
less virulent organisms there is a more chronic superficial
eczematous reaction.

Considering how many people start with scaly skin or
minor collections of cerumen the incidence of external otitis
is not as high as one might predict. As always, nature has
provided us with mechanisms of defence. There is a natural
migration in meatal skin, which as it grows moves from the
region of the tympanic membrane to the meatal opening,
taking to the outside world debris and cerumen. This con-
taminating material then dries, pulverizes, and disappears.
In addition, there are normally organisms in the meatal
skin which probably have a protective function
An interesting experiment has been reported by Wright

and Alexander' showing the high risk of external otitis in
divers. They recorded the bacterial content of apparently
normal meatuses and its subsequent alteration after diving
and a lengthy skin exposure to water from the city drinking
supply. The organisms found initially were Gram-positive.
All the subjects developed external otitis, and the meatal
flora gradually became predominantly Gram-negative. This
work seems to conform that tissue maceration first occurs
as a direct result of wet conditions and that this is followed
by bacterial invasion. In other experiments where sterile
water was used external otitis was rare or absent, though pre-

sumably there was tissue maceration. Unfortunately, water
is rarely sterile except in laboratory conditions, and bac-
terial (and often chemical) contamination must always be
assumed.

Prophylaxis is clearly difficult in divers. The obvious
preliminary is to clear the meatus of wax plaques or scales
taking care not to damage the underlying stratum corneum.
Protecting this layer from the macerating effect of prolonged
contact with water is almost impossible. Vaseline coated ear
plugs might help. After diving, gentle drying followed by
wiping the meatal skin with sterile liquid paraffin is some
protection against erosion. If the keratin does come away and
infecting organisms are introduced the resulting eczema must
be treated. As a general rule applications which absorb fluid
from the tissues are to be avoided, as are strong chemical dis-
infectants. Antibiotic powders lightly insufflated over the
affected areas are often more effective than fluid or cream
preparations, but ototoxic antibiotics should not be used.
When external otitis occurs, diving must be forbidden until
the skin has returned to normal.

1 Wright, D. N., and Alexander, J. M., Archives of Otolaryngology, 1974,
99, 15.

Starving Children before
Operation
General anaesthesia has always carried with it the risk of the
patient vomiting during induction, leading possibly to
aspiration of gastric contents into the lungs. Hence the estab-
lished practice has arisen that no patient is anaesthetized
without a period of starvation and fluid deprivation. This
period varies in different institutions from 4 to 12 hours or
even more. Essentially, it is the withholding of fluids which
gives rise to the most uncomfortable and possibly harmful
effects of this procedure, but hypoglycaemia may be
particularly important in the very young.

In attempting to outline a safe practice for paediatric
anaesthesia Smith stressed' the importance of giving young
children priority of order in a mixed general surgical list.
Furthermore, he recommended that infants of 6 months or
less should be fed up to four hours before the operation, those
under 3 years old should be starved for six hours before
anaesthesia, and older children for up to eight hours.
More recently, this practice of withholding fluids from

small children for more than four hours before surgery has
been questioned. Several anaesthetists have commented2 3 on
the presence of clinical signs and symptoms of hypoglycaemia
in young children presenting for surgery after a normal fasting
period. In a study of operations on children designed to show
the effect of surgical trauma on the blood glucose level it was
noted that 10% of them were hypoglycaemic (blood sugar less
than 40 mg/100 ml) after a ten and a half hour fast. Thomas4
has recently taken the matter a stage further. He studied the
blood glucose levels on induction of anaesthesia in two groups
of children: one group had been starved for eight hours
preoperatively while the others had been allowed to drink
milk up to four hours before anaesthesia. No vomiting or
regurgitation occurred in any of the 61 children studied, and,
surprisingly, gastric aspiration just after induction showed no
statistically significant difference in either the volume or the
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pH of the gastric fluid. However, there was a statistically
significant difference in the mean blood sugar levels in the two
groups: 5313 mg/100 ml in those starved for eight hours but
66-4 mg/100 ml in those given milk up to four hours pre-
operatively. Blood sugar levels of 40 mg/100 ml or less were
found in 15% of the eight-hour group but none in the four-
hour group, and all these cases of hypoglycaemia arose in the
very young (under 47 months) and the very small (under 15-5
kg).

So it seems there is a real risk of hypoglycaemia in very
young children having surgical operations. The wish to
eliminate the risk of inhalation of vomit on induction of
anaesthesia must be tempered by the dangers ofhypoglycaemia
from prolonged preoperative starvation. Much of the danger
can be satisfactorily avoided by the adequate use ofintravenous
dextrose before and during surgery. Nevertheless, further
studies with agents, such as metoclopamide, which speed up
the emptying time of the stomach and thereby reduce the
period of preoperative starvation might prove worthwhile.

1 Smith, R. M., Anesthesia for Infants and Children. St. Louis, Mosby, 1959.
2Watson, B. G., British Journal of Anaesthesia, 1972, 44, 712.
3 Bevan, J. C., and Burn, M. C., BritishJournal ofAnaesthesia, 1973,45, 115.
' Thomas, D. K. M., British Journal of Anaesthesia, 1974, 46, 66.

Post-traumatic Duodenal
Ileus
Obstruction of the third part ofthe duodenum has been recog-
nized for more than a century' and was popularized in the
classic paper by WiLkie,2 after whom the syndrome is some-
times named. Other terms include duodenal ileus, the superior
mesenteric artery syndrome, and vascular compression of the
duodenum. The roots of the superior mesenteric vessels
normally pass gently across the junction ofthe third and fourth
parts ofthe duodenum, but this vascular pedicle may compress
the duodenum against the aorta, the lumbar vertebrae, and the
paravertebral muscles posteriorly in a "nut cracker" grip,
producing partial or complete, intermittent or chronic, duo-
denal obstruction.

Wilkie himself attributed this state of affairs to sagging of
the small intestine and right colon into the pelvis-a situation
that can occur in malrotation of the gut with faulty fusion of
the attachments of the mesentery of the small bowel, but it
can also occur in patients with "asthenic habitus", visceropto-
sis, poor abdominal musculature, and large hernias. It may
also be associated with low aortic origin of the superior mesen-
teric artery, exaggerated lordosis, and loss of cushioning fat
in the mesentery.

Clinically the patient may present at any age from childhood
onwards, and females are more often affected than males.
Complaints include postprandial discomfort and distension,
belching, and vomiting, or even total duodenal occlusion with
copious vomiting of bile. A marked degree of obstruction is
accompanied by loss of weight. There may be epigastric
tenderness and a gastric splash. Radiologically the duodenum
is dilated and obstructed with a characteristic sharp cut off
as it crosses the lumbar spine.
The patient may be able to relieve his symptoms by adopting

the knee-elbow position, and indeed this may be confirmed
at barium meal examination. If symptoms are severe and not
relieved by postural changes surgery may be required, and
here a duodenojejunostomy between the infra-ampullary

duodenum and the first part of the jejunum is the most effec-
tive; this has- been confirmed in an exhaustive review of
relevant publications by Barner and Sherman.3
An interesting variant of vascular compression of the duo-

denum is the cast syndrome, first described by Willett4 in
1878, and named by Dorph5 in 1950. In this condition
patients placed in a body cast, a hip spica, or a hyperextension
frame develop severe and pernicious vomiting and gastric
dilation. In a recent interesting review, Hall6 reported four
personal cases, three of whom were women, in which the
superior mesenteric syndrome complicated severe multiple
fractures. None of his patients had been placed in plaster
casts ("cast syndrome incognito"), but all had had prolonged
best rest in the supine position, three with traction; this had
led to rapid weight loss and resultant diminution in mesenteric
adipose padding. The symptoms, which in three ofthe patients
were sufficient to require nasogastric suction, responded to
change in posture, though one patient needed nursing prone in
in a special bed designed to prevent pressure sores, but in the
others fixation of the fractures enabled the patients to be
mobilized.

Orthopaedic surgeons should be on the look-out for this
complication of immobilization of their patients in the supine
position, particularly when there is also hyperextension and
where severe weight loss complicates extensive trauma; the
syndrome may be seen even if a plaster cast is not used. The
development of gastric distension and vomiting may require
modification of the intended orthopaedic regimen in order to
let the patient adopt a prone position or be fully mobilized.

Rokitansky, C., in Lehrbuch de Pathologischen Anatomie, 1st ed., Vol. 3.
Wein, W. Braumuller, 1842. (quoted by Barner and Sherman, 1963).

2 Wilkie, D. P. D., British Journal of Surgery, 1921, 9, 204.
3 Barner, H. B., and Sherman, C. D., Surgery, Gynecology and Obstetrics
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4 Willett, A., St. Bartholomew's Hospital Reports, 1878, 14, 333.
5 Dorph, M. H., New England J'ournal of Medicine, 1950, 243, 440.
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Organic Psychosis
A patient in a general hospital who becomes confused, or
aggressive, or behaves in an inappropriate manner can cause
considerable disruption in a ward. Disturbed behaviour can
lead to alarm among other patients and near panic in nursing
and junior medical staff not trained to deal with mental illness.
Pressure is often exerted to have the patient transferred forth-
with to a psychiatric hospital-where facilities may not be
available for the management of acute medical or surgical
conditions. Similarly, the abrupt onset of an organic psychosis
at home may mislead a general practitioner into making a
diagnosis of a functional psychosis and asking for the ad-
mission of the patient to a psychiatric hospital.
The causes of an organic psychosis are protean: they include

head injury, brain tumour, cerebrovascular disease, endocrine
disturbances, vitamin deficiencies, metabolic disorders of
renal, hepatic, and pulmonary origin, infections, poisons such
as alcohol and barbiturates, anoxia, and cerebral degeneration.
Withdrawal of a regular supply of alcohol or barbiturates is a
frequent cause of confusion or bizarre behaviour in patients
in general hospitals, and drug addicts may be similarly affected
by the sudden stopping of the addictive agent. Some patients
are peculiarly susceptible to relatively minor changes in the
environment. For example, an anoxic patient being investi-
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