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Childhood poisoning: prevention and first-aid management
Recently a professional man brought his two children to
hospital with salicylate poisoning. He and his wife were upset,
not by the poisoning but because they had tried to teach the
elder boy (aged 3) never to take any tablets out of a bottle. So
much had they trusted him that they had knowingly left the
aspirin bottle by his bedside. This episode illustrates many
points relevant to childhood poisoning: toddlers are usually
affected, parents often have unrealistic expectations of their
children's behaviour, the poisoning is often not serious but
nevertheless produces a lot of anxiety in most cases, and,
finally, prevention is better than cure.
The move towards prevention is slowly gathering momen-

tum. The increase in admissions from poisoning from 6610 in
1960 to 13 270 in 1964 was noted by the Hill Committee,'
which suggested that especially where children were concerned
prevention "deserves further urgent consideration by the
Central Health Departments." Further pressure by both
paediatric and pharmaceutical bodies led to the establishment
of a BSI Committee, which in 1973 produced a draft for
development for both reclosable and non-reclosable packages2
-child resistant containers (CRCs) and strip or blister packs.
American test procedures were closely followed, with children
used as testers, but a year later the Medicines Commission3opted
instead for a wider use of strip packs. Representations against
this decision were again made by medical and pharmaceutical
bodies and by the packaging industry: at least three firms were
already making CRCs under licence from the USA, and a
change over to strip packs would cause considerable delay as
well as extra cost.4 As a result the DHSS has agreed to the use
of CRCs and to use the BSI test procedure. Regulations will
ensure that from January 1976 all aspirin or paracetamol sold
for use by children will have to be in child resistant packaging.
A year later this will apply to all aspirin and paracetamol
preparations, and later to other potentially harmful drugs.5
Not all poisonings can be prevented, however, and much

thought has been given to the initial treatment of the poisoned
child. The stomach tube should now be a thing of the past.
The procedure is terrifying for the child and consequently
upsetting for the nurses carrying it out, potentially dangerous,
and above all relatively ineffective. The only indication for its
use is in the unconscious child, who must have a cuffed
endotracheal tube in situ to prevent inhalation. Emptying the
stomach by any means is contraindicated in children known to
have taken petroleum products or corrosives.
The initial treatment of choice is undoubtedly by inducing
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vomiting, and syrup of ipecacuanha is generally accepted as
both effective and safe.6-10 This view was recently upheld in a
comprehensive review from Australia1" of the various methods
available. The syrup is given in a dose of 15 ml followed by
200 ml of fluid; children take it quite readily. Reports of its
effectiveness in inducing emesis vary7 9 from 88% to 98%
and the average time from administration to emesis is under 20
minutes. Assessments of its effectiveness in removing the
ingested substance are more difficult to make. Experiments on
dogs are unreliable because of the variable effect of the drug in
that animal.12 Nevertheless, Boxer1' compared gastric lavage
followed by ipecacuanha-induced vomiting with induced
vomiting followed by gastric lavage, and showed that the
induced vomiting was more effective than the gastric lavage.
Other methods ofinducing vomiting include apomorphine and
copper sulphate,'4 neither of which have become popular in
Britain. The former is not as safe as syrup of ipecacuanhall
and the latter, though effective in producing vomiting, has a
potential drawback in that at least some of the copper is
absorbed.'5 Salt solution'6 is potentially dangerous as well as
relatively ineffective.'7
A final question is whether syrup of ipecacuanha is safe and

satisfactory as a first-aid measure outside hospital. Un-
doubtedly there are advantages in inducing vomiting as early
as possible, and in areas where distances from hospital may be
considerable there is no reason why it should not be kept in
the house and given by the parents. This is recommended in
the USA by Shirkey8 and in Australia by Hurst," though
Alpert'8 found it difficult to get parents' co-operation in
keeping a small bottle in their homes. In industrial areas of
Britain it is probably less important. Sibert'9 has shown how
many poisonings occur at times of family stress, and Calnan20
goes so far as to say that mothers over-react at such times. In
these circumstances it can well be imagined that many mothers
will be confused and give ipecacuanha to a child who has
swallowed paraffin or would forget how much to give or even
to give it at all. But no matter where the accident may have
happened, it is justifiable to induce vomiting as soon as
practicable, and those likely to be asked for advice by a parent,
whether doctor, nurse, health visitor, or ambulance man,
should keep syrup ofipecacuanha in their first-aid kit and should
know how to use it.

Ministry of Health and Scottish Home and Health Department, Hospital
Treatment of Acute Poisoning. London, HMSO, 1968.
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English for overseas doctors
While the medical profession contemplates the language prob-
lems of overseas doctors and the high failure rate in the new
TRAB examination for would-be practitioners from abroad,
it is good to know that help is at hand from another pro-
fession. Many universities, polytechnics, and colleges of fur-
ther education in Britain have departments that specialise in
teaching English as a foreign language. With English more in
demand as a second language than any other in the world these
institutions are gradually transforming their language lessons,
using techniques based on the scientific observation and record-
ing of how language is actually used and learned. They are
now beginning to turn their attention to the special problems
of foreign workers in medicine.
At Lancaster University a team led by Christopher Candlin

ofthe department of linguistics has completed a study of about
2000 consultations in the casualty departments of 18 hospitals.
Analysing the language used in these consultations has helped
the team develop teaching methods which have already been
successfully used on a pilot course for overseas doctors in
South London. The team presented their material at a recent
conference on "Breaking the language barrier," held at the
King's Fund Centre, which already helps with courses for
foreign ancillary staff in British hospitals.

There are none of the turgid grammatical exercises or
translation passages which used to glut language textbooks.
The emphasis is on spoken English-on spoken lay English.
Patients depicted in the lessons use real-life language like:
"Well you know I kind of fell doctor, well not exactly fell. . ."
Some of the examples seem uncannily naturalistic, as if Pinter
had replaced Milton as a model for discourse. But this is
surely right, if stories about foreign doctors correcting their
cockney patients' English are ever to become obsolete.

Doctors are discouraged from speaking the arrogant
gobbledegook of research papers, a practice familiar enough
among medical natives of Britain. Exercises require medically
qualified language students to explain to lay teachers the
meaning of terms such as "intramuscular tetracycline." Much
work is devoted to the subtle tricks of vocabulary, syntax, and
intonation by which we indicate sympathy, reassurance, or
optimism. A successful graduate of the course would know

why "Could you just take off your shirt, please" is preferable
to "Take off your shirt."
Though discussion at the King's Fund Centre was neces-

sarily limited to the language problems ofone group of doctors,
the edges of this topic shaded off into vaster problems of
doctor-patient relationships, sociology, and semantics. Never-
theless, even within its small area the discussion raised so many
issues that another conference is likely to be held soon. One
familiar difficulty faced by the people who arrange language
courses is that commonly overseas doctors do not recognise
their own language deficiencies when these are evident to
colleagues and patients. Even if they do, they are unlikely to
find time or official encouragement to attend a course. While
there is no shortage of enthusiasm and skill-or at least the
willingness to learn the special skill of teaching medical
English-among the teachers who could make our overseas
doctors fluent, there seems to be a notable lack of initiative
among the institutions which could provide students and help
to finance courses. Some local education authorities already
provide heavily subsidised courses in specialised types of
English; most would be prepared to do so if a clientele could
be guaranteed.

Doctors who are worried about a problem which has recently
attracted-and deserved-so much publicity should find out
whether English language training is available in their dis-
tricts. They should encourage colleagues and their j uniors to
attend courses when this is obviously necessary. They should
consider organising courses for overseas graduates in their
specialties in conj unction with trained language teachers (this
has already been done at the Royal College of General Prac-
titioners). There may soon be an urgent need for centralised
language training schemes for overseas doctors, and it would
be sensible for the medical authorities to enlist the help of
linguistic specialists sooner rather than later.

More on liver tumours
and the pill

An association between hepatic neoplasia and the contra-
ceptive pill was first suggested in 1973 by Baum et al,l who
described seven women with benign adenomata; since then
at least 46 similar cases have been recorded.2 Most of these
have been in women who had been taking oral contraceptives
for over two years, but in a few cases exposure had been for
less than six months. The tumours are usually solitary, but
in one patient two separate foci were present.3 The variable
histological appearances of these tumours and the difficulties
in terminology have recently been discussed in detail by
Sherlock,2 who emphasised their prominent vascularity,
which may amount to so-called peliosis hepatis-large blood
spaces without an endothelial lining. Not surprisingly, there-
fore, about two-thirds of these tumours first presented with
acute intraperitoneal haemorrhage; in others the leading
clinical feature has been right upper quadrant abdominal
pain or a palpable mass. The diagnosis may be strongly sus-
pected before laparotomy from the arteriographic appear-
ances.' Liver scanning will usually show a filling defect if
the diameter of the tumour is over 2 cm, but while this has
great value as a screening test it does not help with the differen-
tial diagnosis. The results of liver function tests are usually
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