234 24 January 1970

At the beginning of 1964 he noticed he
was passing more blood per rectum than he
felt he could attribute to his haemorrhoids
and .when the latter were removed the
bleeding continued. At a second operation
in September 1964 “something the size of a

all” was removed from his rectum and
he was discharged from gaol on account of
this. He returned to civilian life and has
since then never engaged in his previous
practice, although he was sent back to pris-
on in September 1968; prisoners are now
permitted to have tobacco. He did, however,
continue to pass blood per rectum at inter-
vals.

The clinical and histological features are
so out/of the ordinary that we feel that there
may be a relationship between the carcin-
oma and his eight-year habit of hiding
tobacco in his rectum. The tobacco was
probably not the cause of the carcinoma,
because he was adamant that the quality of
the tobacco was in no way altered by its
storage in the rectum. Whether the lesion is
a consequence of the grease, and whether
the cement-bag paper contributed -to its
development, cannot be dctermmed with
certainty.—We are, etc.,

O. A. A. Bock.
J. S. MARAIs.
J. P. Price.
Departments of Medicine, Surgery and Pathology,
University of Stellenbosch
Karl Bremer Hospital,
Bellville, Cape, South Africa.

Death of Doctors

SIR,—Prognosis is an art that can be
applied to one’s patients, oneself, or to one’s
profession. The obituary notices of doctors
as reported in the two main medical journals
in Britain pose interesting prognostic
problems. The first journal, reporting 83
deaths, had a definite bias towards consul-
tants, academics, and doctors working in the
Government Services. The second journal
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reported a very much larger series but it

was obviously more comprehensive in as
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much as the majority of the deaths reported
were general practitioners.

Three points of interest arose from this
survey. The first point (and for those who
aré contributing to a pension scheme possi-
bly the most important observation) was that
one-third of the doctors died before the age
of 65. The second point was that there ap-
peared to be a small peak in the under-50
age group in both series. In the first series
reported, however, there also appeared to be
a second peak at the 80-85 range and this,
on a somewhat superficial examination
owing to small numbers of reports, appeared
to consist very largely of academic and
Service personnel. The third point of in-
terest is that the difference between the two
series suggests that the majority of deaths
occurring among general practitioners is in
fact occurring in a slightly later age group
than among the consultant staff. The rela-
tive figures corresponding with the histo-
gram are as follows:

Journal A: under 65: 33; over 65: 50
Journal B: under 65: 147; over 65: 281

It is hoped that next year a more detailed
breakdown will be available of deaths that
will occur in this subsequent year, since it is
obvious that there are points of clinical im-
portance. concerning the method of living
and the mode of dying of the members of
our profession.—I am, etc.,

DAvVID WALLACE.
London S.W.1.

Management of Deep Vein Thrombosis

article on the medical
management of deep vein thrombosis (13
December, p. 678) Dr. P. T. Flute states
that continuous intravenous infusion of hep-
arin causes bleeding more frequently than
comparable intermittent doses.

As a protagonist of continuous intravenous
heparin therapy! I was naturally interested
in this statement and sought the reference
given. The paper quoted? describes a study
on patients treated with heparin for various
conditions and concludes that the incidence
of bleeding is significantly higher in older
females. All patients were given heparin
intermittently, either by intravenous or by
subcutaneous injections. There is no men-
tion at all of continuous infusion.

It is obviously possible that the reference
was misquoted. If so, I should be most in-
terested to hear of any study which does
show an increased incidence of complica-
tions with continuous heparin infusion.
Meanwhile I hope that no one has been
deterred from using this method.—I am,
etc.,

ANTHONY ]. HANDLEY.

Medical Unit,

Westminster Hospital Medical School,
London 8$.W.1. .
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Intraocular Lenses

SIR,—I apologize to Mr. D. P. Choyce (13
December, p. 686) if I seemed rather sum-
mary in my reference to his intraocular
lenticuli. It is indeed true that they are be-
ing inserted with enthusiasm in certain
centres, principally in the treatment of
monocular aphakia in childhood. But, as an
alternative to ordinary spectacles (which
were the subject of my article), even Mr.
Choyce admits that “they have no place.”
He accepts that my conclusion—that the
operation has generally been abandoned—
would probably have been justified ten years
ago; and those figures from our major
ophthalmic clinics which were available to
me showed that there has been a steady
and marked decline in the uase cof these
lenses ever since that date, in spite of
Mr. Choyce’s able advocacy and his many
spirited innovations.—I -am, etc.,

P. D. TREVOR-ROPER.
London N.W.1.

Respiratory Failure in Chest Wall
Injuries

SIR,—The following cases illustrate the
difficulty of treating major chest wall inju-
ries in the elderly. These can occur from
minor accidents and other injuries are rare.
Sputum retention and lung collapse are the
most common complication.

A man aged 64 years, known to be a heavy
smoker and chronic bronchitic, fell off his bi-
cycle and sustained fractures of his left clavicle
and of his second to eighth left ribs. Chest x
ray showed no lung or pleural injury. Two days
later, x ray showed collapse of the left lung
(Fig. 1). In spite of intensive physiotherapy,

F16. 1.—Case 1. Collapse of Lung. Fi1G6. 2.—
Case 1. On Ventilator.

analgesics, antibiotics, and bronchoscopy, the
lung continued collapsed although his general
condition remained good. Two weeks later he
was intubated and put on intermittent positive
pressure. ventilation and his. lung re-expanded
(Fig. 2). However, the lung persistently col-
lapsed whenever the ventilation was stopped and
eventually he developed massive pneumonia and
died a month later.

A male bronchitic aged 75 years fell off a
ladder and sustained fractures of his left clavicle
and of his second to eighth left ribs on 12
August 1969. Chest x ray showed surgical
emphysema and a haemothotax on the left side.
A left intercostal drain was inserted and 400 ml.
of blood were drained. Analgesics, antibiotics,
and physiotherapy were instituted and he was
well enough to sit out of bed. On 16 August x
ray (Fig. 3) showed a total collapse -of his left
lung. A tracheotomy was performed under gen-
eral anaesthesia and a routine of bronchial suc-
tion followed by deep breaths produced by
squeezing an Ambu bag in time with inspiration
was instituted. The lung expanded and he made
an uneventful recovery, the tracheotomy tube
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being removed in 15 days. In the final chest
x ray on 9 September (Fig. 4) there was
noted a moderate falling in of the chest wall.

i

-

F1G. 3.—Case 2: Collapse of Lung. FiG. 4.—
Case 2: On Discharge.

Intermittent positive pressure ventilation is
life saving when there is respiratory failure
due to chest wall and lung damage.! All in-
tensive care units, however, have elderly
chronic bronchitic patients so treated whom
it has not been found possible to wean off
the ventilator. Sputum retention must be
treated actively with analgesics, physio-
therapy and antibiotics and, if collapse of the
lung does occur, then even more active
treatment must be instituted as in the pa-
tient just described. Neither of these cases
were in respiratory failure; their Paco: never
rising above 40 mm.Hg. It was noted that
moderate paradoxical respiratory movements
at this age did not affect their general con-
dition, presumably due to a fixed medias-
tinum. There was no rise in temperature,
probably because of antibiotic therapy.
Despite this well-being, with a collapsed lung
due to sputum retention, active treatment
must be instituted as soon as possible. It
appears that tracheotomy repeated suction
immediately followed by a few Ambu bag
positive pressure inspirations is more likely
to produce a live patient than the institution
of full intermittent positive pressure venti-
lation.—I am, etc.,

R. E. LODER.
District Hospital,
Peterborough.
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Wigs and Waste

SiIr,—Nine months ago, one of my pa-
tients, a 17-year-old girl, developed total
baldness following treatment with cyclo-
phosphamide for a renal disorder.

Under the conditions of the Health Ser-
vice I could have ordered a wig at great
cost. To do so for temporary loss of hair
was in my opinion wasteful, and I consid-
ered a nylon acrilan wig costing a few
pounds would be adequate. I discovered,
however, that there was no source from
which this amount of money could be ob-
tained. Finally in exasperation I offered to
pay for the wig myself. At this stage a rela-
tive lent the patient her own wig and the
problem was resolved.

Knowing that this would be a growing
problem I wrote to the Department of
Health and Social Security. Several letters
have been exchanged with little result. It
would appear from their last letter that they
agree that a cheap wig should be acquired
under the above circumstances, the money
being taken out of “free monies.” Alder Hey
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Hospital does not possess “free monies,” and
so we seem to have reached an impasse.

After this experience I can well under-
stand consultants who “take the easy way
out of a difficult situation” (20 December, p.
702).—I am, etc.,

ANNE E. MCCANDLESS.

Alder Hey Children’s Hospital,
Liverpool.

Minnitt and the End of an Era

SIr,—It was pleasant to read the eloquent
and well-deserved tribute to Dr. R. J. Minnitt
in your leading article “The End of an Era”
(13 December, p. 636). It is perhaps worth
pointing out further, however, that the possi-
bility of fetal and maternal hypoxia was much
in Dr. Minnitt’s mind even in those early
days of 1934. Reference to his papers and
his book Gas and Air Analgesia' will show
that he did, in fact, carry out blood oxygen
studies to an extent certainly not usual for
anaesthetists at that time, and so was a pioneer
in his recognition of the need for measure-
ment.

That gas and air might not be the all-time
final answer was appreciated by Dr. Minnitt
for he terminated his first paper on the
subject, given at the Liverpool Medical Insti-
tuition on February 22, 1934, with the
following statement “What has been done is
not a terminus; it is a thoroughfare to greater
possibilities for painless labour.”—I am, etc.,

CeciL GRAy.

Department of Anaesthesia,
University of Liverpool.
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2nd.

The Experience of Time

Sir,—I was interested in your leading
article under this title (6 December, p. 575)
because, while on the one hand its argu-
ments are well based on empirical and
experimental facts, it falls on the other hand
short of doing full justice to a wide area of
mental activity.

For short, let us call this area “productive
thinking.” Ornstein,! whose new book and
interesting theory of time perception are dis-
cussed in the leading article, is rightly upheld
in his view that not only chemical and
rhythmic physiological body functions but
also “purely psychological manipulations”
are to be taken into consideration. Subse-
quent passages of the article, however, see
mental activity predominantly as a response
to stimulation and as information-processing.
it would be “timely,” in this context, to
concede that much “autochthonous” psychic
activity concerned with forward planning and
productive thinking proceeds in a different
pattern. With this area in view, I have?
formulated the “time of inner activity”
(i.e., the one consumed on intentional
attitude formation, planning, and productive
thinking in general) as one of the funda-
mental varieties of human time experience
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(“the psychoergetic time”). Boldly speaking,
“time is worked out in us,” I said.

The reference, also in the leader, to the
essential link between time experience and
memory is very much in place. Here, perhaps,
psychopathology should receive a mentioning.
The “Korsakov’® or “amnestic” syndrome
is the classical paradigm of the connexion
between time experience and memory. In
this form of brain-damage the patient has,
to use a brief formulation, “lost the con-
tinuity” of his time experience and memory.
Interpretation of experimental findings in
this field has led me to the hypothesis* that
in this syndrome it is the ‘“psychoergetic”
circuit (conceivably, in this case, subcortico-
cortical in the organic substrate) which is
affected, and which prevents an effective
registration of events and their time corre-
lates from taking place.—I am, etc.,

STEPHEN KRAUSS.
Reading, Berks.
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Pulmonary Sensitivity to Nitrofurantoin

Sir,—I refer to your leading article 20
December, p. 704) to which I should like to
add a recent self-observation.

After a week’s treatment with nitrofuran-
toin (400 mg. daily) in October last year, I
started a second course after a two-week
interval. Nine hours after starting this course
tightness in the chest and difficulty in breath-
ing set in suddenly. I felt generally ill and
went to bed. I awoke at 4 a.m. with fever,
cough, and an intense itching on arms and
legs. At 7 a.m. I took the morning dose of
nitrofurantoin (100 mg.) and continued to
feel ill during the day. In the evening my
temperature rose to 104° F. (40° C.), my
muscles ached, and a maculo-papular rash
developed on all limbs. I had suspected the
itching was caused by the nitrofurantoin and
had stopped the drug after the morning’s dose
and twenty-four hours later I was symptom-
free.

It was, however, only after reading about
the possible side-effects of nitrofurantoin that
the association between this drug and my
pulmonary symptoms became apparent. In my
work in dermatology I come across drug re-
actions frequently but I have never before
seen the skin lesions and pulmonary symp-
toms in patients on nitrofurantoin before.

After my personal experience I wonder if
the condition is perhaps more frequent than
the scanty references in the literature suggest.
I may add that I have a hyperergic constitu-
tion with past incidence of sensitivity to
sulphonamides and contact dermatitis.—I
am, etc.,

SusaN EvaNs.
Department of Dermatology,
University of Liverpool,
Liverpool 3.

uBLAdod Aq paoalold 1sanb Ag 1720z |udy OT UO /wod g Mmwy/:diy woly papeojumoq “0L6T Arenuer ¢z uo 9-7£Z° 0695 T WG/9ETT 0T Se paysiand 1s1y :C pan Ig


http://www.bmj.com/

