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Salt overdosage

SIR,-Having very recently published an
account of two fatalities due to saline
emetics,1 we read Dr R C M McGouran's
report of a further case with partial recovery
of brain damage due to hypernatraemia with
interest (15 November, p 386). Other ex-
amples of recovery have been recorded by
Capper2 and by Schatz.3
Now that this serious complication is

proved, the administration of salt emetics
should always be followed by early and re-
peated estimation of the plasma electrolytes
so that appropriate treatment of hyperna-
tremia may be instituted in time to avert
brain damage. First-aid manuals and medical
textbooks sihould reconsider the advisability
of recommending salt emesis without warn-
ing about the dangers of overdosage.4 We
suspect that in the past neurological de-
terioration and death have mistakenly been
attributed to the ingested poison for which
the salt was administered when hyper-
natremia was the true cause.
The close resemblance between some

hypernatremic brains and anoxic-ischaemic
brain damage has doubtless contributed to
failure to recognise this important syndrome
at necropsy. From our experience we would
not subscribe fully to Dr McGouran's rather
mechanistic theory of the pathology of the
brain damage. Bleeding is not an invariable
feature and the changes are more likely to
be explicable on a molecular basis than

attributable solely to simple shearing stresses
upon the vessels.

R A GOODBODY
J E MIDDLETON
T R GAMLEN

Division of Clinical Pathology,
Southampton General Hospital,
Southampton

I Goodbody, R A, Middleton, J E, and Gamlen,
T R, Medicine, Science, and the Law, 1975,
15, 261.

2 Capper, J, St Bartholomew's Hospital Yournal,
1975, 79, 365.

:3 Schatz, W J, Medical Record, 1937, 145, 487.
I Black's Medical Dictionary, 29th edn, p 309.

London, Black, 1971.

SIR,-In his case report (15 November, p
386) of the management of an adult with salt
overdosage Dr R C M McGouran states that
his patient was treated with "frusemide and
dextrose given as fast as possible by intra-
venous infusion." In recent years we have
learnt much about the safest way to treat
hypernatremia in paediatric practise. Several
studies have shown that slow rehydration
with a po!yionic solution (usually dextrose in
0180/ saline) is associated with a far lower
incidence of convulsions during treatment,
irrespective of the severity of the hyper-
natremia.1 2 I cannot see how the situation
can be so different in an adult and suggest
that the generalised convulsions w,hidh began
during treatment and were uncontrollable in

Dr McGouran's patient may have resulted
from cerebral oedema due to too rapid re-
duction in serum sodium.

CAROL FITZPATRICK
Department of Paediatrics,
Trinity College,
Dublin

1 Banister, A, Matin-Siddiqi, S A, and Hatcher,
G W, Archives of Disease in Childhood, 1975,
50, 179.

2 Bruck, E, Abal, G, and Aceto, T, American
Yournal of Diseases of Children, 1968, 115, 281.

Biopsy of nasopharynx as staging procedure
in Hodgkin's disease

SIR,-The remarkable progress that has been
achieved during the past decade in the treat-
ment of Hodgkin's disease is partly due to,
the introduction of new methods for charting
the extent of the disease before the beginning
of treatment.
Most patients with Hodgkin's disease pre-

sent with cervical lymphadenopathy. The
nodes in the neck drain, among other struc-
tures, the nasopharynx. But the occurrence
of nasopharyngeal involvement in Hodgkin's
disease has been reported only in individual
cases.

During the past six years 76 new patients
with Hodgkin's disease underwent a detailed
prospective ear, nose, and throat examina-
tion, which in 45 cases included a biopsy of
the nasopharyngeal mucosa. The main reason
for not performing a biopsy in 31 was a
normal finding at the ENT examination.
Seven out of the 45 biopsied patients proved
to have abnormal microscopic findings in the
nasopharynx, four having clearcut Hodgkin's
disease and three abnormal changes sug-
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gestive but not conclusive of Hodgkin's
disease. In the remaining 38 the biopsy was
quite normal. Only one of the seven patients
with abnormal microscopic findings had local
ENT symptoms. In two of the seven the
ENT examination revealed nothing ab-
normal macroscopically, whereas the remain-
ing five showed different findings such as
swollen or adenoid-like mucosa, granulated
mucosa, or, in one patient, a tumour-like
lesion. Such changes were also seen in 11
of the 38 patients with negative biopsy of
the nasopharynx. Two of the patients with
abnormal biopsy had no cervical lympha-
denopatthy.

It was not possible in the present series
to identify the patients with an abnormal
microscopic finding in the nasopharynx from
the histological type in the diagnostic lymph-
node biopsy, stage of disease, presence or
absence of ENT symptoms or signs, or
general presentation of the disease.
The surprisingly high incidence of ab-

normal microscopic findings in the naso-
pharynx (7/45= 16') in patients with mainly
early Hodgkin's disease needs to be verified.
If the figure proves to be representative for
such involvement, then detailed ENT ex-
amination, including a generous biopsy of
the nasopharynx, may well be recommended
as part of the staging procedures in
Hodgkin's disease.

ANDERS BIORKLUND
EVA CAVALLIN-STAHL
TORSTEN LANDBERG

LARS GORAN LINDBERG
MANS AKERMAN

Departments of Otorhinolaryngology, Radiotherapy,
Cytodiagnostics, and Pathology,

University Hospital,
Lund, Sweden

Early thymectomy for myasthenia gravis

SIR,-Mr M J Lange's letter (1 November,
p 284) is salutary. He has provided one
example of the occurrence of mediastinal
ectopic thymic tissue. It profits the surgeon
to be reminded that the value of thymectomy
in the management of myasthenia cannot be
accurately assessed without an analysis of the
incidence, site, and possible activity of
ectopic or residual thymic tissue.

Incidence and site are well documented. Rieffel
and LeMeel recorded ectopic thymic nodules in
20°, of patients. These nodules were found most
commonly in the neck, and in this site the majority
lay posterior to the thyroid gland, occasionally
extending to its superior pole and rarely to the base
of the skull. Gilmour2 3 confirmed and extended
these observations. His exhaustive studies clarified
the complex and closely related embryonic deriva-
tion of both thymus and parathyroid glands. In
21 oO of patients he demonstrated an additional
thymic lobule, derived from the fourth branchial
pouch, sited posterior to the thyroid gland or
occasionally embedded within it. Similarly para-
thyroid glands or tumours may be embedded
within the thymus. (Thus removal of the thymus
via the transcervical incision at the time of an
apparently negative neck exploration for para-
thyroid tumour almost always renders a subsequent
mediastinal exploration unnecessary.) This is
indisputable evidence that most ectopic thymic
tissue occurs in the neck, more particularly in rela-
tion to the thyroid gland, and is more certainly
seen and removed by the transcervical approach.
In addition, this approach provides a clear view of
adjacent mediastinal fatty tissue, though hilar fat
could escape detection.
The question of regenerating functional thymus

tissue following thymectomy is equally interesting.

However, evidence for regeneration of thymic
tissue is scanty and indirect. Joseph and Johns4
reported two cases in which large thymic lobes
were found many years after alleged total excision
of the thymus for myasthenia. Fershstand and
Shaw5 recorded seven cases of residual ectopic
thymus following thymectomy for thymoma. Are
these examples of true regeneration or of hyper-
trophy of missed ectopic nodules or simply of
missed lobes ?

Perhaps the answer to the issue raised by
Mr Lange lies in the fact that results after
transcervical and transsternal thymectomy
over eight years' follow-up are similar. The
statistical significance is not yet proved but
the trend favours the transcervical approach.'
There is unfortunately no information con-
cerning thymic remnants in patients who do
not remit following thymectomy. It is of
interest that the postthymectomy remission
rate after eight years' follow-up is 80 °-a
failure rate of 20°,,, a figure which is closely
similar to the incidence of ectopic thymic
tissue so thoroughly documented by Gilmour.

If one is commiitted to total thymectomy
then it is obvious that careful exploration of
the neck will reveal and permit detection of
more ectopic thymic tissue than total
mediastinal clearance. For this reason and
for the significantly lessened morbidity and
mortality of the transcervical operation I
believe that the major thoracic disruption of
the transsternal approach is no longer justi-
fied.

A E KARK
Northwick Park Hospital,
Harrow, Middlesex

I Rieffel, H, and LeMee, J, Comptes rendus
hebdomadaires des Seances de l'Academie des
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1 Joseph, B F, and Johns, T R, Neurology, 1973,
23, 109.

*5 Ferslhstand. J B, and Shaw, R R, Annals of
Internal Medicine, 1951, 34, 1025.

6 Papatestas, A, Genkins, G, and Kark, A E,
Surgery, Gynecology and Obstetrics, 1975. 140,
535.

Trainer-teaching techniques

SIR,-Having just returned from a regional
five-day teachers' course I should like to
add to the "feed-back" which Dr C Josephs
invited in his letter (25 October, p 224). It
was perhaps a pity that he attended with a
"mind keyed-up to learn." In a subject as
diffuse and relatively new as the teaching of
general practice a philosophical approach
coupled with cautious optimism about de-
finable results seems more appropriate and
less likely to disappoint.

Attendance at our regional course is en-
couraged about every three years. It was
agreed that colleagues coming this year for a
first experience might well have found it less
helpful than those who had' been on a pre-
vious occasion when the more basic facets of
training were discussed. As to the "new
language," "feed-back" was, I think, the only
"meaningless phrase" used from the "end-
less" list of which Dr Josephs gave six
examples, although "collusion" crept in and
had to be cautioned. Perhaps the organisers
had been warned by his letter. Certainly the
trainers present had enough pragmatism to
resist any jargon. The presence of a small
group of trainees was also extremely helpful
in keeping the course practical and critical.

I have always felt that the "refresher"

aspect of a course could be assessed by the
sleep pattern of its members. In this instance
the barometer was set fair for the organisers.
I did not observe a single somnolent doctor
during the five days. We were kept too busy
for this by participation in talks, discussions,
and tutorials.
Dr Josephs asks about changes in teaching

programmes as a result of the course. I went
home convinced that: (1) A written check-
list is essential at the start of a trainee year
to discover needs which might not otherwise
be apparent. I have always mentally "ticked
off" the administrative and other training
needs, but discovered, for example, that my
last trainee after 10 months had issued an
FP1O to a private patient, this having been
the first he had met in our largely NHS
practice. I had overlooked it as a teaching
point. (2) Sitting in on trainee sessions really
was necessarv and should be gently imposed,
as our group agreed that it was not other-
wise welcomed. (3) We tend to lack struc-
ture in teaching. Random choice of a patient
for SOAP (subjective information, objective
information, assessment, and plans for prob-
lems) by the trainee will make a weekly
tutorial more effective. (4) Trainees want
straight answers to straight questions. A
certain amount of didactic teaching is still
welcomed. (5) Aggression is not essential for
information to sink in. I always believed this,
but it is cheering to have views reinforced
sometimes. (6) Our local trainers group,
with its support and criticism of members by
videotape tutorials and discussion, is an
exercise worth continuing and building upon.

Apart from these points, which could be
elaborated, it was good to share with and
learn from the variety of ideas and methods
of fellow teachers. No course is perfect, but
I for one returned exhilarated rather than
depressed.

GORDON W TAYLOR
Reading

Renal transplantation

SIR,-Mr John Andrew, in never asking
relatives' permission to allow kidneys to be
removed for transplantation (1 November, p
282), errs in making a presumption and an
assumption.
He presumes that this request adds an

intolerable burden to every relative's grief.
This is not our experience, based on the
practice in this region of writing to donor's
relatives to thank them for helping other
citizens and to let them know the early result
of the transplant operation. It is usual to
receive either an unsolicited letter, telephone
call, or indirect message that this information
and the kidney donation itself have helped
during the period of grief. One such letter
reads: "My wife, son, and I were given
considerable pleasure at this bleak time by
vour kind letter. We hope the recipient of
our daughter's kidney continues to make
good progress and we are proud that we
could help someone whose recovery was a
practical proposition. Perhaps you would
kindly tell the recipient that the parents of
the donor wish her well and hope that she
has a happy, healthy life as a result of your
surgerv. Thanking vou for writing to us."
Furthermore, there have been no complaints
from relatives of any aspect of obtaining
kidneys for transplantation.
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