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orifice may become very sore and excoriated
and even with modem adhesive appliances
may become unpleasant for the patient, pro-
duce difficulties in nursing, and be a
hindrance to further surgery if required.
Karaya gum used either as a powder or

in a gelatin base as a washer helped consider-
ably, but more recently Stomahesive (E. R.
Squibb and Sons Ltd.) has been found of
very great benefit. This was previously used
by dental surgeons as Orahesive intra-oral
bandage but is now produced in larger
pieces, making it suitable for stomatherapy
and the care of fistulae. No case of sensi-
tivity has been noted thus far, and it remains
intact when moist. Excoriated skin heals
beneath it.
The squares of Stomahesive have an im-

permeable film backing on one side and a
layer of release paper on the other. A hole
or slit is cut in the centre of the square of
a size which will fit closely round the stoma
or fistula edges. The release paper is then
removed and the contact surface is applied
round the orifice and pressed down firmly.
It is said that the skin should be moistened
first, but the squares appear to adhere satis-
factorily over either dry or moist skin. With
the square in place, the appliance of choice
is used in the ordinary way. The whole
appliance-adhesive seal, flange, and bag-
either may be assembled first and then
placed over the square or each stage may
be applied separately, first placing the
adhesive seal on to the square, then the
flange over it, and lastly applying the bag
to the flange.

Stomaseal adhesive (3 M's) discs stick to
the upper surface of the Stomahesive square
more satisfactorily than many other ad-
hesives, and it is generally possible to keep
the square and appliance on for five to
seven days. After this it starts to dis-
integrate.-We are, etc.,

IAN P. TODD

St. Bartholomew's Hospital and St. Mark's Hospital,
London E.C.I

BARBARA SAUNDERS
St. Bartholomew's Hospital,
London E.C.1

Swimming for Asthmatics

SIR,-I was interested in the article on
exercise-induced asthma (4 December, p.
577). I wondered whether this observation
had been made in a chlorinated pool of
salt or fresh water. There is a reference
by Vedder,l reporting the success of treat-
ment of acute and chronic bronchitis with
chorine gas, concentrations of 0.013-
0-15 mg/I. in 1 hr. I wondered if this is
relevant.-I am, etc.,

C. 0. KENNEDY
Royal London Homteopathic Hospital,
London W.C.1

I Vedder, E. B., Medical Aspects of Chemical
Warfare. Baltimore, Williams and Wilkins, 1925.

Hamster-hair Hypersensitivity

Sm,-I was interested to read Dr. K. H.
Lim's suggestion (27 November, p. 560)
that Case 2 of my series of hamster hair
sensitive patients (6 November, p. 341)
might have had asthma associated with Ad-
dison's disease. I am unable to give further
laboratory evidence, particularly as the
patient's death and necropsy ocurred in
another part of the country, but I believe

that the brevity of the clinical details in the
report required by pressure of space may
have lead to misinterpretation, particularly
of the man's terminal illness. His death, al-
though sudden, should not be considered
"unexpected".
The following details may clarify the is-

sue. When he was first seen six weeks be-
fore his death he had no symptoms or signs
of Addison's disease. He was not using cor-
ticosteroids at that time but had had short
courses of prednisolone more than one
month previously. He had not lost weight
and was considered slightly overweight at
178 lb (80-7 kg); his height was not recorded.

Five weeks before his death he insisted
on taking his family on holiday against ad-
vice, although at that time he had dyspnoea
so severe that he was unable to walk more
than a few steps, and had to be helped
to and from his car. His orthopnoea pre-
vented him from going to bed during this
period. He became unconscious during an
episode of severe dyspnoea, after being as-
sisted from his car, when he had been
driving for several hours on one occasion.
He died within an hour despite medical
assistance. According to his wife's account
he was using more than 12 mg of triamcino-
lone daily in addition to bronchodilators
during the last few weeks of his illness.
Necropsy showed mucus plugging of the

bronchioles and a Cushingoid appearance
in addition to adrenocortico-atrophy.- I
am, etc.,

J. A. WILSON
The Liverpool Clinic,
Allergy Unit,
Liverpool 1

Intal and Intal Co.

SIR,-Your issue of 20 November contains
the usual full-page colour advertisement,
opposite page 490, for Intal Co. (disodium
cromoglycate, isoprenaline sulphate, and
lactose). Nowhere on this page is there any
mention of the fact that plain Intal (di-
sodium cromoglycate and lactose) can be
obtained, nor that this is a form in which this
useful drug can be prescribed. There are
still too many patients using Intal Co.
symptomatically, and this is a very expensive
and wasteful way of using isoprenaline in
inadequate doses.

It is high time that Messrs. Fisons
changed their advertising policy for such an
effective drug as this, and we would urge
general practitioners to specify plain Intal
on their prescriptions, and to instruct their
patients to use it prophylactically.-We are,
etc.,

J. B. WILKINSON
A. MITHAL

Central Lincolnshire Chest Unit,
Lincoln

Hyposensitization Treatment

SIR,-I wish to add my doubts to those of
Dr. W. J. H. Leckie (6 November, p. 366)
about the results of Dr. A. P. Smith (23
October, p. 204) and his reply (27 Novem-
ber, p. 561). Hyposensitization to house dust
is a most difficult subject requiring more
patients and a longer observation period.
The condition of these patients greatly
varies and condition "scores" by doctor
and patients are not a reliable guide, even
if the trial is strictly double blind. In this

trial, however, not even the degree of peak
flow improvement and of corticoid decrease
in the few patients in whom it occurred is
given.-I am, etc.,

H. HERXHEIMER
London N.3

Urinary Infection and Jaundice

SIR,-Your leading article (4 September, p.
546) on urinary tract infection presenting
as jaundice finds a good deal of support
here. We would emphasize, however, that
before jaundice can occur bacteraemia must
be present. Asymptomatic urinary tract in-
fection and lower urinary tract infection are
confirmed by the presence of bacteriuria
of significant degree in an acceptable
specimen of urine and almost always
leucocyturia. These cases respond easily to
therapy and may even heal spontaneously.
The condition occurs in about 1% of new-
born at 6 days of age, and it is almost
exclusively a male disorder. Congenital ab-
normalities are conspicuously absent. The
blood culture is negative. Should spread
occur to the renal parenchyma the kidney
enlarges and is readily palpable, and the
glomerular filtration rate decreases. If, as is
probable at this stage, spread occurs to the
blood stream jaundice or pallor or both
result, with serum bilirubin levels of 4-20
mg/ 100 ml, and the blood culture is
positive. Therapy here must be more
vigorous, but recovery with intensive therapy
is the rule. Relapses do not occur. Again,
congenital abnormalities are conspicuous by
their absence, and, again, it is almost ex-
clusively a male disorder.-I am, etc.,

SHEAMUS DUNDON
Renal and Diabetic Unit,
Our Lady's Hospital for Sick Children,
Crumlin,
Dublin 12

Coronary Deaths

SIR,-Drs. P. G. F. Nixon and H. J. N.
Bethell (20 November, p. 486) call nihilistic
your leading article on "Coronary Deaths"
(9 October, p. 64) because it ignores certain
signs and symptoms which they proceed to
describe. The pre-infarction phase of
coronary artery disease is purported to be
characterized by "a deterioration of general
health, increasing fatigue . . . . Business
efficiency deteriorates, tensions rise and
irritability becomes more marked ...."
Most men today know that the commonest

cause of death in the fifth decade in
Britain is coronary artery disease. Most men
of this age know of colleagues, neighbours,
or relatives who have been suddenly struck
down by heart attacks. Cardiac neurosis is
understandably rife. Lassitude, irritability,
and loss of concentration are cardinal
symptoms of anxiety states. Many of us have
spent most of our working lives reassuring
patients with cardiac neuroses and trying to
teach students how to distinguish between
anxiety states and organic disease. Very
occasionally a patient with a cardiac neurosis
may die of a myocardial infarction because,
unfortunately, there is no evidence that 'the
fear of a heart attack prevents its occurrence.

If my views on preventing coronary artery
disease due to autoimmune thyroiditis are
found to be rubbish only my reputation will
suffer. If medical students and paramedical
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workers spread the belief that lassitude and
irritability presage a heart attack the suffer-
ing will be of a different order. The flood
of patients already needing reassurance about
their hearts will become an unmanageable
torrent. The sight of a patient arriving by
taxi and carrying his suitcase to the intensive
care ward (presumably having "lost more
than 80% of his usual capacity for physical
effort") might cause sardonic amusement to
those of us who have always believed that
the usefulness of these wards has been
exaggerated. One views with less equanimity
the pathetic friend or colleague who has
developed a neurosis believing that his
irritability and lassitude may be the
harbinger of death.

If doctors and especially cardiologists
believe that these symptoms are due to
anxiety and not coronary artery disease it is
their duty to state this quite clearly, since
silence may be assumed to be tacit approval
for the concept that lassitude, deteriorating
business efficiency, rising tensions, and an
80% loss of the usual capacity for physical
effort but without angina are valuable pre-
dictive evidence of coronary artery disease.
I am, etc.,

P. B. S. FowLER

Charing Cross Hospital,
London W.C.2

Breast-fed Infants and Gastroenteritis

Sm,--I read with great interest Mrs.
Catherine L. Bullen and Dr. A. T. Willis's
paper (7 August, p. 338). It recalls previous
attempts by nutritionists, pathologists, and
not least paediatricians to find a formula
which would produce and maintain in the
artificially fed infant who develops a pre-
dominance of E. coli in the stools the lacto-
bacilliary bifidus flora of the breast-fed baby,
which has been regarded as the safeguard
against Gram-negative enteric infections.
The authors rightly assume that the shift
from the physiological to the E. coli flora is
mainly attributable to the nature of the food.

In the search for a feeding formula pro-
ducing a predominantly lactobacilliary
intestinal flora various modifications of cow's
milk were not effective unless the carbo-
hydrate content was increased by the
addition of a mixture of two or three carbo-
hydrates to bring it to the level of
breast milk or above.-3 The present fashion
to feed the newborn and premature baby on
full milk formulas without the addition of
sugar is bound to increase their liability to
Gram-negative infection. Therefore the
bacteriological control of the faeces should
be part of their care.

It has been found that in the absence of
breast milk this danger can be minimized
by feeding on diluted cow's milk with
5-10% carbohydrates.
The results of the experiments by Mrs.

Bullen and Dr. Willis are of considerable
clinical value. They underline once more the
superiority of breast milk and support the
argument that the prophylaxis against
enteric infection in the young infant can be
achieved by alimentary means. Their
endeavour to find the key to a breast-fed
type of pH and flora in bottle-fed babies will
be welcomed by paediatricians and babies
alike.-I am, etc.,

MARTHA DYNSKR-KLEIN
London W.1

1 Bessau, G., Monatsschrift fur Kinderheilkunde,
1937, 68, 297.

2 Finkelstein, H., Sauelingskrankheiten, Amsterdam,
Elzevir, 4th edn., 1938.

3 Stone, E. L., The Newborn Infant. Washington,
Lea and Febiger, 3rd edn., 1945.

Vasectomy

SIR,-Further to the letters of Mr. N. A.
Regan (23 October, p. 233) and Mr. J. A.
Williams (13 November, p. 426) I should
like to add a technical point in the operation
which has not been emphasized-namely,
that only one skin incision is required. This
serves to simplify the procedure yet further
when carried out under local anaesthesia.
Furthermore, it is my impression that this
lessens the chance of postoperative haema-
toma formation on the assumption that a
certain amount of bleeding will occur from
the cut edges of the underlying dartos
muscle, and therefore one incision is safer
than two. Of course care must also be taken
with the vascular bundle which immediately
surrounds each vas.
A single 1 cm skin incision is placed

anteriorly in the midline raphe of the
scrotum. Each vas in turn can then be drawn
through this incision with dissecting forceps
as a cleanly isolated loop. Thereafter the
operation proceeds in much the same
manner as described by Mr. Williams. One
vertical mattress catgut suture, which in-
cludes the underlying dartos, is used to
close the wound with the knot placed deeply.
Finally, the patient is given a suspensory
bandage to wear postoperatively for a few
days. Many are able to go back to their
jobs that same day. In a fairly large series
of cases haematoma formation has only been
a mild complication in three patients (1-2%).
-I am, etc.,

J. McKENzra BucHANAN
Newcastle,
staffs

Payment for Surgical Footwear

SiR,-Before 1 February 1965 patients who
were prescribed surgical footwear paid £3
towards the cost. Patients on social security
and old age pensioners were exempted. This
charge was removed completely after this
date.

Since everyone living in Britain must by
the dictates of civilization wear shoes, it
does seem reasonable that those who are
wearing surgical footwear should pay at
least a proportion of the cost because they
would normally spend perhaps up to £10
a year on buying shoes for themselves. It
is worth mentioning some statistics to show
the cost of this service to the taxpayer. A
pair of women's surgical shoes cost £17-30,
and the cost of a pair of men's surgical
shoes is £18-5. In addition, almost all sur-
gical shoes have certain modifications and
insoles, so that the cost works out at £21-50
approximately for a woman's pair of shoes,
and approximately £22-50 for a man's pair
of shoes. It may come as a surprise to most
of your readers that all repairs and altera-
tions are done at the State's expense, and
this works out for a woman at £2-90 for
soles and heels and for a man at £3-20.
The total cost for surgical footwear at one
of the hospitals where I work during the
period of April 1970 to July 1971
reached the total of £1,574-18. The
Department of Health some time ago
gave the estimate of cost for surgical shoes

for England and Wales for one year as £1-2m.
I would like to see more effort made to

look at the N.H.S. critically for common-
sense saving.-I am, etc.,

NIGmE H. HARms
London W.1

Handicapped Children in Preschool
Playgroups

SIR,-Dr. Elizabeth Grantham (6 November,
p. 346) draws attention to the possibilities of
useful co-operation between playgroups and
paediatric and local authority services in the
care of young handicapped children. Her
diagram suggests a possible pattern for this,
based on experience in the Peterborough
area. The P.P.A. branch there is unusually
fortunate in having its own medical adviser
who understands the significance of parent
involvement. By no means all areas have
playgroup advisers (suggested in the dia-
gram as a necessary link in placement and
follow-up), though a trend to appoint such a
person is now developing, particularly in
educational priority areas.

It needs emphasizing that P.P.A. play-
groups are intended primarily for 3- and 4-
year olds, since we believe that most child-
ren are not ready before 3 to spend a whole
morning away from mother. Handicapped
children need the stimulus of play as early
as possible, and for this reason the idea of
the opportunity class or playgroup for the
under-3 stage (irrespective of age) has gained
ground, and can often be a bridge to an
ordinary playgroup.

In my own experience an opportunity
playgroup has furthered interdisciplinary co-
operation in assessing the future educational
needs of handicapped or developmentally im-
paired children. It has also shown how eager
the supervisors, helpers, and mothers are to
promote a child's development, and how
necessary it is to devise a simple system of
observation and recording so that individual
play programmes of positive value can be
planned and their results assessed. Ideally,
before entry to the group each child should
have an accurate appraisal of his stage to-
gether with an indication of his specific
needs for helping progress to the next stage,
but the latter is an area in which there ap-
pear to be very few guide-lines at present.-
I am, etc.,

JANE GRUBB
Medical Adviser, Opportunity Playgroup,

Stoke Mandeville Stadium, and
P.P.A. Area Organizer, Oxford City

Oxford

Normal Range for Serum Transaminases

SIR,-Using optimized test packs from
Boehringer Mannheim, Professor D. N.
Baron and others stated (4 September, p.
583) that they found normal values for
serum transaminases lower than those given
in our information sheet. We are pleased
that a discussion on these normal values
and their determination has thus been
stimulated. We would like to make the
following remarks.
The normal values given in our instruc-

tion sheets were taken from a publication
by Laudahn et al.1 These authors examined
11,000 persons in Berlin in an attempt to
identify unrecognized liver diseases. Serum
transaminase levels were determined in
4,600 people using the optimized test packs,
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