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Antiemetics, Prolactin, and Breast Cancer

SIR,-The letters from Dr. H. W. C. Ward
(20 July, p. 169) and Dr. M. 0. Thorner and
others (17 August, p. 467) which rem-
mend that drugs raising the circulating
plasma prolactin level should not be given
to patients with breast cancer seem
premature. There is no evidence that pro-
lactin levels are raised in patients with
breast cancer,' nor that this hormone causes
an incease in the rate of growth of breast
cancer in human beings. In oertain animal
models prolactin does increase de rate of
growth of the tumour,2 but results obtained
with these models are not necessarily applic-
able to human disease.3 Attempts to control
the rate cf growth of breast cancer by
suppressing prolactin secretion have for the
most part been unsucces4Uul,5 and patients
on long-term phenothazine therapy do not
have a higher icidence of or death rate
from breast cancer.6 The association of
breast cancer with reserpine therapy has by
no means been established.7
For these reasons we doubt that the

evidence is at hand to justify predictions
about the effect of antiemetics on the growth
of breast cancers. The question may be
worthy of study by an appropriate trial to
conpare cydlizine with chlorpromazine.
Until evidence is at hand which relaes
directly to this question, however, it seems
iadvisable to discontinue a drg of proved
value with which we have had many years
of experience in favour of a dug whose
potential influence on cancer of the breast
in humans is totally unknown.-We are,
etc.,

PrEuP K. BONDY
TREVOR J. POWUS

Institute of Cancer Research,
Royal Marsden Hospital,
Sutton, Surrey
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Larrey and Debridement
SIR,-I am afraid that I must maintain that
the extracts I gave from Larrey which sum-
marized his principles of treatmnt of war
wounds are fair and accurate (14 September,
p. 686) and that Dr. R. G. Richardson's
letter (28 September, p. 806) ting oUt
that he excised dte bruised ges of wounds
of the face before suturing or ta he Out
away bits of tendons and musle stijn
out of wounds in no way weakens my thesis
that Larrey did not, and indeed could not
be expeoted to, praotise debridemnet as we
understand it today.

Modern debridement (the word has been
part of English surgical language long
enough to justify the dropping of the
French acute accent) was born in the first
world war out of the discovery tht the then
current antiseptic treatment of wounds was
useless in wounds resulting from modern
high eaplosives and that, to take the most
striking example, wide excision of dead and
dying muscle was necessary to prevenrt the
disastrous results of infecion by the
anaerobic bacteria of gas gangrene. French
surgeons naturally knew the origin and
traditional surgical meaning of the term;
British surgeons in general did not, but not
surprisingly tended to derive it from the
already anglicized "debris." This was a
fortunate error since the two derivations
together covered in one word both aspects
of modern surgical practice-incising to
relieve tension and the removal of tissue
debris serving as a potential culture medium
for bacteria.
Between the wars the principles of de-

bridement became somewhat obscured,
largely from a tendency to substitute the
term "excision." This, by stressing the act
of cutting away rather than what should be
out away, led to unneoessary sacrifice of
healthy tissue, particularly skin; it also led
to the idea that the object of the procedure
was the e=cisin not just of dead but of
potentially infeoted tissue, and from this
developed a variable but fallacious series of
rules limiting the procedure to certain time
intervals afaer the receipt of the wound.
The full surgical implication of the
principle were indeed not appreciated until
the antibiotic ere, when it was found that
even specific antibiotics might not deal with
infection in the presence of a focus of
necrotic tissue.
May I make two final point? The great-

ness of Larrey is beyond dite and is
in no way diminished by the recognition
that he was also a child of his time.
Secondly, though as a surgeon I have
queried one sentence, I read Dr. Richard-
son's book with great profit and pleasure.
-I am, etc.,

DAvm PATEY
Hythe, Kent

Effects of Posture on Limb Blood Flow
in Late Pregnancy

Snt,-We thank Professor J. W. Downing
and Mr. A. Singer (17 August, p. 470) for
their interest in our article (15 June, p. 587).
We are aware that se degree of oom-

pression of the lower aorta may ocur in the
suine subject in late pregnacy but feel
that the circulatory consequences are much
less than those of inferior vena caval
occlusion. The patients studied by Edcstein
and Me=' (who were all in labour) had
only mild reductions in emorl arterial
pessure in the supine position and it is
unlikely that a reduction of perfusio
pressure by this narns alone would lead to
the marked reductions in leg flow reported
by us.
Flow through a li during partial

venus ooclusion is reduced by a rise in
venous presure tit leads to a loered
perfusion of a venous
cclusin acuff will allow a further temporary

venous oodusion until the venous pressure
exceeds the ocdusive pressure exerted by
the cuff. When the venouw presure reaches

this point venous outflow will recommence,
further venous distension will cease, and no
further increase in volume will occur. This
state would be achieved more rpidly if
venoaus cempliance were less at these
pressures or if some venous congestion were
already present. In all our measurements an
iden,tical cuff inflation pressure was em-
ployed and it is thus most unlikely that
flow measurements would be affected by
alterations in venous compliance unless the
vokine-pressure relationship of the vessels
is markedly non-linear for pressures below
40 Hg. In the course of our experi-
ments, an increase in linb girth was often
evidnt when the patient nioved into the
supine position, but the rate of increase of
linb distension was as linear as that ob-
served in the lateral position.

It has been shown2 that substantial falls
in cardiac ourtput may occur in late preg-
nancy when the patient lies supine, and
large increases in femoral venous pressure
are found in this position. These falls in
cardiac output are uisually not aconhpanied
by evidence of increased sympathetic
activity, such as tachycardia. If cardiac out-
put and lower linm blood flow are reduced
pari passu, why is it necessary that a fall
in cardiac output should be acoompanied
by a reduction in blood flow to the upper
links, as Mr. Singer suggests?

In spite of our diferences with your
correspondents, we are pleased that we all
agree on the benefits of avoiding the supine
position, especially in operative obsretrics.
-We are, etc.,

G. B. DRUMMOND
D. B. ScorT

MARTINM. LEES

University Department of Anaesthetics,
Royal Infirmary,
Eiinburgh
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How Significant is Persistent S-T Segment
Depression?

SIR,-It has been accepted, perhaps too
readily, that S-T segment depression can be
used to allw a linear quantitative assess-
ment of -the severity of myocardial
jsXemia.1 However, this conoept has never
been proved and, because of this and also
the poor reproducibility of, such chans,
its use in the investigation of the efficacy
of autianginal agents was rejected by the
King's College Hospital report last year.2
The factors which pose to S-T
segment depression and its perpetuation in
susceptible anginal patients are Mil-
understood. Support for the rejection of the
use of this parameter in the quantitative
assessment of anginal patients is provided
by the following obvations.

Before coronary sinus catheterization and
femoral arterial samplig an anginal patient
was asyomstic and the modified Vs
E.C.G. record2 was normal (fig. la). The
onset of spontaneous, typal anginal
symptoms was paralleled by plne S-T
segment depression (fig. 1 b) and a complete
reversal of the normal myocardial lactate
extraction to -0-9 mg/100 ml, confirming
the presence of myocardial ichaemia.3
Sublinual tritririn (0(5 mg) was admini-
stered to relieve symptoms. Five minutes
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FIG. 1.
la-ter pane S-T segmient depres-sion was stil
evident (fig.ic) despite the prespence of
normial myocardial lactate extraction (+13
mg/100 m) at this time. It could be con-
sidered -that increased coronary arterial
perfusion resul-ted fromn the trinitrin therapy
and produced a wash-th-rough effect, thoereby'
preventing proper evalutiaon of myocardial
lactate extract-ion status. Howevetr, after a
further five-minute period spontaneous
angina recurred, with further plane S-T
segment depression (fig Id) and zero myo-
cardial lactate extraction. Five minutes after
a second trinitrin tablet had been given
s~nposwere relieved comipletely~and- thi's

was associated with norm-al myocardial
lactate extraction (+11- nig/ 100 ml) despite
the persistence of plane S-T segment de-
pression (fig. le). It was only after a furth-er
20 minute-s had elapsed, during which the
patient remained asymnptomatic w-ith normal
myocardial lactate extraction (+ 1-2 rig/ 100
ml), that the S-T segment regained its pree
vious-ly accepted normal J-,point position
(figd I) I am, etc.,

BRIAN LIVELEY
King's College Hospi-tal,
London S5 l
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Skin Reactions to Practolol

SIR,-As Drs. R. H. Felix and F. A. Ive
point out in their letter (11 May, p. 333), the
psoriasiform rash which appears to be asso-
ciated with practolol is quite charwteris '

and easily recognizable. It may be of interest
to note that the rash will sometimes be
superimposed on psoriasis itself, which is
such a cononn condition. In such cses
it is easy to be tardy in diagnosing the drug
rash since the picture suggests merely a
worsening of the psoriasis and may easily
be taken as a spontaneous oocurrence.

I have recently seen two patients, both
middle-aged women, who had been taking
practolol in standard doses for a matter of
a few weeks when the psoriasis became
much worse; there were no special features
in one case but in the other the worsening
was acute and she developed generaized
fiery erytheama with annular peeling and
involvemen,t of the palms, which had not
previously been affected. In both the
exacerbation cleared rapidly without drastic
measures within a week or two of the time
when the drug was stopped. Both patients

had previously had extensive but staible
psoriasis and there could be little doubt
that the episodes were precipita-ted by the
practolol.-I am, etc.,

C. M. RIDLEY
Department of Dermatology,
Elizabeth Garrett Anderson Hospital,
London N.W.1

E.C.T. and Cardiac Arrhythmia

SIR,-Dr. S.- M. Cannicott (31 August, p.
579) recommends routine 8-adrenergic
blockade for electric convulsion therapy.
"Sympathetic stimulation" is invoked as a
possible cause; I s-ubmit that para-
sympathetic overactivity, evident during a
convulsion, may be an alternative cause of
arrhythmia, despite premedication with
atropine.

Dr. Cannicott also finds standard anxio-
lytics contraindicated on account of their
anticonvulsant properties. Many patients are
already on tranquillizers and antidepressants,
and anaesthesia is frequently induoed with
a barbiturate, with no obvious inh-ibitory
effect on the induced convulsion.

Dr. Canniomtt may have demonstrated re-
duced pulse rates in his patients but he has
yet to show a reduced mortality rate;
,B-adrenergic blockade is not without its
own dangers, and sin-ce many patients sub-
mitted for EC.T. are already on mutiple-
drug regimens, th-ere May be further hazards
from interactions.

I suggest that there is no case for un-
necessarily complicating this very safe treat-
ment until such time as controlled trials
clearly demonstrate an improvement in the
mortality rate.-I am, etc.,

P. J. WARD
Flamstead, Herts

Malaria Transmission and Fetal Growth

SIR,-The article by Drs. J. D. Macgregor
and J. G. Avery (17 August, p. 433) prompts
me to make the following comments on
malaria and fetal growth.
When pregnant women living in endemic

malarial areas are unprotected by malarial
chemotherapy maternal Plasmodium falci-
parum infection causes maternal anaemia,1
phaental parasitization,2 and fetal growth
retardation,3 all of which are more marked
during fist pregnancies. So it is hardly
swprising that malarial eradiation in the
British Solomon Islands conferred a greater
benefit on the babies of primigravidae than
on those of multigravidae as judged by the
changes in mean birth weights.
Turning to the issue of fetal growth re-

tardation in malaria, one factor-namely,
placental pasitization-has hitherto been
put forward to explain it. But there is
evidence which strongly s that
maternal anaemia can also account for the
prevalence of low-birth-weight babies in
endemic malarial areas. In a study in
Nigeria' pregnant women who were initially
anaemic from a variety of causes (haemo-
globinopathies, malarial infection, folate de-
ficiency) were treated with antialarias,
folic acid, and iron tablets. Bblod trans-
fusion was given in some cases. After more
than six weeks' tranent the anaemia was
successfully corrected in one group of

women, and in these cases the maternal
packed cell volume (P.C.V.) was more thin
30% at the end of their pregnancies. In the
rest the P.C.V. was less than 30% when
the babies were born. When other factors
known to reduce fetal birth weight were
excluded it was found that the incidence of
snall4or-dates babies differed significantly
in the two groups. It was 35% in the non-
anaemnic group compared with 53% in the
anaeniic group, and in the latter a good
correlation was found between maternal
haematocrit and fetal birth weiaht. The re-
lationship was such that a 2% drop in
maternal haematocrit reduced fetal birth
weight by about 100 g.
The point that maternal anaemia is asso-

ciated with fetal growth retardation has
therefore been made, but it requires con-
firmation. The malaria eradication pro-
grasmue referred to by Drs. Macgregor and
Avery provides an excellent opportunity to
do this. For this reason it would be of
interest to know what the maternal haemo-
globin (or P.CV.) levels were at the end of
pregnancy before and after malaria eradica-
tion.-I am, etc.,

K. A. HARRISON

Department of Obste:rics and Gynaecology,
Ahmadu Bello University Hospital,
Zaria,
Nigeria
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Schistosomiasis and Irrigation

SIR,-One of tbe third world's principa
health problems and one which seems to
present the medical profession working in
affected countries with well-nigh insolube
problems is that posed by schistosomiasis.

In Africa and ti-e Americas and in parts
of Asia the most iniorant source of dis-
semination of schistosomiasis res ,s from
the increasing use of irrigation and is there-
fore man-made. The intermediate snail hot
will not, as far as I am aware, breed in
pipes and I have been surprised to note
that the possibilities of carrying irrigation
water in .this way has received very little
comment from the medical profession in af-
fected countries. Such a system uses only
a fraction of the land occupied by an open
ditch system and therefore more land can
be cultivated; it saves water in areas where
there may be a scarcity of this cnnodity
and enables water to be carried to the exact
place where it is needed in the exat amount
and for the exact time required for a par-
tiular crp. Loss by evporation or per-
meation is avoided, man-wter cotact is
reduoed practically to zero, and the risk of
infection correspondingly reduced.
While installation costs are certainly

higher than for open ditch irrigation, this
is in part offset by savings on cluivatable
land, water used, routine ontrol measures,
and medical srvices, as well as by incrased
individual productivity. When an irrtion
system is installed it is intended to be a
project lasting for some centuries, and it
would be right and proper, therefore, to
spend more on the capital ouday in order
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