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half truths, and on top of this, it does not
give the sources of the known data. Allow
me to quote some examples.
"A review of the literature shows no evi-

dence ...."-of course not, how could it.
Our (statistical) science never proves any-
thing. It indicates "significance." "Experi-
enced otologists do not agree on the
time . . ." is only true if one stopped read-
ing the relevant literature five years ago.
Today they do agree; surgery should be
undertaken as soon as progressive denerva-
tion is found. "Once degeneration of the
nerve has begun, decompression cannot
help." Many authors suggesting the positive
influence of decompression in well selected
cases of Bell's palsy have stated that
degeneration is not an end state, but a
dynamic process. It is certainly possible to
save a number of living fibres when the
first symptoms of denervation of some other
fibres become evident.

"Secondly, the lesion may be proximal to
the site of the operation . . . ." This remark
is based on the wrong idea that the
compression takes place inside the bony
Fallopian canal. In reality it has been
shown many years ago1 that only in the ver-
tical part of the facial nerve the sheath is
very thick and without elastic fibres; the
rest of the sheath is thin and elastic. In the
entire course of the bony canal the space
inside the bone is ample and compression is
very unlikely. In some 300 cases I have
never seen compression more central than
the site of the stapes. "J. Groves . . . found
five cases to do worse" is an ambiguous
argument. In a leading article such an
argument without any statistical analysis is
unacceptable. If the author of the article
had read the recent international literature,
he would have found figures indicating
that statistics in some better evaluated
groups point to significant positive influence
of surgery in well selected cases of Bell's
paralysis.

If McGovern and co-workers2 and Jain
and Sharma3 are quoted as defenders of a
hypothesis on the aetiology of Bell's palsy,
why not quote their experimental work
which suggests (on statistical grounds) that
decompression has a very favourable effect
on various traumas inflicted upon facial
nerves included artificial oedema of the
facial nerve? "Taverner and colleagues with
special experience-(why this distinction of
one group of workers?)-have shown how to
prevent.- .X Why doesn't the author, so
critical when he discusses the surgery of
Bell's palsy, warn the reader that the
groups which these authors compare are not
completely comparable?

Finally, it is well known and accepted
even by those who do not favour surgery
that surgical decompression takes away the
often severe spontaneous pain. I have never
heard any complaints about the pain
inflicted by the operation. Usually patients
disliked electrical treatment more than the
operation.-I am, etc.,

L. B. W. JONGKEES.
Academisch Ziekenhuis,

Universiteit van Amsterdam,
Holland.
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Rational Oxygen Therapy

SIR,-Modern equipment used to
administer oxygen to patients breathing
spontaneously may be subdivided into
devices which administer precise concentra-
tions and those in which there is no control
over concentration.' Examples of the former
devices are the Ventimask series giving
24%, 28%, and 35% oxygen mixtures
without rebreathing2 which is achieved by
high air flow with oxygen enrichment
(HAFOE). All other devices belong to the
second category and are used for varied
indications in which control over oxygen
concentration is not currently considered
necessary.
The history of oxygen therapy is studded

with misconceptions as to dosage. One
patient may receive a very different con-
centration from another patient with the
same device at the same oxygen flow rate.
Moreover there can be considerable varia-
tion in oxygen concentration from breath to
breath even in an individual patient. It is a
precept of medicine that the dosage of a
drug should be known. The pioneers of
oxygen therapy, Barach and Eckman,3 stated
that the dosage of oxygen should be known
and controllable.
This is still not fully accepted even

though it has been reiterated many times,
the most recent and authoritative being in a
report to the Scottish Home and Health
Department.4

Additionally it does not appear to be
widely appreciated that the dangers of giv-
ing too much oxygen may be as great as not
giving enough (3 October, p. 5). There are
thus many circumstances when we do not
know whether we are giving too little or too
much oxygen, although patients are not
necessarily mistreated.

It is undeniable that the entire state of
affairs would be improved if oxygen dosage
was always known. Under such circum-
stances repeated assessment of patient
response to a given oxygen concentration,
either clinically or by direct blood
measurements, would be of both diagnostic
and prognostic significance. Greater under-
standing of the pathophysiology of oxygena-
tion and the increasing employment of
blood oxygen measurements makes a more
rational approach to all oxygen therapy
highly desirable. The recent introduction of
a 40%°. Ventimask is therefore opportune.
Masks delivering 50% and 60% oxygen
could also usefully be employed under cer-
tain circumstances. A prototype 60% mask
has been produced. This value was selected
as the probable upper limit of clinically
useful oxygen concentrations for sponta-
neously ventilating patients. It is the concen-
tration above which patients with normal
lungs cannot be exposed without running
the risk of pulmonary oxygen toxicity. A
cyanosed patient who cannot maintain a
reasonable arterial Po2 while breathing such
a concentration should be ventilated
artificially. With the range of masks
indicated above, patients can be subdivided
into groups and treated accordingly.
Group 1.-Patients in chronic ventilatory

failure with hypoxaemia and C02 retention.
High oxygen concentrations should be
avoided. Masks giving 24%, 28%, and 35%
and possibly 40% can be used.
Group 2.- Patients with mild hypoxaemia

often arising from non-respiratory conditions

and with normal lungs in whom oxygen
therapy is beneficial, but in whom
prolonged administration of high oxygen
concentrations will produce a risk of pulmo-
nary oxygen toxicity. 28-40% masks (limit
60%).
Group 3.-Patients with severe hypoxae-

mic conditions without CO2 retention who
may require maximal oxygen concentrations
to produce small increases in arterial
oxygenation. 40%,o, 50%, and 60% masks.
Group 4.-Patients with such severe

hypoxaemic conditions that intermittent posi-
tive pressure ventilation is necessary.

Provision of controlled oxygen concentra-
tions, and particularly of 50% and 60% by
the high air flow with oxygen enrichment
(HAFOE) system would be more costly
than present methods. However, the
informed use of such devices, perhaps only
in specialized intensive care units, would
improve clinical care.-I am, etc.,

JULIAN M. LEIGH.
Magill Department of Anaesthetics,

Westminster Hospital,
London, S.W. 1.
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Vasectomy

SIR,-Although regeneration of the vas
deferens is frequently cited as a possible
cause of failure of the operation of vasec-
tomy there appear to be very few accurately
documented reports of this process. The fol-
lowing case therefore seems worthy of
record.
A patient, a normal adult of 41, had previously

had a vasectomy carried out by another surgeon
on eugenic grounds, but continued to produce
normal quantities of spermatozoa in his seminal
fluid. Fortunately, histological specimens of the
previous operation were available. These
showed that although vas tissue was in the
specimen taken from the left side, only blood
vessels were found in the specimen on the
right. It was therefore thought to be a simple
situation where the vas had not been ligated
on the right side and therefore vasectomy in
the normal fashion on the right side was carried
out, and a normal vas was in fact present.
Seminal specimens were examined in the usual
fashion post-operatively but were still found to
contain normal numbers of spermatozoa.

Although there was no clinical evidence of a
double vas on either side this seemed to be the
most likely cause for the persistence of
spermatozoa in the seminal fluid. It was
therefore decided to re-explore both sides under
general anaesthesia. Satisfactory division of
the vas on the right side was found. Histo-
logical examination confirmed that there was no
continuity in the vas, and no second vas was
found. On the left side there was complete
continuity of the vas and no second vas was
present. At one point there was scar tissue
around the vas. This area was excised together
with a length of healthy vas on either side.
Histological examination of this specimen
showed that regeneration had occurred. There
was normal epithelium present and there was
continuity between the two ends past the site
where inflammatory reaction had occurred. Fol-
lowing the operation the patient rapidly devel-
oped azoospermia and there has been no sign in
the six months since this was carried out of
any further appearance of spermatozoa in the
seminal fluid.
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