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association with a patient or member of a patient's family
has been demoted from second place to fifth, but it is stressed
that the professional sin is an abuse by a doctor of his pro-
fessional position in order to further an improper relationship
or adultery and not the adultery itself. The G.M.C.'s reasons
for objecting to advertising by doctors are clearly put as being
"incompatible with the principles which should govern
relations between members of the profession.. . . A doctor
who was successful at achieving publicity might not in fact
be the most appropriate doctor for a patient to consult."
This is in sharp contrast with the Monopolies Commission's
support for more advertising within the professions.4

However, an offence in the eyes of the G.M.C. is not
measured by its position in a league table but by whether it
amounts to "serious professional misconduct"-the words
which the Medical Act of 1969 substituted for the previous
"infamous conduct in a professional respect." The disciplinary
jurisdiction of the council now enables its Disciplinary
Committee to erase from the Register or to suspend from
registration for a period not exceeding 12 months the name of
a doctor who has been convicted of a criminal offence or is
judged guilty of serious professional misconduct. A conviction
by a criminal court has to be accepted by the Disciplinary
Committee as conclusive evidence of guilt; and it is how the
criminal offence affects the doctor's fitness to practise that
the committee must judge. Findings of National Health
Service disciplinary authorities do not count as convictions,
but a charge of serious professional misconduct may arise
from conduct which has been the subject of proceedings
within the N.H.S. Whether any particular conduct amounts
to serious professional misconduct is a matter which the
Disciplinary Committee has to decide after hearing the evidence
in each individual case. This is a function that a committee
predominantly professional in composition is eminently fitted
to perform, and the right of self-government in this respect
which doctors so successfully gained in 1858 should be
jealously preserved for all time by their successors.
The report in the Supplement of the recent session of the

Disciplinary Committee suggests that the new penalty of
suspension from registration is likely to be used in many
cases. It has the virtue of being for a fixed period and, as with
erasure, it is subject to appeal. Its great merit as a measure
for the protection of the public is that it becomes operative
immediately. Like the preceding pamphlets, "Professional
Discipline" will probably be intended primarily for recently
qualified and provisionally qualified doctors. But it should be
read by all doctors, and the profession would then be better
informed about the disciplinary work of its ruling body

Local Anaesthetics Containing
Vasoconstrictors

Local anaesthetics such as lignocaine have only a brief duration
of action in most tissues because they are quickly removed
and diluted by blood flow. Addition of a drug such as adrena-
line or noradrenaline to the anaesthetic solution constricts
the blood vessels and prolongs the action. A dental anaesthetic
given with 2% lignocaine hydrochloride lasts about 15 minutes,
but the addition of 1:80,000 adrenaline or noradrenaline
prolongs the effect to an hour and a half or more. Vaso-
constriction not only prolongs anaesthesia but also prevents
rapid absorption of the anaesthetic drug into the systemic

circulation. Anaesthetics such as lignocaine have an action
on membranes in many tissues including the heart, and in
large doses depress myocardial contractility.
The main hazard of local anaesthetics containing vaso-

constrictors lies in their use in tissues with a restricted cir-
culation. Severe tissue necrosis has followed the use of local
anaesthetics containing adrenaline or noradrenaline to produce
a ring block in a finger or toe or in operations on the penis
or the ear. This is a special risk in casualty departments, and
it is wise to issue only plain local anaesthetics, which should
have sufficient duration of action for simple suturing pro-
cedures.
There has been concern that local anaesthetics containing

adrenaline or noradrenaline might interact dangerously with
other drugs such as monoamine oxidase inhibitors, hypo-
tensive agents, tricyclic antidepressants, and volatile anaes-
thetics such as halothane and cyclopropane. In fact there is
no special risk in patients on monoamine oxidase inhibitors.
Inactivation of circulating catecholamines depends chiefly on
uptake into nerves and tissues and not upon metabolism.
Patients taking these drugs have a normal response to intra-
venous doses of adrenaline and noradrenaline,l 2 though they
are at risk from a pressor crisis if noradrenaline-releasing
agents such as tyramine are used. Drugs that blockade
adrenergic neurones increase sensitivity to circulating cate-
cholamines several-fold, as do the tricyclic antidepressants
such as imipramine, which block the uptake of adrenaline
and noradrenaline into nerves.3 4 In each case potentiation
of the effect of the catecholamines is likely to be important
only if a dose is injected intravenously. Chloroform, halo-
thane, trichlorethylene, cyclopropane, and hypothermia
sensitize the myocardium to circulating catecholamines and
increase the risk of arrhythmia. It is unlikely and undesirable
that a patient should have a general- anaesthetic with one of
these drugs if he has received a large amount of local anaes-
thetic containing adrenaline immediately beforehand. How-
ever, if this is unavoidable and an arrhythmia develops it
ought to respond to a small dose of intravenous propranolol5 6
or practolol.7
The risk depends on the dose of adrenaline or noradrenaline

in the solution. Dental cartridges are commonly of 2.2 or
1 8 ml. capacity and contain 1: 80,000 adrenaline or nor-
adrenaline. Thus the dose of the catecholamine is about
25 jg. If this is absorbed into the circulation over two hours
or more it would not be expected to exert any pharmacological
effect in any of these situations. Should it be injected directly
into a vein as a "bolus" a substantial effect would occur,
but it would be of brief duration. The risk of rapid absorption
is greatest in very vascular tissue and in inflammation. In the
case of solutions containing adrenaline there would be a risk
of cardiac arrhythmia, while those containing noradrenaline
would cause a greater rise in blood pressure. The very small
risk of direct intravenous injection appears acceptable in view
of the much more satisfactory anaesthesia obtained with the
mixtures containing vasoconstrictors.
The amount of adrenaline or noradrenaline in ampoules

supplied for local anaesthesia in other situations has been
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reduced, and the most widely used concentration is 1: 200,000
or 5 gg./ml. Infiltration of a wide area of tissue with this
solution means that though the total dose is large the risk of
more than a trifling amount being injected directly into a vein
is small. If 100 ml. of 0.500 lignocaine with 1:200,000
adrenaline was used the total dose of lignocaine would be 500
mg. and of adrenaline 500 pg. Both doses are large, but as
they are absorbed into the circulation slowly over two or
more hours the pharmacological effect would be quite small.
However, infusion of adrenaline or noradrenaline at a dose of
about 4 jg. per minute intravenously does have a measurable
effect on the normal circulation, and these are maximum
doses, which should not be exceeded. It would be wise to
avoid these large doses in patients on other drugs that
sensitize them to catecholamines.

It is reasonable to conclude that so long as local anaesthetics
containing vasoconstrictors are never used in the finger, toe,
penis, or ear, are not injected directly into a vein, nor given
in excessive doses they are largely free of risk, and the more
prolonged anaesthesia produced by the vasoconstrictor greatly
extends their usefulness.

Diet with Ileostomy
Several clinicians have emphasized that patients with an
ileostomy can usually eat a normal or nearly normal diet,'-3
but it is also clear2 that some foods cause complications from
time to time, such as profuse ileostomy flow, flatulence, and
odour. Moreover, the problem is also complicated by individ-
ual variations. Foodstuffs which upset one patient when
consumed in even minute quantities are eaten several times
a day by another without apparent ill effect.

In the management of ileostomy, therefore, the patient's
viewpoint is specially important. Recently an interesting
attempt to present it has been made by T. J. Thomson and
colleagues.4 By means of a questionnaire these- authors in-
vited the 5,100 members of the Ileostomy Association of
Great Britain and Northern Ireland to record their experi-
ences after the ingestion of 29 named articles of diet. These
covered a wide range and included apples, beans, beetroot,
sauces, soups, and cereals.
The response was perhaps a little disappointing in that

only 18-7% of those circulated replied in satisfactory fashion,
though the authors point out that this group showed a close
similarity to the total group of 5,100 patients in respect of
age, sex, and duration of ileostomy. In any event the collective
view of 952 patients represents a substantial body of opinion.
Few (13%) of the group experienced any real difficulty in
choosing a diet, while almost all of them were maintaining or
increasing their weight when questioned. Of the specific foods
listed, onions seemed to cause most difficulty in that about
two-thirds of the patients experienced one or more compli-
cations after eating them. Other items of diet which some-
times led to complications were peas, beans, fried fish, and

rhubarb, but for all foodstuffs there was considerable individ-
ual variation in the patient's response.
Though it is perhaps unwise to read too much into this

somewhat limited survey, it does, when taken in conjunction
with comments by other clinicians,'3 enable firm guidance to
be offered to the patient with ileostomy. Firstly, he should be
reassured that a full mixed diet is compatible with his ileos-
tomy and that the great majority of patients manage very
well in this respect. Secondly, possible complications, such as
those mentioned above should be pointed out, and it may be
wise in the early postoperative period to proscribe items of
diet, such as onions and rhubarb, which are relatively likely to
cause them. But at the same time the considerable individual
variation should be emphasized, so that the patient should
be encouraged to discover for himself whether specific foods
are acceptable and discouraged from relying on the experience
of others. Here it is worth recalling that many of the so-called
complications such as watery flow and odour are both tempor-
ary and minor if anticipated. Finally, the patient with an
ileostomy, like other people, may be subject to such dietary
problems as gastroenteritis and obesity. Gastroenteritis is
particularly serious to these patients.

Like other patients after a surgical operation those with an
ileostromy look forward to living a life as near normal as possible.
So far as diet is concerned there seems little reason why the
overwhelming majority should not do so.
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Cataract Spectacles
The management of patients with cataract presents con-
siderable problems, for they are usually elderly and are likely
to have difficulty in adapting to aphakic vision after removal of
the cataract. The troubles that may beset the patient after
operation are not always carefully discussed with him before-
hand, when both surgeon and patient are apt to consider that
the preparations for a disturbing operation are enough to be
going on with. Moreover, despite warnings, patients are apt
to think that once the cataract has been removed their sight
will again be as good as new.
The spectacles that are needed to give clear sight after

operation for cataract present the patient at first with an
alarming world of sudden movements and topsy-turvy
distortions.' Even after weeks of effort and practice the
patient will still have a substantial limitation of his visual field.
The writers of several letters in our correspondence columns
have recently drawn attention to the advantages of alternatives
to the spectacles commonly prescribed for aphakic eyes. They
have included lenticular implants,2 or, simpler and less trau-
matic, contact lenses.3 4 These will restore the full peripheral
field, as well as in monocular aphakia allow the eyes to work in
unison. Although contact lenses avoid the need for the heavy
"pebble" spectacles that constrict the patient's field of
vision, only a few patients who try them seem to find them
manageable. Old people have considerable trouble inserting
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