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retirement I had never read-and I doubt
if Dr Thompson had either-of the incidence
among anaesthetists of an unpleasantly dry
throat or of muscular discomfort on the day
after they have given relaxants and passed
routine endotracheal tubes on patients. But
both he (I assume) and I are aware of the
patients' liability to experience these dis-
comforts in the postoperative period. That is
unless, of course, anaesthesia of today has
magically transferred these discomforts to the
concerned anaesthetists as a form of updated
couvade. One of my personal correspondents
wrote: "I must confess that in the last few
months before my retirement, I used to use
an endotracheal tube to save myself the
chore of holding up the chin." Do those
practising Dr Thompson's anaesthesia of
today believe that it is ethically within the
remit of the anaesthetist, whose first obligation
is, or used to be, to the welfare of the patient,
to pass the unnecessary tube which may add,
albeit possibly only to a minor degree, to the
patient's postoperative discomfort ? This for
reasons which I have suggested or, less
commendably, to avoid a physical chore?
I suggest that the practitioner of anaesthesia
as it is today, poised ready to pass the un-
necessary tube, should ask himself the question
posed by Marcus Tullius Cicero: "Cui bono ?"

I am also unhappy about Dr Thompson's fiat
that an endotracheal tube is "mandatory" for a
caesarean section. "Desirable," yes. "Highly
desirable," yes. But "mandatory" is too absolute;
it brooks of no elasticity or compromise. In the
minds of juniors with an implicit faith in the
authority of the written word it can have a
dangerous effect, this being that he is indoctrinated
to believe that it is virtually impossible for the
operation to be done unless the tube has been
successfully passed. Intubation of a possibly
already fat woman at term can present considerable
anatomical difficulties, and in such circumstances
he may feel impelled to persist in his efforts at a
difficult intubation for an unduly long time with
the risk of the patient/or fetus, or both, becoming
suboxygenated. It is not unknown for maternal
death to be the final outcome of a prolonged duel
of this nature. Here I assure Dr Thompson that I
am not merely indulging in theoretical speculation
or "flying a kite" (pace Dr P V Scott (13 May,
p 1275)). Dr M E Tunstall has produced a film of
outstanding excellence showing the drill to be
undertaken in the event of the difficulties of
intubation being insurmountable. If there is any
procedure that may be termed mandatory I
suggest that it is the showing of this film to all
successive groups of junior anaesthetists who may
be concerned with obstetric anaesthesia.

Additionally, Dr Thompson queries the wisdom
of the priorities with which I dealt with the
emergency that I have described: and we know
that the finest rugger is invariably played by the
spectators in the stands. But I still believe my
priorities were right. I was confronted with a
worried surgeon, a demoralised anaesthetist, and a
cyanotic patient with a tube in situ, the latter
clearly being responsible for the cyanosis. If by
chance the trouble had been due to a manufacturing
fault in the tube with an imperfect lumen the
result of wasting time in adjusting the position of a
faulty tube would only have worsened the situation.
Surely the golden rule is a respected para-
phraseology of Holy Writ-"If thy tube offend
thee, pluck it out and cast it from thee."
Dr Scott reproaches me for not defining the

dangers of administration of oxygen and has
evidently failed to take up the reference which I
gave to the letter from Professor Macintosh which
dealt with the subject. He also kindly provides us
with a list of references in support of his con-
tentions but has omitted to mention other episodes
relating to postoperative hypoxia and to the clinical
use of oxygen. He refrains from reminding us of
the bizarre promulgation of the causation of post-
operative hypoxia by the preoperative use of

atropine; nor is any mention made of the dangerous
and futile idiocy of the administration of intra-
gastric oxygen for neonatal respiratory depression;
and a discreet silence is also maintained over the
unphysiological and useless practice of hyperbaric
oxygen for that same condition. The gullibility
with which these follies were initially accepted
until eventually they were deservedly discredited
and cast into the dustbin of disrepute makes those
of us who can recall them have some slight reserva-
tions about the all too frequent occurrence of
scientifically proved new discoveries. Certainly
these events remain fresh in my memory even if
they have been conveniently expunged from that of
Dr Scott; and regrettably the stridency of his
apologia for them does little to dispel these
reservations.
Of Dr Scott's final paragraph all that is

conveyed to me is the impression of a not
very healthy preoccupation with the law and
its subsidiary functions. We are harangued
about kite-flying, the role of a prosecuting
counsel, then progress to the court of law
and "avoidable factors" up to the climax of
the coroner-cold and unsympathetic to
boot. That the promulgator of such an
addled farrago should chide anyone else for
the use of extravagant phraseology is surely
the classic instance of the Devil rebuking Sin.
My personal experience of coroners and their
ways has been so meagre that I am not fitted
to debate with Dr Scott on this subject and
therefore bow to his authority. If, however,
any of his coroners consider themselves to have
been given cause to behave coldly and un-
sympathetically I would like to try to redress
the balance by conveying to him my most
warm and unstinted sympathy over any such
unhappy incidents.

G C STEEL
Roehampton

Standards for surgical therapeutic
trials

SIR,-In theory, reviewers of scientific papers
impose standards for acceptance based on
the aim of all scientists-to report a true result.
For therapeutic trials a true result depends on
appropriate design-that is, the results
should reveal real treatment effects by
measures which minimise biases in selecting
patients and administering therapy. Accept-
ance of the results for publication implies
merit, and without publication it is very
difficult to establish a new treatment in
practice. Medical journals thus become the
filter through which appropriately studied
modalities can go on to application but
through which inappropriately studied
modalities should not be able to pass. While
this has been increasingly true for medicinal
agents, it has not been the case for new
surgical procedures and new applications of
established procedures. Most journal re-
viewers, abstract referees for scientific
meetings, and hospital research committees
maintain high standards for the design of
medical therapeutic trials. Yet they do not
impose equal standards for surgical trials.
This is not because such trials cannot be done.

It has been shown that prospective con-
trolled trials of surgical therapy, including
random allocation of patients, are quite
feasible though perhaps more complicated to
perform than comparably designed trials of
non-surgical therapy. Relatively few, however,
have been done, and these have followed
rather than preceded the widespread intro-
duction of new operations. Yet to establish

as early as possible (a) that a treatment is
truly effective and (b) exactly for whom it is
indicated the same principles must apply to
all therapies. Unless this is recognised un-
certainty will continue to provoke controversies
like the protracted arguments over appropriate
operations for common diseases like peptic
ulcer, breast carcinoma, and coronary artery
obstruction. The years consumed and the
heat generated by disputants whose skill and
intellect are undoubted testify to the persistent
problem of getting valid evidence-to the
detriment of our patients. We believe that this
is the result of the absence of appropriate
standards of proof for new surgical treatments
and new applications of existing surgical
treatments.

There is no scientific or humanistic reason
why standards for acceptance should not be
equal for all treatments. On the contrary,
science and ethics demand our best efforts for
equal standards. Moreover, there is every
reason for their application from the very
first clinical trial of each treatment. It is true
that reduction of operative mortality improves
with experience, yet proof of current benefit to
patients necessarily applies to current
experience. Our point is related to the quality
of such proof.
We believe that the publication "filter" is

the place to maintain equally high standards
for all treatments. We request the editors and
reviewers of the British Medical Jrournal to
consider an explicit policy of equal standards
for therapeutic trials of all therapies.

DAVID H SPODIcK
University of Massachusetts
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***The criteria applied by the BMIf and its
referees in assessing the standard of surgical
therapeutic trials are precisely the same as
those used for medical trials.-ED, BM7.

Uniform style for biomedical journals

SIR,-I was delighted to see the article from
the International Steering Committee of
Medical Editors (20 May, p 1334) and the
accompanying leading article (p 1302). I write
both as an editor and as a submitter of papers.
As the latter I spend a great deal of time
perusing instructions to authors and pushing
references into appropriate shapes. This can
be particularly irritating if a paper is rejected
by one journal and one wishes to submit it
elsewhere. Invariably, changes in style have
to be made. The only advantage is that it
forces one to think a little bit more about the
paper before it is sent out again. As an editor,
it can be equally irritating to spend hour after
hour correcting errors in format. One gets the
impression that 50% of authors adopt their
own idiosyncratic style for presentation of
manuscripts and use this uniformly for all
journals. The only usefulness that one can
see as an editor of differences between journals
is that it is sometimes possible to work out
which journals have just rejected the paper
one is reading.

In general, there can be no argument
against uniformity. It would help authors and
help editors alike. The argument that it would

 on 19 A
pril 2024 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6125.1482 on 3 June 1978. D
ow

nloaded from
 

http://www.bmj.com/

