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Respirators in Respiratory Failure

SIR,-May I write in support of Dr.
W. H. Kelleher (8 November, p. 369) on the
question of cabinet respirators ?

I have retained two Siebe Gorman tanks
at the National Hospital despite ignorant
directives from Ministries or regional boards.
These splendidly engineered machines will
probably last 100 years, which accounts for
the lack of interest from the surgical instru-
ment manufacturers. I employ them regularly
for the following classes of patient:

(1) Chronic respiratory invalids in our care
who, from infection or other cause, return
to us for extra respiratory assistance.

(2) Patients who have received treatment
in " lungs " abroad and are flown home to
complete their treatment.

(3) Patients with incomplete spinal para-
lysis without bulbar involvement.

In all these classes of patient the " lung"
provides safe, trouble-free assistance. To
teach its use is the duty of any true respira-
tory unit, and I regard them as an essential
adjunct to the more dangerous modem inter-
mittent positive pressure respiration.-I am,
etc.,

ROBERT BEAVER.
National Hospital for

Nervous Diseases,
London W.C. l.

Fluid Therapy during Surgery

SiR,-I read the article "Urine Output
and Fluid Therapy during Anaesthesia and
Surgery " (13 September, p. 619) with great
interest, because it purported to test and dis-
prove the hypothesis of Fieber and Jones.1
In truth, the hypothesis was not tested; nor
was it disproved. The article only illustrates
one of our conclusions, " that patients excrete
urine in quantities that bear no linear rela-
tion to small volume infusions."
The important conclusion that we reached

was that massive volumes of intravenous
fluids can be safely administered to the anaes-
thetized surgical patient if cardiovascular
haemodynamics are closely monitored. We
did not say over-transfusion was impossible:
we said it was preventable, and so demon-
strated.
The responsibility for the difference of

opinion lies in the fact that there is little
similarity in the two studies.-I am, etc.,

WARREN W. FIEBER.
Section of Anaesthesiology,

University of Nebraska,
Omaha, Nebraska, U.S.A.
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SIR,-Dr. R. J. Knight (1 November,
p. 303) criticizes the control of our clinical
investigation (13 September, p. 619). In fact,
we could have made several more criticisms
of the paper -on the grounds- that the control
subjects, medical students, and the authors
were largely amused by the procedure, while
the patients were often made extremely
anxious and apprehensive by the imminence
of major surgery. Also abdominal hyster-
ectomy is not a standardized trauma but an
operative procure, which Yaries quite widely

in relation to the clinical conditions encoun-
tered. The anaesthetic management also
varied quite widely, in terms of intra-
operative blood pressure, for example, and
this could easily have affected the results.
Without spelling out every detail this was
a clinical investigation and not a rigidly
controlled experiment which we described.
Patients, not experimental subjects, were
studied, and every investigator knows the
impossibility of achieving a true "steady-
state " under these conditions. In our view
this does not make clinical investigations like
ours worthless, as your correspondent sug-
gests. Indeed, the advantages of investigating
these problems under field conditions often
outweigh the advantages of the laboratory,
where conditions may be grossly artificial.
However, results must be interpreted with an
appropriate degree of caution.

It is also a great help in coming to an
accurate assessment of the findings of a paper
to read the whole script and not just those
parts which confirm existing prejudices. Had
Dr. Knight done this he might have noticed
that patients who had no trauma inflicted
retained large quantities of fluid, and that
an established diuresis was inhibited by the
surgical incision long before any fluid shifts
could have occurred. In all patients urine
output bore no relation to fluid intake, which
we interpreted as indicating that a major
defect of salt and water homoeostasis had
occurred. We are careful not to extra-
polate these results beyond the confines of
our own investigation on the grounds of basic
principle, and because urine output during
operations on the genital tract may not be
representative.
As to Dr. Knight's specific complaints, we

consider that premeditation is an integral
part of the anaesthetic. We considered, but
rejected, importuning female staff members
to take part in this investigation on the un-
fashionable grounds of modesty. We were
aware of the objections to having our controls
ambulant, but were unable to overcome this
problem.-We are, etc.,

J. R. DONALD.
A. I. MACKENZIE.

Law Hospital,
Carluke, Lanarks.

SIR,-We are most interested in the paper
on fluid therapy during surgery and anaes-
thesia by Drs. A. I. Mackenzie and J. R.
Donald (13 September, p. 619).
We have studied 50 patients, all over 60

years of age, undergoing major abdominal
surgery. Sixty per cent. of these had evidence
of cardiac or chronic respiratory disease or
both. All had adequate renal function.
Anaesthesia was effected with methohexitone,
N20, 02, and a muscle relaxant, and the
patients artificially ventilated. Blood loss was
measured and replaced. One group of 25
patients received Ringer-lactate solution at
the rate of 750-1,000 ml./hour of surgery
(Group I). The other (Group II), of 25
patients, received minimal fluid during
surgery. Urinary output was measured for
the ensuing 24 hours, and daily thereafter
for three days. The results are shown in
the Table.
Most cases showed an initial postoperative

suppression of urine, but this did not follow
a definite pattern. Urinary output was not

related to the duration of surgery, the degree
of trauma, age, or physical condition of the
patient. Urine flow appeared to be greater
in those cases which received large volumes
of fluid, but this was not invariable, nor was
it predictable. By the fourth day the output
in the two groups had become about the
same.

Mean Volume of Urinary Output in ml.

1st Day 2nd Day 3rd Day 4th Day

Group I 1,000 1,850 1,600 1,600
Group II 750 1,250 1,250 1,600

There was no mortality among these
patients, but two from Group I developed
a raised central venous pressure and basal
crepitations accompanied by anuria in the
immediate postoperative period. Both re-
sponded to treatment with intravenous
digoxin and frusemide.

After an initial enthusiasm for the use of
large volume infusions during surgery we
have now reverted to a more conservative
approach. We are surprised that episodes
of postoperative acute urine suppression do
not occur more frequently. That they do
at all, and quite unpredictably, is sufficient
justification in our view not to pursue this
line of treatment too vigorously in the older
patient with cardiac or respiratory disease.
-We are, etc.,

J. LIEBENBERG.
S. R. SCAGLIOLA.

Department of Anaesthesia,
Gemeenteziekenhuis,
The Hague, Holland.

Selective Vagotomy without Drainage

SIR,-I am glad Mr. F. I. Tovey has
suggested that total abdominal (truncal)
vagotomy in the absence of pyloro-duodenal
stenosis might not need a drainage operation
(25 October, p. 236). We had not failed to
consider this when we embarked nearly three
years ago on selective vagotomy without
drainage. In fact we made this clear in our
paper (20 September, p. 690) when we wrote,
"We are not aware of published results
describing the effects of truncal vagotomy
(without drainage) in the absence of stenosis
in man." I believe that bilateral vagotomy is
the operation of choice. I have today seen a
patient six years after anterior selective vago-
tomy with complete posterior nerve section
having from time to time sudden incontinent
bowel actions. For me there is no point in
trying to prove that drainage may be omitted
in truncal vagotomy.
May I pay tribute to Mr. Tovey's work

in India, where from 1958 he was using
selective vagotomy ?

Finally I would like to make a plea that
patients with recurrent duodenal ulceration
are referred earlier for operation now that
we have the simple operation of selective
vagetomy without drainage. Too many
patients are having to have a drainage opera-
tion with vagotomy because of long-standing
chronic disease with duodenal narrowing.--
I am, etc.,

HAROLD BURGE-
West London Hospital.
London W.6.-
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