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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,® yet resistance to the cephalosporins
emerges in habituation experiments® 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.*

The results of the open study in which
cephaloridine was compared with povidone-
iodine as prophylaxis against postoperative
wound infection® 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 S 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
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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
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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 Haagensen? have both demon-
strated survival rates of more than 60°;, 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. 3

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.
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Death during Dental Anaesthesia

SIR,—Dr. A. S. Mody (23 August, p. 488)
describes yet another apparently inexplicable
fatality associated with dental anaesthesia de-
hivered 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-
jent’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. Hoo

Epping, Essex

SIR,—In the hope of preventing further un-
necessary tragedies I report yet another of
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these deaths. It occurred in February this
year and closely resembles the four fatalities
in children reported recently in your
columns.** 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.’

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
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**This correspondence is now closed.—ED.,
B.M.JY.

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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