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different (t = 163, P = 0 20) and breast and
bottle feeding were equally distributed
between the two groups x2 = 0 054; N.S.).
Though the mean duration of infusion of
oxytocin in group 1 (10-8 ± 8-7 hr) was
greater than in group 2 (8 0 ± 7-1 hr) the
difference was not statistically significant
(t = 1 49, P = 0-14).
We agree with Dr. B. Alderman and

Professor J. M. Beazley (7 September, p.
624) that the first and sixth days are not
ideal times to detect peak neonatal bilirubin
levels. However, as we pointed out in our
paper, the sixth day was a time at which
blood was already being taken routinely for
amino-acid screening and this timing of
samples avoided exposing the infants to
additional blood-letting. Though the re-
corded peak values in our data may be lower
for this reason, any increase in neonatal
hyperbilirubinaemia should still be reflected
in a higher mean value on the sixth day.
-We are, etc.,

STUART GOULD
DAVID BARNARDO

URSULA MOUNTROSE
Medical and Obstetric Units,
Queen Mary's Hospital,
Roehampton, London S.W.15.

Coroners and the Public Interest

SIR,-We are concerned, as you evidently
were (10 August, p. 374) that the West-
minster coroner should not allow you to
have ccpies of the deositions put before
his court at the inquest following the col-
lapse of a young man which had occurred
recently. We understand that in that un-
fortunate case both methohexitone and dia-
zepam were given intravenously. The pot-
ency of this combination of drugs admini-
stered in this way is clearly stated in
M.I.M.S. Annual Compendium 1969-1970
(p. 248) and A.P.B.I. Data Sheet Compen-
dium 1974 (p. 609) and was emphasized by
the medical exnert at that inquest.

Recently (11 September 1974) we attended
a coroner's inque,st inqui,ring into the death
of a young girl occurring during anaesthesia
for conservative dentistry. In our opinion
the tragic death of this girl, possible due to
a combination of these t-wo drugs, might
not have occurred if your journal had been
allowed to give wide publicity to the pre-
vious tragedy.

Surely coroners' inquests have a value in
preventing a repetition of the circumstances
producing the dceath in the case before
theem. It m-ust, therefore, be questioned
whether the ooroner concerned can feel that
this function of that inquest was fulfilled.-
We are, etc.,

JOHN S. ROBINSON
Department of Anaesthetics,
University of Birmingham

COLIN C. WISE
University Hospital of Wales,
Cardiff

Danger of Saline Emetics in First-aid
for Poisoning

SIR,-Drs. C. J. C. Roberts and M. J.
Noakes (14 September, p. 683) refer to your
leading article (26 January, p. 130) and once
more warn of the harmful effects sometimes
met in giving sodium chloride in an attempt
to produce emesis.

In a recent case a female psychiatric patient aged
35 years had taken a moderate overdose of sali-
cylate and was given a tablespoonful of salt in a
tumbler of water in an attempt to produce emesis,
and this was repeated on three occasions in rapid
succession in all good faith by the nurse involved.
Emesis was not induced but there was almost
immediate onset of watery diarrhoea. This delayed
the transfer to the accident and emergency depart-
ment, where gastric lavage was performed, pro-
ducing some tablets and blood-stained fluid.
The plasma electrolyte levels became disturbed,

that of sodium reaching 200 mmol/l., chloride
157 mmol/l., and bicarbonate 15 mmol/l. The sali-
cylate level reached 54 mg/100 ml. Some six hours
after ingestion of the salicylate and the salt the
patient became deeply unconscious, the intra-
ocular tension became low, and she died. Necropsy
showed watery fluid in the whole intestinal tract
with high sodium and chloride levels in the
stomach, jejunum, and proximal and distal colon.
There was a thin covering of blood over an area
measuring 5 x 4 cm on the surface of the right
temporal lobe, a few small areas of haemorrhage
on the endocardial surface of the left ventricle, and
congestion and oedema of the lungs. Death was
attributed to the ingestion of salicylate and sodium
chloride.
The training in first-aid at each of the

nurse training schools of which I have made
personal inquiry follows that of the first-
aid manuals, which, as has been pointed out,
do not warn of the dangers of excess. Surely
the time has come for reappraisal and
greater use to be made of the facilities for
the treatment of poisoning in accident and
emergency departments in preference to the
administration of ineffective and potentially
dangerous first aid measures. The Standing
Medical Advisory Com,mittee of the Central
Health Service Council issued reports in
1962 and 19681 2 which have led to a re-
view and improvement of the facilities avail-
able.-I am, etc.,

C. A. K. BIRD
Macclesfield Hospital,
Macclesfield

Central Health Services Council, Emergency
Treatment in Hospitals of Cases of Acute
Poisoning. London, H.M.S.O., 1962.

2 Central Health Services Council, Hospital Treat-
ment of Acute Poisoning. London, H.M.S.O.,
1968.

SIR,-Drs. C. J. C. Roberts and M. J.
Noakes (14 September, p. 683) "recommnend
that first-aid books which carry recipes for
salt emetics should also warn against over-
dose." In the latest edition of New Essential
First Aid' this recommendation is already in
print on p. 147, where we state "it is
dangerous to give more than the ilecom-
mended dose (two tablesipoons of salt in a
glass of warm water)." We further recom-
mend on p. 148 that "15 ni of ipecac syrup
U.S.P. is probably the best thing to use as
an emetic. As a means of removing poison
from the stomachs of young children ipecac
syrup is suitable for home use and is much
faster acting than sending a child to hos-
pital for a wash-out; it is also more
effective than a stomach wash-out."-We
are, etc.,

A. WARD GARDNER
PETER J. ROYLANCE

Fawley, Southampton

Gardner, A. W., and Roylance, P. J., New
Essential First Aid, revised edn. London, Pan
Books, 1972.

Fenfluramine and Psychosis

SIR,-Your leading article entitled
"Anorexia" (14 September, p. 639) quotes
my colleagues and me to the effect that

fenfluramine does not cause psychiatric or
sleep disturbance. Certainly that was what
we initially but, alas, wrongly reported in
your columns.1 We had been unwise enough
to draw conclusions from single-dose
studies. Later, also in your columns, we
described how fenfluramine in chronic use
causes sleep disturbances2 and psychological
depression on eventual withdrawal.3 The de-
pression on withdrawal has since been con-
firmed,' while others have written also of
psychological disturbance during fenflur-
amine administration, most recently Dr.
P. J. Shannon and others (31 August, p.
576).-I am, etc.,

IAN OSWALD
Department of Psychiatry,
Royal Edinburgh Hospital,
Edinburgh

1 Oswald, I., Jones, H. S., and Mannerheim, J. E.,
British Medical 7ournal, 1968, 1, 796.

2 Lewis, S. A., Oswald, I., and Dunleavy, D. L. F.,
British Medical 7ournal, 1971, 3, 67.

3 Oswald, I., et al., British Medical Yournal, 1971,
3, 70.

4 Steel, J. M., and Briggs, M., British Medical
7ournal, 1972, 3, 26.

5 Harding, T., British 7ournal of Psychiatry, 1972,
121, 338.

Screening for Hypertension

SIR,-Two recen,t papers on this subject,
illustrate the current confusion caused by
lack of uniformity in recordiing the diastolic
blocd pressure. In the paper by Dr. W. E.
Miall and Miss Susan Chinn (7 September,
p. 595) the diastolic pressure was recorded
at the point of muffling of the Korotkow
sounds (fourth r&hase) and in the paper by
Dr. V. M. Hawthorne and others (p. 600)
at the point of disappearance of the sounds
(fifth phase). Since the average difference
between fourth and fifth phase readings is
over 5 mm Hgl 2 this is a matter of con-
stiderable importance when estimating the
incidence of mild hypertension. Thus Dr.
Hawthorne and 'his colleagues report *that
15% of the subjects they examined had a
diastolic pressure of 100 mm Hg or more.
If, however, they had been recording at the
fourth phase instead of the fifth the pro-
portion would have been nearer 25%-the
figure they give for those found to have a
diastolic pressure of 95 mm Hg or over.
There should really be no uncertainty

about the definition of the diastolic pressure.
The fourth phase has been standard in
Britain since 19393 and in the U.S.A. since
1967.1-I am, etc.,

DAVID SHORT
Aberdeen

Kirkendall, W. M., et al., Circulation, 1967, 36,
980.

2 Oram, S., Clinical Heart Disease. London,
Heinemann, 1971.

3 Cardiac Society of Great Britain and Ireland and
American Heart Association, British Heart
7ournal, 1939, 1, 261.

Ruptured Aneurysm of Splenic Artery
in Pregnancy

SiR,-Aneurysn of the splenic artery is
relatively more common in wovmen of child-
bearing age' and rupture of sudi an
ane.ury=m is a rare but dangerous complica-
tion of pregnancy.23
A 41-year-old primigravida at term was admitted

to hospital with a four-hour history of severe upper
abdominal pain. Pulse and blood pressure were
normal and the fetal heart was heard. The uterus
was hard and locally tender on the left side and a
diagnosis of concealed accidental haemorrhage with
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a live baby was made. Caesarean section through a
Pfannenstiel incision revealed a posterior type III
placenta praevia but no sign of accidental haemor-
rhage. A healthy girl was delivered. During
examination of the ovaries a clot of blood was
removed from the left paracolic gutter and con-
siderable bleeding was apparent from the splenic
area. A large left paramedian incision was added
and the haemorrhage controlled by packs. Rapid
splenectomy was then performed with double
ligation of the splenic artery proximal to the
aneurysmal dilatation. Recovery was uncompli-
cated and the patient and her daughter were
discharged on the twelfth day.

Ruptare of splenic artery aneurysm during
pregnancy has been reviewed in deftail.2 3
The average age of patients is 32 and 80%
of ruptures occur in the last trimester or in
labour. The maternal mortality is 69% and
the fetal mortality 97%. Survival appears to
be related to early diagnosis and treatment.
The present case is only the third2-4 in which
both mother and child survived and the
first such case in Britain. It seems likely
that this case was an example of a "double
rupture," with a limited initial ruture pro-
ducing symptomns and a latent periods before
the subsequent severe haemorrhage. This
success can be attributed to early interven-
tion, albeit on mistaken diagnostic grounds,
and to the rapid implementation of re-
suscitative measures.
The diagnosis of ruptured splenic artery

aneurysm should be borne in mind in any
case of obstetric shock and immediate
laparotomy should be carried out if it is
oonsidered a possibility.
We would like to thank Mr. G. T. Hammond

for allowing us to report this case.
-We are, etc.,

DECLAN GIBBENS
DAVID HEATH

Royal Hampshire County Hospital,
Winchester

1 Owens, J. C., and Coffey, R. J., International
Abstracts of Surgery, 1953, 97, 313.

2 Macfarlane, J. R.. and Thcrbjarnasson, B.,
American Yournal of Obstetrics and Gynecology,
1966, 95, 1025.

3 Garcia Novo, J. L. V., et al., Maternidade e
Inf&ncia, 1970, 29(3), 333.

4 Rottinghuis, H., Pinxter, P. R. J., and Van der
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Geneeskunde, 1958, 102, 1743.

5 Schug, J., and Rankin, R. P., Obstetrics and
Gynecology, 1965, 25, 717.

Sleep Epilepsy

SIR,-The findings of Drs. F. B. Gibberd
and M. C. Bateson (25 May, p. 403) relative
to the incidence, time of occurrence, and
prognosis of sleep seizures are consistent
with our experiences reported in 1954.1 Our
findings, however, are in contradistinction
to their statement that "the age of onset in
idiopathic daytime epilepsy is nearly always
between 10 and 30 years." The most con-
mon age at onset in our group of more than
15,000 patients with idiopathic diurnal
epilepsy was from four to seven years, with
the highest incidence from five to six years.
After the Eeventh year of age the onset of
idiopathic epilepsy was distinctly less pre-
valent, though there was a moderate but
significant increase in the 11th and 12th
years. Also, in contrast to the authors' state-
ment that sleep seizures "tend to be sym-
tomatic rather more often than daytime
seizures," the incidence of symptomatic
seizures in our series of patients with sleep
epilepsy was considerably lower than that
in our patients whose attacks occurred only
diurnally.

The prime purpose of this communication
is to present our methods of treating sleep
seizures, with particular emphasis on the use
of dextroamnphetamine sulphate, since Drs.
Gibberd and Bateson did not discuss this
subject specifically but recommended that
"we should be cautious before using medica-
tion to suppress sleep seizures." We have
found that sleep epilepsy is frequently re-
sistant to the standard antiepileptic drugs
such as phenobarbitone, phenytoin, and
primidone; however, the following thera-
peutic regimens have proved effective in
some patients.
For early nocturnal seizures (tho:e which

occur soon after falling asleep) the patient
should initially be given the appropriate
dosage of phenobarbitone three times a day.
The first dose with lunch, the second with
supper, and the third at bedtime. If the
seizures should persist the second (supper)
dose should ibe increased by increments
of 32 mg, the first and third doses remaining
the same, until a satisfactory control of
seizures is attained or the limit of tolerance
is reached. For late nocturnal or early morn-
ing seizures (those which occur shortly before
the usual time of awakening or soon after
awakening) the patient should be treated
with phenobarbitone as above except that, if
the teizures should persist or recur, it is the
third (bedtime) dose that should be increased
in increments of 32 mg. If phenobarbitone
fails to control or appreciably reduce the
frequency of the patient's seizures it should
be gradually replaced by another major
motor (grand mal) antiepileptic agent, pre-
ferably primidone; phenytoin is our drug of
third choice for the treatment of sleep
epilepsy.
We are definitely convinced, however, that

the most efficacious drug for the control of
sleep seizures is dextroamphetamine sulphate
administered in a sustained release dosage
form (Spansule) at bedtime. We have ob-
tained very good and sometimes spectacular
results with the following dosage schedules.
For older children and adolescents we

institute dextroamphetamine therapy with a
5-mg Spansule taken at bedtime. If the
seizures recur we raise the dosage to 10 mg
and, if necessary, to 15 mg. For adults
therapy is inaugurated with a 15-ng dextro-
amphetamine Spansule taken at bedtime. If
this dosage proves ineffective we increase it
to 25 mg.
We emphasize that our experience with

the use of dextroamphetamine sulphate has
demonstrated that side effects are minimal.
Infomnia and anorexia, if present, generally
disappear within a week or two after the
initiation of therapy. In many of our patients
dextroamphetamine was prescribed during
childhood and continued for a period of
years without weight loss, retardation of
growth, or other significant side reactions,
and on termination of therapy no evidence
of s-erious withdrawal symptoms was noted.
For reasons that at present remain ob-

scure, adults rather than infants or very
young- children and ipatients with early
rather than late nocturnal seizures respond
better to dextroamphetamine therapy. In
addition, we are unable to explain the mech-
anifm of action of dextroanihetamine in
controlling sleep seizures; it may be due to:
(a) its anticonvulsant properties2-'; (b) dimin-
ution of the depth of sleep,5 particularly
stage IV; (c) reduction of rapid eye move-
nent sleep6; (d) increase in the proportion of

time ,pent in stages II and II sleep7; (e) a
combination of these effects; or (f) other
factors.-We are, etc.,

SAMUEL LIVINGSTON
LYDIA L. PAULI

Samuel Livingston Epilepsy Diagnostic and
Treatment Center,
Baltimore, Maryland

I Livingston, S., The Diagnosis and Treatment of
Convulsive Disorders in Children, pp. 125-127.
Springfield, Thomas, 1954.

2 Livingston, S., Kajdi, L., and Bridge, E. M.,
Yournal of Pediatrics, 1948, 32, 490.

3 Goodman, L. S., and Gilman, A., The Pharma-
cological Basis of Therapeutics, p. 518. New
York, Macmillan. 1955.

4 Preben, H., Ugeskrift for Laeger, 1958, 120, 1363.
5 Livingston, S., Comprehensive Management of

Epilepsy in Infancy, Childhood and Adolescence,
p. 99. Springfield, Thomas, 1972.

6 Anders, T. F., and Weinstein, P., Pediatrics,
1972, 50, 312.

7 Menkes, J. H., Pediatrics, 1974, 54, 952.

Alcoholism

SIR,-A sarnple census of alcoholics in the
Brighton Health District has been made
possible by the collaboration of my col-
leagues in general practice. This has resulted
in an estimated total of 800 alcoholics known
to their G.P.s in the Brighton and Hove
area. The figures, whiich are completely
anonymous, demonstrate that most are not
skid-row characters but are poor devils who
are trying to carry on a job or a home but
are in the straniglehold of alcohol. They and
their families do not need sermons, they
need the help which does not at present
exist.
Many potential patients in these circum-

stances do not consult their G.P.s My
colleagues and I are therefore convinced that
the figure of 800 for Brighton and Hove
is a gross underestimate and that many
more require support and redlamation.-I
am, etc.,

W. S. PARKER
District Community Physician,

Brighton Health District
Brighton

Practolol and the Eye
SIR,-I read with great interest the letter
of Mr. P. Wright (8 Jiune, p. 560). One of
my patients, a woman aged 62 years who
has been suffering from angina for five
years, has been taking practolol 400 mg a
day for 18 months. Recently she presented
to me compWliiing of pain, photophobia,
and difficulty in opening the eyes. I referred
her to an ophthalmologist who diagnosed
keratoconjunctivitis sicca. She 'had dryness
of the eye, and with rose Bengal there was
no corneal staining but oonjiunctival staining
with some filamrentous changes in the
conjunctiva and adhesions and obliteration of
the lower fornices (essential atrophy of the
conjunctiva). Practolol was stopped and she
was put on methyl cellulose drops and
Sofradex, with marked improvement. She
had no skin eruptions.-I am, etc.,

SIDDIG A. ISMAIL
Department of Cardiology,
Shaab Hospital,
Khartoum, Sudan

Progestogen-only Oral Contraception
and Ectopic Gestation

SIR,-iMr. J. Bonnar (16 February, p. 287)
and Mr. D. F. Hawkins (2 Mardh, p. 387)
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