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necrotic that cortical damage becomes
notable. Sometimes part or all of the
necrotic papillae are cast off, but in other
cases they remain in situ. In this event,
cortical damage is more severe. Indeed, we
have noted that when the papilla is shed
leaving a sharp line of demarcation, as in the
combination of infection and diabetes or of
analgesic damage and infection, cortical
damage may be remarkably slight. The
determinant of cortical damage appears to us
to be the degree of obstruction imposed by
a necrotic papilla remaining in situ or by
sclerosis at the line of separation.

Perhaps it is a matter of semantics, but
we cannot agree that papillary necrosis is an
acute lesion' and we wonder how it would
be possible to identify evidence of previous
damage in a totally necrotic papilla. How-
ever, though lines of separation can be seen
in development, it is quite untrue that the
tissue above the zone of total necrosis is
entirely normal. In fact, it shows qualita-
tively similar changes, often with striking
calcification in the necrobiotic tissue.
There is no logical basis for the suggestion

that neoplastic change in the uroepithelium
or stabilization of the patient's condition
after cessation of analgesics indicates that
renal papillary necrosis is not the sole
primary lesion of analgesic renal damage.

It is extremely unlikely that the acute
lesions produced by large intravenous doses
of analgesics have any relevance whatever to
the pathogenesis of analgesic nephropathy.
The proximal tubule is, for obvious reasons,
the segment of the nephron most vulnerable
to toxic injury, but also possesses great re-
generative powers. The lesion of human
analgesic nephropathy produced by con-
centration of small doses of the toxic agent
in the papilla has experimental5 6 and
veterinary7 analogues.

In a prospective survey of some 2,000
necropsies collected over a year from early
1971 we were able to confirm previous
findings.8 We could confidently identify
numerous examples of subtotal analgesic
damage and confirm that, in many of them,
cortical damage was slight or absent. In the
same study analysis of epidemiological data
suggests very strongly that there has been a
downturn in the incidence of analgesic
nephropathy in Australia since 1968,
attributable not to cessation of analgesic
abuse, but to a diminished ingestion of
phenacetin. This finding is in line with those
of Murray9 and of Nordenfelt.10 If this is
true, experimental work with rats using
large doses of salicylate to produce papillary
necrosis1' 12 may prove also to be relevant
to the problem of analgesic nephropathy.
-We are, etc.,
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Brisbane,
Queensland, Australia
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Suppository Inserter: New Aid for
the Disabled

SIR,-The patient who is disabled by
rheumatoid arthritis suffers in many ways.
His pain and stiffness are controlled by
various methods, of which the administration
of drugs in suppository form is one. The
patient with deformity of his hands, frozen
shoulders, or stiffened hip or knee may be
given suppositories in hospital, where the
nursing staff insert them, or at home, where
the family, or district nurse is relied upon;
many disabled patients indicate a reluctance
to struggle to insert a suppository and em-
barrassment where family must be involved.
Difficulties are also found in placing the sup-
pository above the anal sphincter, and spon-
taneous expulsion may occur.
The instrument described here attempts to

overcome these difficulties. The suppository
inserter (fig. 1) is basically a U-tube with
a "barrel" end-piece of larger calibre (I in.
(12-7 mm) in diameter). There is a flat plate

FIG. 1-Day's suppository inserter.
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FIG. 2-Barrel end-piece. (a) Suppository in position
(b) Suppository expelled. (c) Dismantled to show
plunger and stop.

at the opposite end, large enough for clumsy
fingers to hook round. A malleable wire
traverses the tube; one end of the wire is
fitted with a thumb piece; the other end,
which terminates in the barrel, has two

plungers, one to expel the suppository and
the other acting as a stop (fig. 2). The barrel
end is long enough (21 in.; 7 cm) to pass
the anal sphincter when in situ and is re-
movable for cleansing (fig. 2). The sweep of
the tube is broad enough to suit alL but the
most obese patient and the resistance to the
passage of the wire in the tube low enough
to allow the piston to be operated with the
minimum of pressure.

Thirty patients have used these instru-
ments during one month; no difficulties were
experienced in their use. Various positions
were adopted to facilitate insertion, usually
the left lateral position or standing was pre-
ferred. The technique recommended is to
apply lubrication jelly to the end-piece, then
slip a suppository into the end of the barrel.
The "nose" of the suppository acts as an
introducer. The end-piece, containing the
suppository, is inserted into the rectum until
the whole of the barrel is through the anus.
The plunger is depressed and this expels the
suppository above the sphincter, thus en-
suring that it remains in place when the in-
troducer is withdrawn.
The design of the instrument is such that

variation in the bore of the barrel end-piece
would allow any size of suppository to be
used; it is envisaged that disposable end-
pieces made in plastic will become available
at a later date.
The appliance is manufactured by Hypodermic
Services Ltd., Headlands Road, Liversedge, Yorks.

I am, etc.,
ALBERT T. DAY

Royal Bath Hospital,
Harrogate

Abortion in 1972

SIR,-Mr. H. G. E. Arthure's careful letter
(1 December, p. 549) emphasizes the very
important fact that the earlier termination
of pregnancy is done, the safer the procedure
will be. He also calls attention again to the
fact that hysterotomy is a far more dangerous
procedure than vaginal termination. Follow-
ing this Mr. Arthure says, "Meanwhile ab-
ortions after the first trimester should be
done only if there is a danger to life or a
serious risk of fetal abnormality." I feel that
there is considerable danger in dogmatic
statements, particularly should they influence
the Lane Committee and possible future
legislation governing medical practice.

I have just done a hysterotomy (my first
for a very long time) on a girl who got preg-
nant shortly after her 1lth birthday and
whose pregnancy was discovered about 20
weeks later. There was no serious danger to
her life nor of fetal abnormality, but I sus-
pect that Mr. Arthure might well have acted
similarly. I could give other examples of the
difficulties which would be encountered if
to much restriction is placed on the clinical
judgement and freedom of action of doctors
in the difficult field of abortion.-I am, etc.,

PETER DIGGORY
Kingston Hospital,
Kingston-upon-Thames,
Surrey

Adoption Problems

SIR,-Between 1967 and 1971 there was a
decrease of 40% in the number of infants
offered for adoption through local authorities
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and adoption societies, and this downward
trend has continued. This means that large
numbers of couples wishing to create a
family by adoption have been, or are going
to be disappointed. The Adoption Resource
Exchange co-ordinates some 50 adoption
agencies in home-finding for coloured and
older children and those with medical prob-
lems. We also deal with many hundreds of
inquiries from the public each year, and are
only too aware of the frustration and pain
which childless couples are suffering in their
search for a baby.
On learning of their infertility many

couples turn immediately to adoption be-
fore they have had time to think through
or discuss what either childlessness or adop-
tion will mean to them. Naturally many doc-
tors suggest adoption to ease the distress
occasioned by a diagnosis of infertility.
Workers in the adoption field recognize that
the position should be much better known to
all concerned, so that an already distressing
situation is not made worse by the constant
dashing of hope as application after applica-
tion to adoption agencies is turned down.
Because of the very small numbers of babies
they are asked to place, most adoption agen-
cies have closed their lists and reopen them
only periodically to people within their own
area. Many applicants suffer the frustrating
experience of writing to 20 or 30 such agen-
cies. We know from public meetings that
"getting on a list" can become almost an
aim in itself, obscuring a full appreciation of
the adoption of a child, with all that that
entails. Had such couples taken time to con-
sider all aspects of their situation instead of
turning first to adoption, some might well
have decided that adoption was not really
appropriate for them and that life could have
other compensations to offer.

At present, many couples are being re-
jected by adoption agencies simply because
there are fewer babies being offered than
there are homes wanting them. All doctors
should be aware of this. We should perhaps
add that there are still often children past
the infant stage who need adoptive homes. If
any family feels able to consider a child
partially or fully of Negro origin, an older
child (four or five years and upwards), a
handicapped child, or brothers and sisters
who need to be kept together we are always
very glad to hear from them. Adopters of
such children may well be couples with
children already rather than childless couples
longing for a baby.
We hope that fuller information on the

adoption situation as it now is will enable
doctors, gynaecologists, and all who deal with
in-fertile couples to advise them better
about adoption and to indicate to them that
unfortunately many may be disappointed.-
We are, etc.,

PHILLIDA SAWBRIDGE
WANDA MCCLANAHAN

Organising Secretaries,
Adoption Resource Exchange

Cranmer House,
39 Brixton Road,
London S.W.9.

Seat Belt Syndrome

SIR,-There is no doubt that correctly fitted
and properly worn seat belts markedly re-
duce the incidence of serious and fatal in-
juries in road traffic accidents. It is perhaps
less well known that seat belts may them-

selves on occasion be the cause of injury,
and though such injuries are usually minor,
they are in almost 1 % of cases serious and
then they tend to follow a definite and to
some extent predictable pattern. It is cer-
tainly important that medical staff respon-
sible for the primary care of road accident
victims should be aware of this "seat belt
syndrome."'
One particular group of seat belt injuries

which deserves special emphasis is the com-
bination of severe injury to both the fixed
part of the descending colon and the proxi-
mal jejunum with flexion injury of the lum-
bar spine.2 That this distinctive triad of in-
juries is important is witnessed by the
relative frequency with which it occurs-
indeed 30% of seat belt injuries to the je-
junum coexist with damage to both the
left colon and the lumbar spine, 50%". of
such jejunal injuries are associated with an
injury to the left colon, and in 15 %,/, of
patients sustaining a seat belt flexion injury
of the lumbar spine a closed injury of either
the left colon or the jejunum is found to be
present too.3

It is clear that when a patient presents
with one of these three injuries a most care-
ful search must be made for the other mem-
bers of the triad, neither of which may be
clinically obvious early on, particularly in
the case of an injury to the left colon where
the basic lesion is commonly an ischaemic
one and delayed perforation with faecal peri-
tonitis the possible result of a missed diag-
nosis.-' One helpful physical sign which may
indicate the presence of intra-abdominal in-
jury is evidence of contusion of the anterior
abdominal wall due to the seat belt, partic-
ularly where disruption of the recti has oc-
curred, as these tend only to occur when the
impact has been severe and therefore when
internal injury is more likely.5-I am, etc.,

JOHN SHENNAN
Broadgreen Hospital,
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Think Again on Salmon
SIR,-Your leading article (27 October, p.
186) prompts me to put forward my views
on this subject.

In this part of the world our nurses, both
senior and junior, are as devoted and intelli-
gent as any we have ever had. Our regional
board and management committee tell us we
have more nurses than we have ever had.
There are certainly more domestic and
ancillary staff than we have ever had. In
spite of these facts, every doctor to whom I
have spoken on this subject confirms my im-
pression that the nursing of patients has
deteriorated recently in a manner that is
verging on the catastrophic. These contra-
dictory observations require some explana-
tion.
One of the unforeseen results of Salmon

has been to deprive the ward sister of ulti-
mate responsibility for her ward. She is now
responsible for the ward for the 40 hours a
week that she is on duty, except when she

is at a conference, a meeting, or on holiday.
She no longer feels that what happens in
her absence is anything to do with her, and
indeed, she is not encouraged to be so con-
cerned. A visit to a ward with seriously ill
patients on it at a time when no no. 6 is on
duty can be alarming. Not infrequently one
finds a third-year nurse or state enrolled
nurse who prior to taking charge of the
ward has never seen it. She may have
arrived on the ward only in time to serve
suppers, and no one has taken her round
to see the patients or explain the worrying
problems to her. I am not referring to an
isolated incident, but a regular practice.
Such occurrences are only to be expected, as
a no. 7, 8, or 9 could not possibly be aware
personally of all the patients supposedly
under her care, and the ward sister no longer
has any responsibility to arrange cover for
the ward in her absence. We are faced now
frequently with the position in which an
experienced specialized sister, previously in
charge of an intensive care unit, an operating
theatre, or a ward, suddenly finds herself
under the orders of a no. 8 who is probably
equally distinguished in a quite different
field and knows nothing about the specialty
concerned and whose only qualification to
take charge is a training in management. It
is as if an E.N.T. surgeon, after attending a
management course, was considered suitable
to take clinical charge of the orthopaedic or
gynaecological departments.

Salmon has been pushed through against
the opposition of the whole medical pro-
fession without adequate review of it on
trial and with no mechanism under the
Cogwheel whereby we can criticize or amend
it. It is applied without any attempt to
recognize the specialization that has appeared
in nursing to parallel the specialization in
medicine. The appointment of no. 8s will
lead many of our most experienced and
valuable specialized departmental sisters to
resign, and unless we can get the Ministry
to think again on this subject and consult
with the medical profession, we shall very
rapidly reach the stage in which all nursing
will be carried out by S.E.N.s, orderlies, and
ward clerks, while the fully trained S.R.N.s
will occupy themselves by adding to the
number of administrators that already
burden us.
At no point in the Cogwheel scheme is

any provision made for medical staff to be
consulted about the implementation of
Salmon. If the consultant staff of the hos-
pital made far-reaching changes in the
method of running the wards and other de-
partments without any consultation with
their junior staff, nursing staff, or ancillary
staff, they would very rightly forfeit any
hope of co-operation that they might other-
wise have had. We now find senior admini-
strative nursing officers introducing changes
under Salmon that very markedly affect the
whole of our work and life in the hospital
without showing any desire to hear our
views or discuss these changes with us, and
the mechanism set up under Cogwheel offers
us no opportunity even of commenting on
them. Let it never be said that we did not
warn the Ministry and the Royal College of
Nursing of the likely effect of the imple-
mentation of Salmon on the welfare of our
patients.-I am, etc.,

LESLIE J. TEMPLE
Liverpool Cardio-Thoracic Surgical Centre,
Broadgreen Hospital, Liverpool

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5895.785-b on 29 D
ecem

ber 1973. D
ow

nloaded from
 

http://www.bmj.com/

