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survey, which may invalidate estimates.
These elements include ignorance by the
doctor of the syndrome, repugnance which
may prevent acceptance of the possibility
that a parent could kill a child, avoidance of
confrontation by ascribing death to an asso-
ciated existing clinical entity, the gulf
between strong suspicion and proof, and, in a
particular case, the overriding need to pro-
tect confidentiality and to safeguard a doctor-
patient relation in the interest of the re-
maining members of the family. That the
patients should be well known to the in-
vestigator is probably responsible for the
confidence of the Tunbridge Wells Study
Group' in Hall's figures, which gave rise
to the national projection of 700 deaths from
child battering. Support comes from two
further investigations. Oliver2 gave a national
figure of 300 deaths per year-this presum-
ably in a group which was known well to
him. The Winnipeg' investigation, which ex-
plored the number of children identified at
a hospital as battered, showed that what was
a figure of three deaths in 1957 rose to 18
in 1964, when investigators were themselves
knowledgeable about the syndrome, but had
risen to 34 in 1971, when others were also
informed about the syndrome. Thus Oliver's
figures could easily arise to 600 should
others be as knowledgeable of the syndrome
as the investigators themselves.

Discussion on statistics, however, could
easily confuse the main issue. Whether it is
80 or 800 children a year who die from
child battering, too many die.-I am, etc.,

J. G. HOWELLS
Institute of Family Psychiatry,
Ipswicb

Tunbridge Wells Study Group, Non-accidental
Injury to Children, 1973.

2 Oliver, J. E., British Medical 7ournal, 1975, 3, 99.
3 McRae, K. N., Ferguson, C. A., and Lederman,

R. S.. Canadian Medical Association fournal,
1973. 108, 859.

Asymptomatic Urethral Gonorrhoea in Men

SIR,-Drs. Patricia M. Perera and K. S.
Lim, who report 24 cases of asymptomatic
urethral gonorrhoea in men (16 August, p.
415), presumably confirmed their diagnosis,
or made it in Gram-negative cases, by
culturing the gonococcus. Clearly this is im-
portant in a controlled epidemiological study
of this nature. The fact that five patients
defaulted suggests that in the ordinary man-
agement of known contacts of known cases
of female gonorrhoea, as with known contacts
of known cases of male gonorrhoea, there is
a strong case for epidemiological treatment
before culture results are available and even
where initial smears reveal no apparent
gonococci. To wait for culture results, let
alone insist upon second cultures two weeks
after the first, in such instances, except in
controlled epidemiological research projects
or in cases where husband and wife accuse
each other of introducing the infection, is
necessarily fraught with the possibility of
losing 20% of cases before treatment.

In the present context we would do well
to remind ourselves that all male urethral
gonorrhoea is asymptomatic in the incuba-
-tion period, and men who have intercourse
during this time and with more than one
partner present a far greater problem in the
control of gonorrhoea than Drs. Perera and
Lim's 24 cases in seven months. It is the
former who constitute the true counterpart

to the asymptomatic female who has tradi-
tionally been blamed for the spread of
venereal disease.-I am, etc.,

A. S. WIGFIELD
Newcastle General Hospital,
Newcastle upon Tyne

Pregnancy Tests-A MeKinsey View?

SIR,-In "Anomie in the N.H.S.-A
McKinsey View" (16 August, p. 424) Mr.
Robert Maxwell states wisely that "we must
recognize . . . that some things will have to
be left undone, and we should know what
these are likely to be." I would suggest that
one of the things which might well be left
undone is the testing of urine for pregnancy
confirmation; this has become almost. a
routine procedure for every woman who
misses a menstrual period. In this laboratory
pregnancy testing consumes an ever-
increasing proportion of our running costs.

It would seem reasonable that if a woman
wishes an early diagnosis of pregnancy for
social, domestic, or business reasons she
should pay for the test as a separate item;
this would considerably reduce demand.
However, if a doctor wishes to know, for
stated medical reasons, that a woman is
pregnant this would be a justifiable N.H.S.
expenditure.-I am, etc.,

CONSTANCE A. C. Ross
Microbiology Laboratory,
Ayrshire Central Hospital,
Irvine, Ayrshire

Miliary Tuberculosis Presenting with
Polymyalgia Rheumatica

SIR,-I was interested in the description by
Drs. C. Kennedy and G. K. Knowles (9
August, p. 356) of mniliary tuberculosis pre-
senting with skin lesions. I wish to report a
similar case presenting with skin lesions but
with the additional features of polymyalgia
rheumatica.
A woman aged 69 was referred to the rheuma-

tological outpatients department with a three-
month history of pain and stiffness in the neck and
shoulders. Examination revealed restriction of
movement of the neck, both shoulders, and hips.
Her erythrocyte sedimentation rate (E.S.R.) was
10 mm in 1 h. At follow-up she was noted to be
anaemic and she had developed cutaneous nodules
and a chronic bone-deep ulcer at the base of the
right index finger. The nodules were 6 mm (I in)
in diameter, firm, slightly reddened, and initially
non-tender, later becoming tender. They were
situated on the dorsum of the left forearm, behind
the left elbow, and on the posterior aspect of the
left thigh. There were no other physical signs but
the E.S.R. had risen to 102 mm in 1 h.

Biopsy of a nodule showed caseating giant-cell
granulomata and fat necrosis. Mycobacteria were
demonstrated with Ziehl-Neelsen stain. Liver
biopsy was performed and the presence of caseating
tuberculoid granulomata confirmed the diagnosis
of miliary tuberculosis. Culture of the skin biopsy
specimen grew acid-fast bacilli sensitive to strepto-
mycin, rifampicin, PAS, and isoniazid. At no time
was there any radiological evidence of pulmonary
tuberculosis except for a transient minimal pleural
effusion of doubtful significance. After starting
rifampicin, PAS, and isoniazid a fluctuant swelling
developed over the left scapula. Incision showed
this to be a cold abscess related to an area of
tuberculous osteomyelitis of the left scapula. After a
year's treatment she developed a further cold
abscess in the left forearm, which was incised,
drained, and found to be sterile. Antituberculosis
therapy was stopped after two years when the
patient had made a good recovery with resolution

of the skin lesions and the pain and stiffness in the
limb girdles.
This case serves further to show the value

of biopsy in cutaneous abnormalities asso-
ciated with miliary tuberculosis. Secondly, it
underlines the need to investigate thoroughly
the syndrome of polymyalgia rheumatica for
any of the known associations.

I am grateful to Drs. J. A. Mathews and
J. Taylor for permission to publish this case.

-I am, etc.,
D. L. CHILD

Department of Rheumatology,
St. Thomas's Hospital,
Londor. S.E.1

Medical Priority Rehousing:
A New Approach

SIR,-I was interested to read of the medi-
cal priority rehousing scheme recently in-
troduced in Sheffield as described by Dr. W.
H. Parry (26 July, p. 233), as there appear
to be significant differences between this
approach and that developed in Dudley.

In 1966, following an approach by the
Dudley Local Medical Committee, the hous-
ing application form was modified to include
a section for use if the applicant wished to
claim medical priority. This form was then
passed to the medical officer of health, who
contacted the family doctor of the patient.
As the application form contained details of
the existing accommodation it was found
necessary in only a small proportion of cases
to arrange for a visit by a health visitor or
public health inspector. The standard letter
from the medical officer of health to the
family doctor included a clause indicating
that it would be assumed that if no reply
was received within 10 days there was no
case for priority. With the boundary changes
of 1974 the scheme was extended to the
former municipal boroughs of Stourbridge
and Halesowen, where the practice had been
for the medical officer of health to visit ap-
plicants individually and make an assessment.

Because of the number of claims made on
rather tenuous grounds applicants are now
given a confidential inquiry form which they
seal in an envelope addressed to the com-
munity physician. This, together with the
housing department file, is then sent to the
medical officer for environmental health, who
decides from the information given whether
there is a case for further investigation. If
this is decided, the family doctor is asked to
complete a problem-orientated housing medi-
cal report for which a fee is payable.

Regular weekly meetings are held with
senior officers of the housing and social ser-
vices departments to discuss applicants
whose problems are more difficult to solve,
and when outright priority for rehousing is
recommended the case is decided by the
special cases subcommittee of the housing
services committee. In the year 1 April 1974
to 31 March 1975 2 194 cases were referred
for assessment of medical points, and no
points or priority were awarded in 30% of
cases.

In the Dudley scheme the decision as to
whether a claim is to be investigated rests
with the medical officer for environmental
health, and medical reports are submitted to
him. No housing visits are made by a doctor,
but in approximately 5 % of cases visits are
made by health visitors or environmental
health officers for this specific purpose. Doc-
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tors and other professional workers contact
the medical officer for environmental health
about individual cases and action is then
taken by him through the district housing
offices to initiate the claim procedure-for
example, in cases where the applicant is in-
firm or handicapped and has difficulty in
visiting the housing department offices.-I
am, etc.,

JOHN A. MCKINNON

Community Health Service,
Dudley Area Health Authority,
Dudley, W. Midlands

Antibiotic Policy
SIR,-Resistant bacterial strains do emerge
following the topical use of antibiotics, and
outbreaks of infection by resistant organisms
in a general surgical ward as a result of this
have been recorded.' The fact that sensitiza-
tion to cephaloridine may occur is recognized
by the manufacturers even if not by Mr. A.
V. Pollock and Miss Mary Evans (16 August,
p. 436). It has been stated that agents used for
topical prophylaxis should not select resistant
variants,2 yet resistance to the cephalosporins
emerges in habituation experiments3 and in
one clinical study resistance developed in
four out of 25 patients treated with cephalo-
ridine between the 5th and 15th days of
therapy.4
The results of the open study in which

cephaloridine was compared with povidone-
iodine as prophylaxis against postoperative
wound infection5 require careful appraisal.
There were no untreated controls. Random-
ization was attempted by the "toss of a coin"
but merely resulted in a wide difference in
the number of patients allocated to the treat-
ment groups both in total and in the one
criterion (type of operation) considered. The
randomization method used by the same
authors in another study have recently been
criticized in these columns (24 May, p. 442
and 5 July, p. 41). We take comfort, however,
in the knowledge that Mr. Pollock and Miss
Evans have finally "tossed their coin away"
(26 July, p. 228) and now, using accepted
methods of randomization, continue their
search for an effective topical agent which
is not used systemically.-We are, etc.,

0. J. A. GILMORE
Surgical Professorial Unit,
St. Bartholomew's Hospital,
London E.C.1

P. J. SANDERSON

Department of Microbiology,
North Middlesex Hospital,
London N.18

I Alder, V. G., and Gillespie, W. A., Lancet, 1967,
2, 1062.

2 Lowbury, E. J. L., and Ayliffe, G. A. J., Drug
Resistance in Antimicrobial Therapy, p. 75.
Springfield, Thomas, 1974.

3 Barber, M., and Waterworth, P. M., Yournal of
Clinical Pathology, 1964, 17, 69.

4 Stewart, G., and Holt, R. J., Lancet, 1964, 2,
1305.

5 Pollock, A. V., and Evans, M., British Yournal of
Surgery, 1975, 62, 292.

Treatment of Breast Cancer

SIR,-In your leading article "Screening for
Breast Cancer" (9 August, p. 338) you are
justifiably pessimistic in recording the results
of treatment of breast cancer when you state
that "it is now evident that purely local

treatment by surgery or radiotherapy rarely
cures the disease." Should this nihilistic
position regarding breast cancer receive too
much publicity among our patients it will
lead to unnecessary anxiety. While I agree
with you that in most patients occult dis-
semination has taken place by the time the
lump in the breast has been discovered, it
should also be pointed out that when the
cancer is confined to the breast, or to the
breast and low axillary nodes, then mastec-
tomy with axillary dissection is curative.
Daland' and Haagensen2 have both demon-
strated survival rates of more than 6000 10
years after such treatment; in both series
the survival rate after this time parallels that
of the normal population. Less than 5% of
patients with untreated breast cancer will
survive five years.' I

I will continue to perform mastectomy on
ali those patients who do not have signs of
incurability until the group of patients with-
out occult spread of the disease can be pre-
cisely defined. And that day, I fear, is a
long way off.-I am, etc.,

J. L. CRAVEN

University Department of Surgery,
Llandough Hospital,
near Penarth, Glam.

1 Daland, E. M., Surgery, Gynecology and Ob-
stetrics, 1927, 44, 264.

2 Haagensen, C. D., Diseases of the Breast, 2nd
edn. Philadelphia, Saunders, 1971.

3 Bloom, H. J. G., et al., British Medical Yournal,
1962. 2, 213.

Death during Dental Anaesthesia

SIR,-Dr. A. S. Mody (23 August, p. 488)
describes yet another apparently inexplicable
fatality associated with dental anaesthesia de-
livered from an "on-demand" gas machine.
The use of "on-demand" anaesthetic

machines poses a number of problems, not
the least of which is how to ventilate the
patient with oxygen positively should the
need arise. A popular solution is to plug a
reservoir bag into the anaesthetic circuit.
However, this may have disastrous conse-
quences if the blow-off pressure of the pat-
ient's expiratory valve exceeds the gas de-
livery pressure. Almost complete rebreathing
will occur in and out of the reservoir bag,
with eventual severe hypercarbia and hypoxia
in the patient. If, in addition, the halothane
vaporizer has been positioned downstream
from the reservoir bag very high concentra-
tions of vapour will be treated by the patient.
Thus with coexisting hypercarbia, hypoxia,
deep anaesthesia, and possibly high blood
catecholamine levels due to preoperative fear
the stage is set for ventricular fibrillation,
which seems a more likely cause for these
fatalities than the vasovagal syncope so often
cited.

If an "on-demand" anaesthetic machine is
used an independent means of positively ven-
tilating the patient with oxygen should be
available. Even better, the use of a continuous-
flow machine of the Boyle type would
avoid the dangers I have described.-I am,
etc.,

J. D. HnLX

Epping, Essex

SIR,-In the hope of preventing further un-
necessary tragedies I report yet another of

these deaths. It occurred in February this
year and closely resembles the four fatalities
in children reported recently in your
columns.'"4 My information is derived from
a photocopy of the inquest proceedings and
from a discussion with the dentist.
The patient was a thin woman aged 43. She

was said by her doctor to be in very good health
except for occasional migraine, for which he had
prescribed clonidine. The dentist told me that
she was "absolutely terrified; it had taken her two
years to pluck up courage to come for treatment.
She was pale, but not more than you would expect
for a person who worked indoors." She attended
for the extraction of two front teeth and had
"specifically requested to be anaesthetized by gas."
The anaesthetist, a Fellow of the Faculty of
Anaesthetists, referred to himself at the inquest
as a "consultant specializing solely in dental
anaesthesia." He confirmed that the patient
"seemed very frightened." "We had her sit in the
chair which we then drew back until she was nearly
lying down," he told the coroner; but the dentist
told me that she was tilted back no farther than
the semi-upright position, "about 45°." She was
given nitrous oxide, oxygen, and halothane, which
the anaesthetist said she took in a "perfectly normal
manner." The teeth were easily extracted, induc-
tion and extraction together taking about three
minutes. She remained unconscious when recovery
was expected and could not be roused. A "nervous
twitch" was noticed underneath her right eye.
Then suddenly, unaccountably, there was cardiac
arrest. She was put on the floor and resuscitation
was attempted, but to no avail.

The cause of death in this patient and in
the four children was, I believe, a fainting
attack coming on during induction. A faint
at this stage so closely mimics the onset of
smooth anaesthesia that it escapes detection
even by specialist anaesthetists. The fainted
patient is therefore kept head up during the
ensuing few minutes, which sometimes re-
sults in cardiac arrest. Evidence from pre-
vious cases suggests that the arrest usually
takes the form of ventricular fibrillation,
which in a dentist's surgery is almost in-
evitably irreversible. The fact that of the
five fatalities referred to above, in four the
anaesthetics were given by specialist anaes-
thetists and in the fifth by a second dentist
shows how difficult it is to spot a faint
during induction, as indeed I myself have
found.5

Over the years I have collected information
on 81 deaths with anaesthetics administered
to patients in the dental chair. In well over
three-quarters of them I attribute the death
to fainting and believe that had the patients
been treated lying down they would have
come to no harm.-I am, etc.,

J. G. BouRNE
Salisbury, Wilts

1 Mehta, S., British Medical 7ournal, 1974, 2, 224.
2 Bourne, J. G., British Medical 7ournal, 1975, 1,

93.
3 Brunnen, A., British Medical 7ournal, 1975, 3,

100.
4 Mody, A. S., British Medical 7ournal, 1975, 3,

488.
5 Bourne, J. G., Lancet, 1957, 2, 499.

*This correspondence is now closed.-ED.,
B.M.Y.

Effects of Anti-inflation Policy

SIR,-I have been surprised to find in your
correspondence columns no protest at Mrs.
Castle's letter about the Government's anti-
inflation policy (9 August, p. 385). I can
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