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SIR,-Dr. P. W. Hutton writes (7 Decem-
ber, P. 643): " The N.H.S. in common with
other British industries attracts labour to do
work its own native people are not prepared
to do." So long as an immigrant is filling an
establishment in some half-crippled geriatric
or mental hospital it is possible to pretend
that he is here to further his medical educa-
tion, however unsuitable he may be for the
job and however unlikely it is that he will
get any education. When he becomes a
principal in general practice the fiction has
to be abandoned. People do not go into
general practice to get educated but to scratch
a living.
The Essex medical list for 1965 contained

the names of 131 doctors, principals giving
unrestricted service, who had joined the list
since 1961. Of these 101 (77.6%) were
graduates of English or Scottish universities,
4 (3.1%) graduates of Irish universities, and
1 (0.8 %) was a graduate of an Asian
university. The 1968 list showed 137 new-
comers, of whom 75 (55.7%) were English
or Scottish graduates, 14 (10%) were Irish
graduates, and 18 (16.8%) had Indian or
Middle-Eastern qualifications. Further to
decipher the writing on the wall, 87 (66.9%)
of the 1961-5 recruits had been qualified less
than 10 years, while in 1965-8 the number
was only 56 (40.9%).-I am, etc.,

DAVID CARGILL.
Maldon, Essex.

Surgery for Perforated Duodenal Ulcer

SIR,-Mr. M. G. Machayya (19 October,
p. 155), at present on leave in India, may
find it difficult to reply to the correspon-
dence of Mr. R. M. Kirk (2 November, p.
327), and Mr. Peter F. Jones and Mr.
Terence Kennedy (16 November, p. 450)
relating to his article on the immediate, treat-
ment of perforated peptic ulcer by vagotomy
and pyloroplasty. As all the patients
mentioned were so treated at our instigation
;and under our care we would like to comment
on some of the points raised.

These letters suggest that Mr. Machayya
over-estimates the number of patients who
will require further surgery if their perfora-
tions are treated by simple closure. Mr.
Machayya cites Mr. J. A. Shepherd (9 March,
p. 625) in suggesting that only 25% will
remain symptom free and draws the inference
that most of the remaining 75% will have
further surgery. Mr. Kirk deprecates the
immediate radical operation on the basis that
it is done only to protect 25% from further
surgery within 5 years ; this would seem to
interpret Mr. Shepherd's findings as meaning
that he recommended surgery for only a third
of the patients with persistent and recurrent
trouble from their duodenal ulcer after simple
closure of perforation. Mr. Shepherd's article
does suggest that there is a place for emer-
gency vagotomy on the basis of the chronicity
of the ulcer, but acknowledges the difficulty
in defining the acute from chronic, both on
the basis of histology and appearance.

Seeking a further yardstick, we looked up
the records of the 40 previous consecutive
perforations which had been treated by simple
closure. We took it that if they had not
reported to the hospital or to their general
practitioners with further dyspeptic symptoms
that they had remained symptom free as far
as the duodenal ulcer was concerned for the

six years plus. All but one were traced and
he was included as " symptom free." The
findings are as follows:

Further symptoms and surgery ... 23
Further symptoms without surgery 12
No further symptoms ... ... $

40

Further surgery was carried out at an
average of 3.5 years after perforation. Two
of these operations were for further perfora-
tion from which one patient died. Of the 12
who did not have futher surgery one died
from pyloric stenosis and another from
duodenal haemorrhage. The notes record that
in several of these cases further surgery was
advised but declined. Taking into considera-
tion the morbidity of those having further
operation, the continuing symptoms of those
without, and the three deaths from further
complications the pattern in our practice, we
consider, bears out Mr. Machayya's conten-
tion that " a radical curative procedure at the
time of dealing with the ulcer would, there-
fore, seem indicated...." In his paper Mr.
Machayya does not indicate whether he would
recommend any basis for choosing simple
closure, though it might be argued that he
makes a case for exclusion from the radical
procedure of the late perforation in the very
old.
Mr. Jones describes a trial he carried out

in which 16 of 34 patients had a Polya
gastrectomy at the time of perforation. Cases
were those considered to have a chronic ulcer,
the other 18 judged to have acute ulcers had
simple suture. But of these 18 patients 3 had
further surgery for duodenal ulcer within a
four-year follow-up period. In one sense our
figures corroborated those of Mr. Jones in
that the five remaining symptom free after
simple closure gave no previous history of
digestive trouble, as one would anticipate.
However, there were five other cases with no
previous history of dyspeptic trouble, but of
these only two did not have further surgery
though continuing to have symptoms. Thus
attempting to select our cases on Mr. Jones's
basis would have meant offering immediate
radical surgery to 75% of cases and later
recommending the operation for a further
7.5%, possibly 12.5%.
We consider that the operative morbidity

and mortality figures confirm the competence
of our registrars to do these operations,-We
are, etc.,

HARRY A. DANIELS.
ARTHUR W. B. STRACHAN.

North Lonsdale Hospital,
Barrow-in-Furness.

Draining Loop Colostomy

SIR,-The standard L-shaped glass Paul's
tube has certain disadvantages when used for
draining a loop transverse colostomy. The
principal disadvantage is the need for bulky
dressings to prevent it falling over sideways
under the weight of the bedclothes. Also it
is inclined to fall out, and if tied in with a
length of glass tube inside sufficient to prevent
dislodgement it may also prevent adequate
drainage. Obviously there is a place for an
improved design, but until this is available
the simple device illustrated can be
improvised.
A 50 ml. disposable plastic syringe such as is

used for bladder washouts has the barrel sawn
off 1 cm. from the end, and the narrow-distal

part of the nozzle is sawn off as well. The
colostomy is opened in the usual way with a
cruciate incision of about 1.5 cm. each way, and
the wide part of the device manceuvred inside.
It will stay in position satisfactorily without any
fixation, but a loose purse string suture inserted
round the cut margin of the colostomy makes it
more secure. A rubber tube is attached to the
nozzle.

I~~~~~~
~~~~."..~~~~~~~~~~~~~~~~. ....

Drainage of transverse colostomies by this
means has proved to be quite satisfactory,
and the device can be removed after four or
five days when the faeces are becoming more
viscous and the abdominal wounds are less
likely to be contaminated. The method would
probably be unsatisfactory for use in a pelvic
colostomy owing to the more solid faeces
excreted.-I am, etc.,

C. McL. MADDOX.
Selly Oak Hospital,
Birmingham 29.

Pneumomediastinum and Diabetic
Hyperpnoea

SIR,-Arising from the memorandum by
Professor B. McNicholl and others (23
November, p. 493) may I describe a further
case in which this occurred on two separate
occasions ?
On 19 December 1962 a girl aged 12 years

7 months was admitted with a history of three
weeks' intense thirst, frequency, and loss of
weight. This had been preceded by a sore
throat. She was afebrile, her apex beat was
160 per minute and feeble, and her respirations
were deep and 40 per minute. She had pain on
the left side of the chest, and there were crepita-
tions at both bases. She was very ill, semi-
conscious, and the urine showed heavy glycos-
uria and ketonuria. The blood sugar was 900
mg./100 ml.
The diabetic coma responded rapidly to treat-

ment, but on the next day she was found to have
acute follicular tonsillitis from which grew
Staph. pyogenes. There were now coarse noises
confined to the precordial region, and acute peri-
carditis was considered possible. Total leuco-
cytes were 18,000 per cu. mm. An x-ray revealed
extensive surgical emphysema demarcating the
planes within the mediastinum, and passing up
to the neck. There was no evidence of a rib or
lung lesion.
On 22 December the emphysema was seen on

x-ray to have considerably diminished in the
mediastinum, but it was then clinically obvious
in the neck. From then on she made an un-
interrupted recovery, and was discharged to the
clinic on only 12 Soluble+6 Prostamine Zinc
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units of insulin daily. She attended regularly,
usually well controlled, though during a cold in
1964 the blood sugar reached 290 mg./100 ml.,
with considerable ketosis. Chest x-rays in 1963
and 1964 were normal.
There were no further admissions until

November 1967 at the age of 17. She then
needed 36 units Soluble+ 36 units P.Z. insulin
daily, and developed a precomatose state after
an emotional crisis. She again had basal crepita-
tions and, now, tenderness in the left hypo-
chondrium. Later in the day a localized "rub"
developed in the left 4th and 5th interspaces,
thought at first to be pericardial friction. The
blood sugar was 350 mg./100 ml., and there was
considerable ketosis. X-ray again showed
emphysema at the root of the neck on the right,
and in a thin line outside the heart shadow. She
made a good recovery, and, still fit, attends the
clinic regularly.
The comments of Professor B. McNicholl

and his colleagues (23 November, p. 493) are
of particular interest. This girl developed a
very marked degree of ketotic breathing on
each occasion, but there was no cough or
evidence of lung disease. Would it be fair
to postulate, also, a constitutional weakness of
the alveolar wall in these cases, particularly
if the emphysema is liable to recur ?-I am,

etc.,
HAROLD S. BRODRIBB.

Diabetic Clinic,
Hastings Group of Hospitals,

Sussex.

Measuring Blood Sugar

SIR,-Dextrostix strips provide a useful
and speedy method of differentiating between
hypo-, normo-, and hyperglycaemia.'
Opinions, however, are widely divergent as
to their use in routine blood sugar estimations
at diabetic clinics. Furthermore, the upper
limit of reading of 200 mg./100 ml. would
seem to be a severe limitation to their use.

In order to check the range of error of
routine Dextrostix readings and to assess the
possibility of obtaining estimations in the
diabetic clinic above 200 mg./100 ml. without
diluting the blood, the following experiment
was performed. Samples of blood were taken
by vene puncture so that subsequent labora-
tory readings could be obtained for compari-
son. (This was done by the Folin-Wu method
which measures total blood sugar as opposed
to blood glucose, and may be the same or
higher than the Dextrostix reading.) Three
Dextrostix were used, and the results read
at 20, 30, and 60 seconds. Where the 60-
second reading was under 200 mg./100 ml.
this was compared with the laboratory result.
However, where the result was 200 mg./100
ml. or over, the corresponding reading at 30
seconds multiplied by two was used for com-
parison, unless this also was 200 mg./100 ml.
or over, in which case the result at 20 seconds
was used multiplied by three.

In the direct readings under 200 mg./100
ml. there were 20 readings. Seventeen of
these were within 30 mg./100 ml. of the
laboratory results and all within 60 mg./100
ml. There were 17 readings in the 30-second
x2 group-that is, direct readings 200 mg.
to 320 mg.-of which 13 were within 30
mg./100 ml. and all within 60 mg./100 ml.
Over 350 mg. (in the group read at 20-second
x3) there were only five readings, four of
which were within 30 mg./100 ml. and one
40 mg. higher than the laboratory estimation.

These numbers, although small, suggest a

sufficient degree of accuracy for use as a
routine clinic measure, and that the use of
two Dextrostix-one of which be read at 30
seconds, and the result multiplied by two-
is justified when the blood sugar may be
expected to be high.-I am, etc.,

B. MARGARET HOOPER.
Queen Mary's Hospital for

the East End,
London E.l15.

REFERENCE
Mackay, N.. Gordon, A., and Neilson, J. McE.,

Lancet, 1965, 2, 269.

Brescia-Cimino Shunts for Dialysis

SIR,-I read with interest the report by
Dr. R. McMillan and Dr. D. B. Evans (28
September, p. 781) on their experiences with
the arteriovenous fistula in intermittent
haemodialysis, and the subsequent comments
of Dr. J. S. Hanson and others in the cor-
respondence columns (30 November, p. 577).

I would like to confirm all that Dr. Han-
son and his colleagues have said, and draw
attention to the fact that the majority of
experienced physicians endeavouring to main-
tain patients on long-term haemodialysis arc
now acknowledging the fundamental contribu-

tion that Brescia and his colleagues' made
when they described their original technique
in the creation of the arteriovenous fistula for
haemodialysis.

I feel it is extremely dangerous to draw
conclusions of such far-reaching importance
from a solitary measurement of cardiac output
in one patient. While respecting the opinions
of Dr. McMillan and Dr. Evans, I neverthe-
less feel that one must dismiss their con-
tribution as typical of clinical empiricism un-
substantiated by objective evidence.

However, the most serious criticism I have
to make relates to their statement- " In
Cambridge, haemodialysis is undertaken only
as a preoperative and postoperative main-
tenance for patients on the renal transplant
programme." One must ask the authors what
will happen to the patient whose arterio-
venous fistula was surgically closed when his
transplant fails and he requires further
haemodialysis. Or are we to believe that at
Cambridge renal cadaver transplantation has
become a curative operation ?-I am, etc.,

STANLEY SHALDON.
The National Kidney Centre,
London N.3.

REFERENCE
1 Brescia, Xi. J., Cimino, J. E., Appel, K., and

Hurwich, B. J., New Engl. 7. Med., 1966, 275,
1089.

Uses of Blood Gas Estimations

SIR,-Last winter 69 patients with chronic
respiratory disease (mostly obstructive, but
two restrictive) entered my general wards
with acute exacerbations, and I was able to
examine 236 arterialized ear-blood samples
taken from 62 of them, using the Eschweiler
analyser.

Results were immediately useful in recog-
nizing the presence and degree of decom-
pensated respiratory failure, which proved
unexpectedly common (Table I'; distinguish-
ing hypercapnoeic from other comas; dis-
tinguishing underventilation, with its special
problems, from simple hypoxaemia (Table l);
prognosis (Table II) ; and, occasionally,

calculating bicarbonate dosage in gaseous
acidosis.

In this series the critical value for oxygen
proved to be 50 mm. Hg, that for carbon
dioxide 57 mm. Hg. Subsequent definite
rise in either figure modified the original
prognosis ; but sharp substantial change was
unusual except during oxygen therapy. Gross
hypoxaemia was so closely associated with
serious carbon dioxide retention that their
effects are difficult to separate.
The apparently increased mortality in

patients treated with oxygen was due mainly
to " worst case selection," but not so the
difference between 28% Ventimask (9 deaths
in 15 cases) and 24% Ventimask (3 deaths
in 8 cases). A policy change of concentra-
tion was made in February. The effect of
oxygen in either concentration was capricious.
The rise in arterial oxygen tension averaged
50% of that in the inspired gas, but varied
in individuals from less than zero to 100%.
The carbon dioxide tension rose substantially
(11 to 35 mm. Hg) in six cases, moderately

TABLE II.-Prognosis and Blood Gas Levels

Level First Subsequent No. of
Recorded Course Cases Deaths Mortality

02>50 mm. Hg 25 2 8%

02< 50 mm. Hg No 02 therapy: rise to >50mm.Hg .. 6 1 1 2
Metered 02: rise to >50 mm. Hg* .. 12 4 f 8

No 02 therapy: rise to < 50 mm. Hg .. 9 354
Metered 02: rise to < 50 mm. Hgt .. 7 6 54f
Metered 02: no record: early death .. 3 3 100%

COs>57 mm. Hg 23 13 57%
C02 46-57 mm. Hg Later rising to 57 or higher .. .. 5 2 21°46-57 mm. Hg Remaining below 57 mm. Hg . .. 9 1 f 21

40-45 mm. Hg Later rising to 57 or higher .. .. 1 1 11%40-45 mm. Hg Remaining below 57 mm. Hg .. .. 8 0 F

<40 mm. Hg None rose above 48mm. Hg .. .. 16 2 12,%
Totals .. .. 62 19 31%

Mean rise 26 mm. Hg in Pao2. t Mean rise 3 mm. Hg in Pao,.

TABLE I.-Results: Classification of Patients by
Blood Gas Analysis

No. of
Cases

Within normal limits 1
Hypoxaemia with normal PaCO2 (<40 mm.Hg) 12
Borderline underventilation + hypoxia .. .. 3
Underventilation (hypercapnoea) (> 45 mm.Hg)

+ hypoxaemia .46

Total 62
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