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Danger of Saline Emetics in First-aid for Poisoning

SIR,-Your leading article entitled "First-aid
for Poisoning" (26 January, p. 130) states that
the case for the use of most first-aid methods
of inducing vomiting is "scientifically thin."
It points out that the effect of taking an
emetic made up with two tablespoonfuls of
salt in a tumbler of tepid water is unpredic-
table.
We have recently reported the case cf

a 26-year-old woman, who died after the ad-
ministration of an emetic containing 150 g
of sodium chloride (6 dessertspoonfuls) in
the first-aid treatment of a relatively minor
overdose of an aspirin-containing analgesic.'
The main features of her illness were severe
metabolic acidosis and a cerebral disorder
giving rise to generalized myoclonus and
repeated convulsions with hyperpyrexia.
Others have reported similar cases.23 Ward4
has warned that saline emetics may precipi-
tate pulmonary oedema. Since our case oc-
curred two further unpublished cases of

coma apparently caused by saline emetics
have been brought to our attention.
There is evidence then that the admini-

stration of large amounts of salt to induce
emesis is accompanied by considerable
danger. The danger is enhanced by the
widely held belief that this common house-
hold remedy is completely safe regardless of
dosage. We would recommend that first-aid
bocks which carry recipes for salt emetics
should also warn against overdose.-We are,
etc.,

CLIVE J. C. ROBERTS
MICHAEL J. NOAKES

Plymouth General Hospital,
Plymouth

l Roberts, C. J. C., and Noakes, M. J., Postgrad-
uate Medical Yournal, 1974, 50, 513.

2 Laurence, B. H., and Hopkins, B. E., Medical
Journal of Australia, 1969, 1, 1301.

3 Roberstson, W. Q., Journal of Pediatrics, 1971,
79, 877.

4 Ward, D. J., British Medical Journal, 1963, 2,
432.

Safety and Fibreoptic Bronchoscopy

SIR,-A leading article which may help to
increase the safety of any diagnostic pro-
cedure is indeed welcome. Unfortunately,
it seems to me that your leading article
(31 August, p. 542) on fibreoptic broncho-
scopy omits important information and is
consequently misleading.

It rightly implies in the first paragraph
that Dr. Ikeda's introduction of the flexible
instrument in 19681 opened up new hori-
zons for t-he endoscopist; and for the chest
physician or surgeon there is at last a
chance of diagnosing much more lung can-
cer at a curable stage. So it is important not

to suggest that it is a dangerous procedure
unless that is a fact.
A point not mentioned in your article is

that it is imperative to have adequate ex-
perience in the use of a rigid bronchoscope
before using a flexible instrument. The
latter has not replaced rigid bronchoscopy.
The first step, both diagnostically and for
safety, is to decide which instrument to
use on which patient or whether to com-
bine them, and by what route the flexible
instrument, if used, shall be introduced.
A flexible bronchoscope can be passed
through the nose, the mouth, a rigid

bronchoscope, an endotracheal tube, or a
tracheostomy tube, and either local or
genetral anaesthesia can be used with any
of these routes.
The transnasal route requires a minimum

of topical anaesthesia if a suitable intra-
nasal tube is used. I found no difficulty in
inserting a flexible bronchoscope into my
own trachea, seeing my own carina, and
then talking in a Donald Duck sort of way.
It is the ideal route for outpatients and
bedside bronchoscopy and satisfactory in
about 80%6 of patients-the rest either
have too narrow nasal airways or too sharp
a bend in their nose for it to be comfortable
or even practicable. Your article mentions
neither the technique of Smiddy et al.2 nor
that of Marvin Sackner and his co-work-
ers.34 These last are important references.
But for prolonged search and careful in-

spection of the tree to third or fourth
generation bronchi and taking scrapings,
brushings, and biopsy in the search for
early cancer the flexible instrument is best
passed through a cuffed endotracheal tube
with an attachment at the proximal end
giving a T-junction for ventilating the
patient and a diaphragm with a central
hole in it to support the fibreoptic
bronchoscope in the centre of the airway.
I learnt this technique from the practice
used in the Mayo Clinic-Johns Hopkins
programme for the early diagnosis of lung
cancer.5 This technique is to safety in
fibreoptic work through an endotracheal
tube what the Hart technique is to rigid
bronchoscopy.6 It is rearkable to me that
this work, perhaps the most extensive in
the U.S.A., is not even mentioned in your
article. I have used this technique,7 slightly
modified, since I visited Dr. Marsh at the
Johns Hopkins Hospital. Our concurrent mass
spectrometer sampling of expired gases
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shows that none of the problems which
your leading article suggests may occur do
then in fact exist.-I am, etc.,

PHILIP HUGH-JONES
Chest Unit, Department of Medicine,
King's College Hospital Medical School,
London S.E.5

I Ikeda, S., Yanai, N., and Ishikawa, S., Keio
Yournal of Medicine, 1968, 17, 1.

2 Smiddy, J. F., Ruth, W. E., and Kerby, G. R.,
Yournal of the Kansas Medical Society, 1971,
72, 441.

3 Wanner, A., Amikam, B., and Sackner, M. A.,
Chest, 1972, 61, 287.

4 Wanner, A., Zighelboim, A., and Sackner, M.
A., Annals of Internal Medicine, 1971, 75, 593.

5 Marsh, B. R., Frost, J. K., and Erozan, Y. S.,
Cancer, 1972, 30, 1348.

6 Hart, S. M., British Yournal of Anaesthesia,
1970, 42, 78.

7 NMarsh, B. R., et al., Annals of Otology, Rhinology
and Larynology, 1973, 82, 757.

Place of Diagnostic Radiology in Medicine

SIR,-I am surprised to note that there has
been no response to Dr. J. W. D. Bull's
thought-provoking paper "What is Diag-
nostic Radiology's Place in Medicine?" (10
August, p. 394). Perhaps this is another in-
dication of the general apathy of the auth-
orities as far as diagnostic radiology is con-
cerned.

I work in a department with one of the
five professors of diagnostic radiology in Bri
tain. I was appointed some 11 years be-
fore this post was created in 1966, so that
I have been able to observe at first hand
the influence a chair of radiology has made,
especially when the incumbent is excellent.
For the past three years only has the pro-
fessorial unit been housed in a modern de-
partment in the University Hospital of Wales.
Prior to the creation of the chair there were
nearly always vacant consultant posts in
radiology throughout Wales and there was
only one registrar trainee post. There was
only one Fellow in the Faculty of Radiology
in the whole of Wales in 1956. This year
there are no consultant vacancies and we
have just filled five new expansion posts.
The great majority of the vacancies and the
new posts were filled by consultants who
were trained in whole or in part in Cardiff,
and all of them have their fellowship. There
are now three trainee posts in each of the
three years training and these are backed
by six senior registrar posts and a rotation
scheme to non-teaching hospitals both in
Cardiff and Swansea.
When I was first appointed it was rare for

a radiologist to make any conmment at the
clinicopathological conferences held at the
teaching hoEpital. If one suggested any of
the more specialized radiological examina-
tions there was a strong resistance to this
both clinically and, I regret to say, often
also radiologically. Today the radiologist is
sought out several days before the case pre-
sentation is due and is asked to contribute
to the meeting by prerenting the radiological
findings. Approximately 12 clinicoradiological
conferences are held in the x-ray department
every week. When we opened the new hos-
pital we tried to support the policy whereby
all inpatient filns would remain in the de-
partment and would be pernanently "on
view." Distances in this huge hospital proved
too great and this policy was too time-con-
suming for many clinicians and so the plan
was modified. It is interesting to note that
most newly appointed consultants request
weekly sessions with a radiologist.

With regard to anatomy, our department
is totally responsible for providing all tuition
and the examiners in anatomy for the nurs-
ing degree course of the University of Wales.
We lecture to second M.B. students, un-
fortunately in a somewhat token manner
at present, but this has the advantage that
very early in their career they learn a little
of what radiologists can do and that the
department does exist. The consultant radio-
logists provide a 6-week course (one after-
noon a week) for the preclinical students,
splitting the clinical students into groups of
12-15 students and reviewing the work of a
department of radiology. During this course
special attention is paid to the need for and
benefit of clinicoradiological co-operation in
all investigations. Other tutorials are provided
throughout the clinical course at the request
of students.
Thus we have evidence in Cardiff of all

that Dr. Bull claims in his lecture. If the
medical student is "exposed" early to the
diagnostic possibilities of radiology and sees
and hears the radiologist performing, then
the possibility of a career in radiology oc-
curs to him. If the training course is good
and positive, then properly qualified radio-
logists can be produced and consultant vac-
ancies reduced. Once this has happened, the
discipline of diagnostic radiology can stand
on its own merits. As has haDpened in
Wales, our clinical colleagues, having seen
the benefit of a well-staffed, good diagnostic
department, have supported the need for the
new posts required.
The creation of a chair gives one man a

mandate to organize and develop the ac-
ademic as well as the service aspect of a
department of radiology. If our political
masters could invest more capital money in
building modern departments and our aca-
demic colleagues create more such chairs,
then the diagnostic services to all patients
in the National Health Service must improve
and local working conditions become such
as will attract recruits to radiology and,
when trained, persuade them to stay and
practise in Britain.-I am, etc.,

A. S. BLIGH
Department of Radiology,
University Hospital of Wales.
Cardiff

Dangers of Oxytocin-induced Labour to
Fetuses

SIR,-Messrs. W. A. Liston and A. J. Camp-
bell (7 September, p. 606) examined retro-
spectively a group of patients receiving oxy-
tocin infusion and showed that fetal distress,
lower Apgar scores, and admission to special
nurseries were all increased in the babies of
women being so stimulated. Unfortunately,
their study does not really show these effects
to be due to oxytocin. A basic principle of
medical statistics is that any analysis must
compare like with like. In this survey we are
not told the reasons for the induction or
the methods of delivery. Many of the comn-
mon reasons for induction are linked with
problems of placental perfusion; if the fetus
is considered to be at even higher risk oxy-
tocin stimulation may well be added to mem-
brane rupture. Hence those babies who are
on the wrong side of the worse placental
exchange systems were very probably in the
induced and stimulated groups. This argu-
ment might not extend to the dose of oxyto-

cin uzed and the differences between the high
and low-oxytocin groups might not be so
explained, but without knowing the back-
ground it is imDossible to rule it out as an
explanation of the results shown. Similarly,
no con ideration is given to the method of
delivery, which would undoubtedly affect two
of the measures of outcome (Agpar score
and admission to special care nurseries).
These measures may only reflect the popula-
tion differences in the selected groups.
To point out, as the authors do in their

discussion, that the "type of patient" in each
of the groups examined was different is not
to excuEe the basic weakness of this study.
In order to produce acceptable results a
prospective randomized study must be per-
formed. All patients who are to be induced
should be included and all should have am-
niotomy. The women should be stratified by
indication groups and randomized inside
that; if possible the trial should be blind so
that all have some form of intravenous in-
fusion but oxytocin is included by random
selection. In each case driip rates would start
low and build up, so that the ritks of myo-
metrial over-stimulation could be guarded
against, and all fetuses would be monitored
by a standard continuous method, since the
obstetrician would not know which patients
were at increased risk from stronger stimula-
tion. To set up such a survey taxes ethical
and practical considerations, but if it is
not done, we will never know if the sus-
picions touched upon by Messrs. Liston and
Campbell are valid.-I am, etc.,

G. CHAMBERLAIN
Queen Charlotte's Maternity Hospital,
London W.6

Complications of Carbenoxolone Therapy

SIR,-Regarding the suggestion of Dr. A. N.
Kingsnorth (31 August, p. 579), that a com-
bination of carbenoxolone and an aldosterone
antagonist, such as spironolactone, might help
to prevent some of the complications of car-
benoxolone therapy, I wish to point out that
though spironolactone in combination with
carbenoxolone reduces the incidence of com-
plications, it also reduces its healing effects.'
Thiazide diuretics do not reduce the healing
rate, though they do reduce the incidence of
complications.-I am, etc.,

I. D. HEATH
Halifax

Doll, R., Langman, M. J. S., and Shawdon, H.
H., Gut, 1968, 9, 42.

SIR,-Dr. A. N. Kingsnorth (31 August, p.
579) makes a plea for carbenoxolone to be
combined or given with an aldosterone-
antagonist-like diuretic. This is misleading
since spironolactone itself has been shown
by Doll et al.1 to block the healing effect of
carbenoxolone. The other potassium-sparing
diuretics, amiloride and triamterene, are not
competitive antagonists of aldosterone. How-
ever, I am not aware of any evidence to
suggest that their effect on carbenoxolone
therapy is different from that of spironolac-
tone.-I am, etc.,

DAVID GIBBONS
Department of Therapeutics,
Westminster Hospital Medical School,
London S.W.1

I Doll, R., Langnan, M. J. S., and Shawdon,
H. H., Gut, 1968, 9, 42.
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