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Aids to Resuscitation
SIR,-My thanks to Dr. W. N. Rollason

for his letter (10 August, p. 376) in which
he stated "The Brook airway has rightly
won world-wide recognition as a suitable
device for first aid resuscitation." Since
emergency cardiopulmonary resuscitation has
attained the status of a subspecialty in anaes-
thesia, anaesthetists are usually best qualified
to teach the most efficient methods of arti-
ficial respiration. Notwithstanding ready
access to such devices as laryngoscopes, endo-
tracheal tubes, ventilation machines, etc.,
when breathing stops in the operating theatre
or special care area, Dr. Rollason has rightly
concerned himself with problems encoun-
tered by the first person at the scene of the
emergency and the need for suitable simple
aids to facilitate first aid resuscitation
wherever the salvable victim may lie. Unless
mouth-to-mouth resuscitation is skilfully
applied in the first instance, the follow-
through treatment by experts with the use of
sophisticated equipment and drugs will often
be to no avail.`'
The Brook airway, an oral airway with a

nan-return valve, is not intended to replace
mouth-to-mouth resuscitation, but rather to
minimize aesthetic objections, overcome pro-
crastination when minutes count, facilitate
the procedure, and increase its effectiveness.
Nor is it intended to replace specialized
equipment in the hands of experts.' ` That
Dr. Rollason's suggestion of replacing the
mouthguard of the Brook airway with that of
another device in combination with a nose
clip to seal the nostrils constitutes an
" improved airway for resuscitation," as
implied by the heading given to his letter, is
debatable. The Brook airway " has rightly
won world-wide recognition" because of its
simplicity and effectiveness. The size, shape,
and flexibility of its mouthguard facilitate
ease of use and an effective seal with the

same hand, which is used to raise the victim's
chin. The other hand, used to pinch the
nostrils closed during inflation, also increases
the backward tilt of the head to maintain a
maximum channel for air exchange in the
victim's throat. While air exit through the
nose may be partly prevented by a flap-valve
action of the soft palate during exhalation,
partial air exit through the nose between
inflations is advantageous, especially in the
first half-minute, permitting more rapid and
deeper inflations, an advantage that might be
lost through the use of a nose clip. Dr.
Rollason's modification of the Brook airway,
therefore, would appear to have distinct dis-
advantages.`5

If the germ theory is valid, and reticence
for hygienic, sexual, racial, or psychological
reasons cannot always be discounted, there is
no reason why suitable personal aids should
not be abundantly provided for those who
might anticipate the need to respond to on-
the-spot emergency situations. Indeed, if
anaesthetists in general, despite their personal
expertise, would emulate Dr. Rollason's con-
cern for the needs of first-aiders, and recog-
nize the influence they could have in up-
dating first aid treatment, there can be no
doubt that many lives would be saved that
might otherwise be lost.-I am, etc.,

JOSEPH BROOK.
Saskatoon, Canada.
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Solvents for Ear Wax
SIR,-Although the removal of wax from

the ears occupies a measurable proportion of
the general practitioner's time and is one of
the less attractive procedures, whether viewed
from the viewpoint of the physician or the
patient, it is only during the past year or
two that there have been any published sug-
gestions for facilitating the procedure. All
the papers published recently`' have been
less helpful to the general practitioner than
might have been the case had the criteria
chosen to assess the results been more objec-
tive. Rereading these papers it seemed
strange to me that no one had studied in
vitro the effects of the solvent ear drops
before assessing them in vivo. I have decided
to make my own observations.

A single large piece of wax (removed with
a probe from a patient's ear some six months
ago, and now quite hard) was cut into five
equal pieces; one piece was placed in each
of five tablet tubes, which were then almost
filled with one of the following: (1) Cerumol,
a solution of p-dichlorbenzene, chlorbutol,
and benzocaine in turpentine oil; (2) Dioctyl
ear drops, a solution of dioctyl sodium sulpho-
succinate in oil; (3) Olive oil; (4) Waxsol,
a water-miscible solution of dioctyl sodium
sulphosuccinate; (5) Xerumenex, triethanol-
amine polypeptide oleate-condensate, 10%
chlorbutol, dissolved in propylene glycol.
Each hour for six hours the tubes were

shaken and the appearance of the lump of
wax observed; the observations were then

repeated daily for a week. The results are
shown in the Table.

This simple experiment demonstrates (to
me, at least) that olive oil is useless, and that
only one of the proprietary products available
is of any real value. In words of a television
advertisement: " It works! "-I am, etc.,

J. I. HOROWITZ.
Ruislip, Middlesex.

Appearance of Wax Immersed In:

Cerumol Dioctyl Olive Wxo eueeEar Drops Oil Waxsol Xerumenex
After 1 hour + + + + + +After 2 hours + + + + + +After 3 hours + + + + + + +After 4 hours + + + + + + + +After 6 hours + + +++ + + +After Iday .. . + + + + + + + + +After 2days.. . + + + + + + + + +After 3 days .. j + + + + + + + + +After 7 days .. . + + + + + + + + + +

+ = Unchanged. + + = Slight disintegration. + ++ = Substantial disintegration. + + + + =Completedisintegration.
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Hypnosis for Asthma

SIR,-I refer to that excellent report to the
Research Committee of the British Tuber-
culosis Association on "Hypnosis for Asthma
-a Controlled Trial" (12 October, p. 71).

Independent clinical assessors considered
the asthma to be "much better" in 59% of
the hypnosis group and in 43% of the con-
trol group. There is no doubt that these
comparably poor figures are due to the
similarity of methods used, there being very
little to choose between the " direct symptom
removal" method of suggestion and auto-
hypnosis of the one group and the pro-
gressive relaxation method of the controls.

If these cases are recognized for what they
are-that is, the psychosomatic response to
some bygone conflict-treatment under hyp-
nosis aimed at analysis, ego-strengthening, and
desensitization would prove the true value
of this method in asthma as in the other
manifestations of anxiety. Direct symptom
removal is difficult and disappointing and is
resisted as, after all, the symptom does serve
a purpose.-I am, etc.,

D. WAXMAN,
London W.I.

SIR,-I would like to endorse a point made
by Dr. Monica K. McAllen (26 October, p.
251). Hypnosis as a treatment of asthma lies
between the time that bronchodilators cease
to maintain control and when long-term
steroids have to be employed. It is best used
to anticipate and not to treat status asthma-
ticus. Steroid dependency is generally
resistant to hypnotherapy and I personally
have not encountered the phenomenon to
which she refers, of a patient who reduced
or stopped taking steroids at the same time
dangerously increasing the use of pressurized
inhalants, under what Dr. B. J. Freedman
described (2 November, ,p. 329) as the
euphoric impression that he is better.

Dr. Freedman based his remarks on a
premise which the trial showed to be falla-
cious. As we mentioned (12 October, p. 71)
F.E.V.1 and V.C. measured once a month can
prove useless and misleading indices of pro-
gress, because, as so often happened, they are
not impaired at the start of treatment. To
illustrate this, a patient who suffered 20-24
severe attacks each month in the first trimester
had F.E.V., ranging from 2.6 to 2.9 and ratios
(F.E.V.,/V.C.) of up to 83%. At the end of
treatment the F.E.V.I was 3.1 to 3.2 and the
ratio 84%-" objectively " an insignificant
improvement-because all the tests were
within normal limits. It all depended on
whether the patient had airway obstruction on
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