
718 BRITISH MEDICAL JOURNAL 21 DECEMBER 1974

rigid apparatus. There are, of course,
occasions when it is unsafe, or impossible, to
intubate and bronchoscopy can then be per-
formed only with the fibrescope, but these
are very rare. To use it alone is to deny
oneself the full potential of bronchoseopy.

Furthermore, the definite limitations and
disadvantages should particularly be stressed
because they are often glossed over. (1) The
view is inferior (but adequate in most cases).
It is very easily obscured. (2) There is no
"feel," which may be very important in
assessing rigidity of the bronchial tree.
(3) Foreign body removal is very limited.
(4) Without a rigid tube in place facilities
for resuscitation, if necessary, are danger-
ously inadequate. (5) Most important, the
control of the rare profuse haemorrhage
will prove impossible: vision is rapidly
obscured, packing cannot be carried out,
and finally the re-discovery of the bleeding
point through a rigid tube will either not be
possible or not achieved in time.
For those using the nasal route under

topical analgesia there are the additional
occasional problems of sensitivity to the
anaesthetic agent, epistaxis, or great diffi-
culty in removing the instrument if it gets
caught in the nasal passages. This route
seems to us fundamentally unsound when
the oral route, via a tube and under general
anaesthesia with oxygen ventilation, is not
only much pleasanter but safer for the
patient. This particularly applies to the
severe bronchitic, whose blood gases can be
so easily and dangerously deranged.
The flexible bronchofibrescope should be

accepted for what it is: an invaluable addi-
tional telescope allowing more distal visual-
ization of the bronchial tree. Ideally it
should be used as such only through a rigid
tube under general anaesthesia, but many
physicians and internists can perform
bronchoscopy only with the fibrescope alone
-in many hospitals access to operating
theatres is allowed only to surgeons and the
expense of a general anaesthetic may not be
acceptable to vrivate patients. Tihere is thus
a real temptation to treat bronchofibreoscopy
as an "office" procedure, away from adequate
resuscitation facilities, so creating a poten-
tially hazardous situation.

Let us then, rather sadly, face the fact
that the army of lone bronchofibreoscopists
will continue to grow; the procedure is often
convenien,t administratively and, in private
practice, it is lucrative. The operators should
realize, however, the linitations, dis-
advantages, and potential dangers that exist
and practise this technique only if nothing
better can be offered.-We are, etc.,

PETER STRADLING
GRAHAM POOLE

Division of Respiratory Medicine.
Royal Postgraduate Medical School.
Hammersmith Hospital,
London W.12

SIR,-Dr. I. W. B. Grant makes some sound
points in his assault on amateur fibreoptic
bronchoscopists (23 November, p. 464). We
imagine that few bronchoscopists fully
trained in the use of both conventional and
fibreoptic instruments would disagree with
him that the conventional instrument pro-
vides better views, better biopsies, and better
suction, and that the only real advantage of
the fibreoptic instrument in the anaesthetized
patient is the facility to detect a few more

distally sited tumours. Furthermore, as Dr.
Grant observes, the rigid instrument alone
permits assisted ventilation and the removal
of foreign bodies.

His case for confining the use of the fibre-
optic instrument to fully trained conven-
tional bronchoscopists using general anaes-
thesia is less easy to follow. While fibreoptic
bronchoscopy may be unsuitable or unsafe
in some patients, this is not so in many;
and, while it may be less satisfactory in
some ways, it may still be adequate,
irrespective of the operator's experience with
a conventional bronchoscope. We concede
that fibreoptic examination under a local
anaesthetic is not always "undisturbing" to
the patient, but we could hardly describe it
as "barbarous." It saves the patient a general
anaesthetic and in some cases the need for
formal admission to hospital, and it frees the
anaesthetist and theatre (and in many cases
the thoracic surgical team as well) for other
activities. Thus from the economic point
of view the £3,500 fibreoptic instrument
could prove a good investment.
We are enthusiastic amateur fibreoptic

bronchoscopists. With the assistance of one
nurse and the use of local anaesthesia we
have, over the past six months, made
approximately 100 examinations using,
generally, a transnasal approach in the
sitting patient. Relatively fit patients are ex-
amined in a clinical room adjoining the chest
ward, with standard resuscitation facilities
kept immediately available. Whenever we
consider there is a risk of respiratory em-
barrassment the examination is performed
in the inftensive therapy unit, where conven-
tional bronchoscopy may be carried out if
necessary. We have found this arrangement
both safe and convenient and our patients
have not been unduly distressed. We do not
pretend we can achieve as much as a con-
ventional bronchoscopist and an anaesthetist
in an operating theatre, and some 10-20%
of our patients are left requiring further
examination by the rigid bronchoscopy team.
We do, however, feel that we provide a
useful service for the remaining 80-90%.
We believe the potential demand for

diagnostic bronchoscopy is much greater
than can be met at present by conventional
bronchoscopy under general anaesthesia and
we hope that other amateur fibreoptic
bronchoscopists will not be discouraged
from taking up this "screening" role simply
because it is impracticable for them to be
trained with a conventional bronchoscope as
well. The future might then allow enthusi-
astic professional fibreoptic bronchoscopists
to answer Dr. Grant's criticisms more ably.
-We are, etc.,

D. J. HENDRICK
J. COWIE

Che-t Denartment.
fhii-hMl Hospital/Radcliffe Infirmary,
Oxford

Full View of the Road

SIR,-Mr. M. Ruben (23 November, p. 467)
has raised one or two interesting points in
connexion with my article (19 October, p.
149). The last thing one wants to do is to
panic anybody, but his own comment em-
phasizes how easy it is to misunderstand
the situation. All the experts who have
worked on the transmission factors of con-
tact lenses stress that if they are tinted such
tints ought to be minimal if they are worn

for night driving. A simple calculation shows
that Mr. Ruben's defence of light tints
could lead to complacency-for example, if
a windscreen or motor cyclist's visor trans-
mits only 85%/,, of the incident light and the
same is true of contact lenses, then the
amount of light entering the driver's eye is
reduced to 72%, which could be hazardous.

In my article I stressed the importance
of windscreens offering mechanical protec-
tion, a point Mr. Ruben appears to have
overlooked. I also said that "all trans-
parent screens-windscreens, visors, spectacle
glasses, and contact lenses-used at night
should be clear, and that any light filtering
required during daylight should be provided
by accessory but removable means." If the
intelligent reader fails to include sunglasses
and Polaroid in this all-embracing list then
I fail to see what more forceful expression
can bring it home to him.
The monochromatic light mentioned by

Mr. Ruben is just as unobtainable on the
road as are optically perfect windscreens.
Like Mr. Ruben, I used to think that blue-
free light entering the eye would be an
advantage in mist or fog at night. However,
all the existing evidence shows that our
views are mistaken, probably because, as in
the case of fogless darkness, any reduction
of light reduces visual capacity and this
outweighs the benefits one might. expect if
light scatter were reduced.-I am, etc.,

R. A. WEALE
Denartment of Visual Science,
Institute of Ophthalmology,
London W.C.1

Uticillin

SIR,--While I concur with some of your
correspondents' arguments (9 November, p.
344), and particularly those pertaining to
inadequate information in advertisements and
the use of carfecillin (Uticillin) discs, it is
important not to let emotion override reason.

In the general practice situation where
pseudomonas infections are rare it is not
likely that the widespread use of carfecillin
will increase their frequency. This assertion
is made on the basis that such organisms
are already inherently resistant to ampicillin,
an antibiotic very widely used for a number
of years. It must also be remembered that
resistance to carbenicillin and to ampicillin is
frequently mediated by the same R-factor,
both drugs being susceptible to destruction
by /3-lactamase coded by the commonly
occurring ampicillin-resistance R-factor
found in many enterobacteria. Thus if con-
trol of the carbenicillin-resistant R-factor is
desired it would seem logical to lim,it the use
of ampicillin as well.
The position is obviously different in hos-

pitals, where pseudomonas infections are
more common, often being confined largely
to specific units. Here the excessive use of
carfecillin could well increase the frequency
of carbenicillin - resistant pseudomonas
strains, just as carbenicillin itself has done,
and as ampicillin usage has tended to select
carbenicillin - sensitive or carbenicillin-
resistant strains.
An important point not mentioned so far

is that of cost, a course of carfecillin being
about three times more expensive than one
of ampicillin. This alone might limit the use
of carfecillin for infections sensitive to
cheaper drugs. However, amid this flutter of
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criticism it would be a shame to miss seeing
the unique niche this drug has in the treat-
ment of urinary infections by organisms
previously only susceptible to intramuscular
therapy. We were fortunate in having some
of the earliest clinical trial material of
carfecillin and were therefore able to witness
a number of occasions when its use cured
urinary infections which would previously
have been treated with a parenteral anti-
biotic. In particular, the life of a middle-
aged paraphegic was transformed by carfe-
cillin. Previously he had been subject to
repeated febrile episodes with malaise and
sweating accompanied by the isolation of a
Pseudomonas aeruginosa from the urine and
treated by admission to hospital and intra-
muscular therapy. Though no antibiotic
(including carfecillin) ever cleared his urinary
tract of infection permanently, a course of
carfecillin started at the onset of a febrile
episode controlled it quickly, enabling him
to remain at home. Eventually confidence in
the therapy enabled him to take a holiday,
his first since the onset of his illness two
years previously.-I am, etc.,

D. S. REEVES
Department of Pathology,
Southmead Genera! Hospital,
Westbury-on-Trym,
Bristol

Skin Reactions to Beta-blockers

SIR,-I was interested to read the comments
of Dr. J. B. Cumberbatch (30 November, p.
528) on an apparent reaction to oxprenolol.
For the sake of accuracy, however, I

should make it clear that in my letter of 26
October (p. 229) I did not intend to imply
that the reactions to practolol I noted were
in fact "exacerbations of psoriasis," though
they appeared at first sight to be so. As I
pointed out in the earlier part of my letter,
by virtue of its psoriasiform appearance a
practolol rash may be missed when super-
imposed upon the psoriasis and mistakenly
thought to be an exacerbation of the
psoriasis.-I am, etc.,

C. M. RIDLEY
Department of Dermatoloey.
Elizabeth Garrett Anderson Hosp-tal,
London N.W.1

Medical Nemesis

SIR,-Congratulations on your thought-
provoking leading article (7 December, p.
548) and the three well-written reviews
under the same title about Ivan Illich's
book' (7 December, p. 573).

I was reading them last night and half
listening to Michael Parkinson's second
interview with Muhammnad Ali, which my
wife had on the television. The vocal boxer
was just comnmenting that he did not feel
criticism came well about fighter's tech-
niques from those who had never been in a
boxing ring-and thinking back to my
memories of schoolboy boxing three-round
bouts I agreed with him. But also I felt that
similar views were being expressed by your
three reviewers in their own way about the
criticisfms of medical practice levied by Ivan
Illich.

Like your reviewers I feel that the "in-
satiable and ill-informed" demand for much
of modern medicine is from those outside
the medical profession rather than from

those practising it. It is too often the
politicians and academric sociologists who
"shout from the rooftops appropriately
festooned with television aerials the benefits
and breakthroughs of modem technology."
-I am, etc.,

COLIN R. PORTEOUS
Ormskirk, Lancs

I Illich, I., Medical Nemesis. London, Calder and
Boyars, 1974.

Acute Calf Swelling

SIR,-We were interested to note the new
physical sign of calf haematoma described by
Dr. D. A. Tibbutt and Mr. A. J. Gunning
(26 October, p. 204). In discussing the prob-
lem the authors do not mention another
cause of acute calf swelling which may mimic
deep venous thrombosis and if incorrectly
treated can produce calf haematoma.

Acute synovial rupture of the knee joint
with leakage of synovial fluid into the tissues
of the calf can resemble the symptoms and
signs of deep venous thrombosis very
closely.' It occurs in patients with a previous
history of knee arthritis and effusion when
the joint is subjected to a sudden or pro-
longed increase in pressure such as on rising
from a kneeling position.2 Distinction from
a deep venous thrombosis is usually possible
if an arthrogram is performed shortly after
the event. The patient should be exercised
in the standing position and contrast medium
will then be seen to pass down into the calf.
Incorrect treatment of this condition with
anticoagulants can produce a persistent calf
haematoma.3
The condition is not uncommon in depart-

ments of rheumatology, and Jayson et al.
have described 20 patients seen over a period
of 18 months.2 We have seen 10 patients
with acute synovial rupture in one year in
our department attached to a district general
hospital. Like other authors4 we feel the
condition of acute synovial rupture of the
knee joint producing acute calf swelling is
underdiagnosed. It is not well documented
in the general medical literature and merits
consideration in a patient with a previous
history of knee effusion who presents with
acute calf swelling.-We are, etc.,

B. THALAYASINGAM
A. J. SWANNELL

S. A. JAMES
Department of Physical Medicine,
City Hospital,
Nottingham

1 Dixon, A. St. J., and Grant, C., Lancet, 1964,
1, 742.

2 Jayson, M. I. V., et al., Annals of Physical
Medicine, 1969, 10, 175.

3 Tait, G. B. W., Bach, F., and Dixon, A St. J.,
Annals of the Rheumatic Diseases, 1965, 24, 273.

4 Hughes, G. R., and Pridie. R. B., Proceedings of
the Royal Society of Medicine, 1970, 63, 587.

Lorazepam Poisoning

SIR,-Lorazepam (Ativan) is a new member
of the benzodiazepine group of tranquillizers
which is not yet widely prescribed. We re-
cord the case of a child with moderate over-
dosage of this drug which produced sur-
prisingly severe effects.
A 6-year-old boy ingested some of his mother's

individually foil-wrapped 1-mg lorazepam tablets
and presented at hospital two hours later with
drowsiness and ataxia. The maximum possible

dosage ingested appeared to be 30 mg and was
probably considerably less. Careful questioning of
the mother excluded the concurrent ingestion of
any other drug and positively identified the tablets
taken as lorazepam. Gastric lavage was carried out
and no tablets were recovered from the washings.
The child was admitted for observation. On
examination he was drowsy but responded
maximally to minimal stimuli. His pulse and blood
pressure were normal but he was demonstrably
ataxic. No other abnormality was present. About
four hours after the self-poisoning episode the
child became manifestly hallucinated, reaching out
at invisible objects, grasping them, examining them,
and chattering incoherently. We were unable to
establish the nature of these hallucinatory objects.
This behaviour continued intermittently for nine
hours and examination on several occasions
confirmed the movements to be purposeful and
related to the hallucinated state rather than to
extra-pyramidal dysfunction. The central nervous
system was otherwise normal on examination,
apart from generalized hyper-reflexia, and the
plantar reflexes remained flexor throughout. After
27 hours the child appeared bright and alert, there
were no abnormal neurological signs, and he was
discharged.
We have been unable to find any other

recorded case of lorazepam overdosage in
children. The fatal dose in an adult is
thought to be around 1-85 g. Known
side effects of overdosage are drowsiness
and stupor. Hallucinations are a recognized
complication of overdosage with diazepam, a
more widely used member of the benzodia-
zepam group. On a body weight basis the
fatal dose for a child of this age would be
between 500 and 600 mg. It was therefore
surprising to find severe toxic signs with
marked hallucination in an otherwise healthy
child at a fraction of that dosage. Clinicians
should therefore be alert to the potential cen-
tral nervous system toxicity of this drug in
children with even mild to moderate de-
grees of overdosage.-We are, etc.,

D. I. JEFFREY
M. F. WHITFIELD

Leith Hospital.
Edinburgh

The Roseolar Reaction

SIR,-Your leading article on fourth, fifth,
and sixth diseases (23 November, p. 429)
offers no information about the aetiology of
the last of these, exanthem subitum or
roseola infantum.

In 19661 and 19692 I published my
hypothesis that this is not an infection sui
generis due to one particular pathogen but
a slow febrile immunizing reaction against
many different, mainly intestinal rather than
respiratory, viruses. Perhaps for this reason
roseolar rashes are commonest in summer
and autumn. The fast febrile immunizing
reaction or "one-spike" fever is, as its name
implies, all over in 24-36 hours; the roseolar
reaction takes three or four days from onset
to rash. Family doctors are usually called not
for the illness but for the rash, sometimes
ascribed to teething or possibly rubella. The
rash consists of small pink macules sur-
rounded by a pale areola; this bird's eye
effect becomes more obvious as the skin
cools after the child is uncovered.

In family studies I have seen a 13-month-
old baby develop a roseolar reaction while
her sister aged 2' years suffered only a
"one-spike" fever; from each Coxsackie A6
virus was isolated. Two other children have
each had two separate roseolar rashes, two
months and 13 months apart respectively. A
mother was ill with fever and meningism;
Coxsackie B2 virus was isolated from her
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