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Making Hospital Geriatrics Work
SIR,-Dr. R. W. Parnell (24 November, p.
484) suggests that there will be a breakdown
in the hospital emergency services if a rapid
increase in the provision of geriatric services
is not achieved. This would seem to be
supported by Dr. R. V. Boyd's figures for
Greenwich (3 November, p. 298).
Alternative methods of bed usage in both
the hospital and community residential services may be an answer in regions where a
rapid increase in the total bed complement to
the national norm seems unlikelv. The use
of "linked" beds may overcome some of the
problems which lead to the admission of
geriatric patients into medium- or long-stay
beds. The use of the "relief" admission bed
for short periods is already established in
our hosiptal and local authority units.
It may be possible to extend this concept
to other forms of relief bed. This could
comprise the use of beds for a day or a
night, for three or four days, for one week
in and one week out, etc. This is seen as
an extension of the present rapid increase in
day care provisions, especially where the
patient is too disabled or demanding for the
latter to be effective. Staffing and transport
structures would need to be modified to
cope with the increased work load, but
morale of both staff and patients is less
likely to "plummet" than in dealing with a
predominantly long-stay population. We may
also move nearer the ideal of maintaining
the majority of the elderly sick in the
home.-I am, etc.,
P. P. MAYER
Selly Oak Hospital,

Birmingham

Home Graduates Only
SIR,-Of late it has become increasingly
common for doctors in Britain to prefer
graduates of British universities only to fill
vacancies in their group practices. In a
recent issue of the B.M.7., out of 33 advertisements, only five did not specify this
condition. One fails to understand the rationale behind their thinking. What is it they
find so undesirable in overseas-trained medical graduates? These foreign graduates are
good enough to work in N.H.S. hospitals in
various specialties, many of them in responsible positions, and may have spent years in
various branches of medicine. A minority
of these doctors may decide to enter general
practice, but they find the doors shut in their
face. Why is it so? Is this because the small
island of Britain is overdoctored? Or are

these doctors not good enough to treat
patients outside hospital? If this is the case,
then overseas graduates need no longer be
entertained for N.H.S. posts in hospitals.
The present generation of Britons need
no longer suffer from any moral obligation
towards its ex-colonial peoples. Many of
these ex-colonial countries have not had
enough time to organize matters. They are
still afflicted with the mistakes of their past
rulers and the problems facing the present
rulers. It will be many more years before
their houses can be set in order. After all,
how many years did it take Britain to achieve
its present standard of a welfare state?
One must realize that it is a period of
transition for many of these overseas countries. If their people decide to settle abroad,
it is for the same reason that many Britons
emigrate abroad-for example, lack of opportunities at home, a desire to improve their
standard of living, and a sense of adventure.
This trend has been going on for many years
and will continue to do so until and unless
every one of us begins to feel a sense of
patriotism and nationalism and decides to remain at home, for better or worse. If that
should ever happen, then the whole concept
of international understanding and cooperation is a farce, to say the least.-I am,
etc.,
K. RAGHAVAN
Edinburgh

High Dose Frusemide in Established
Acute Renal Failure
SIR,-I was interested to read the paper by
Professor F. Cantarovich and others (24
November, p. 449). This work is commendable and their regimen is similar to the one
which I have adopted in the management of
established renal failure. In the management
of acute oliguric renal failure I found that in
four out of 12 patients diuresis occurred and
dialysis was averted. In the remaining eight
patients frusemide failed to produce a
diuresis and dialysis was used.'
However, the authors' statement that the
increase in the severity of renal failure
admitted to dialysis centres could be explained not only by the prophylactic action
of frusemide (in patients with reversible
oliguria capable of developing an acute renal
failure) but also through a therapeutic effect
of the drug exerted in cases of less severe
acute renal failure which do not require
dialytic procedures owing to a shortening of
the anuric period is subject to question. It
has been my procedure to give frusemide
intravenously slowly over a period of 10
minutes, initially in a dosage of 250 mg/l.
If successful, diuresis usually begins in 3-4
minutes, and at least 100 ml is generally
passed in the first hour. If diuresis does not
occur within the first hour preparations for
dialysis are begun. Previously no further
frusemide was given, but of late I have
continued frusemide in a dose of 1-2 g daily
even though dialysis has been initiated. The
severity of acute renal failure seems to be
related to the cause of the acute renal failure;
in our experience it is usually due to septic
abortion (with liver necrosis, septicaemia,
and acute tubular necrosis) or the ingestion
of herbal medicines which cause both liver
and kidney damage. These factors obviously
affect the mortality. In another series sepsis,

age, and surgical operations have been incriminated as affecting mortality.2
Finally, in our experience with frusemide
in acute renal failure it is not uncommon to
observe dependence of patients on frusemide.
Thus though diuresis may occur on giving
frusemide in large doses, once frusemide is
stopped the urine output diminishes to
under 400 ml/24 hr. It may be necessary to
continue frusemide in large doses for a
period of 3-4 months until recovery of renal
function (glomerular filtration rate above
20 ml/min.) is obtained. A detailed report
of our experience on acute renal failure is in
preparation.-I am, etc.,
Y. K. SEEDAT
Renal Unit,
Department of Medicine,
University of Natal,
Durban, South Africa
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F.D.P. Levels in Intravascular Haemolysis
SIR,-I am grateful to Dr. P. M. Mannucci
(24 November, p. 492) for clarifying the
question of intravascular coagulation in
haemolysis by reference to favism, in which
situation he confirms that disseminated intravascular coagulation (D.I.C.) does not occur
but apparently fibrinolysis is depressed.
At the same time he has raised further
points which require comment. Firstly, I
did not say that defective fibrinolysis precipitates D.I.C. Defective fibrinolyisis in the
presence of D.I.C. means that histological
evidence of fibrin thrombi and tissue damage
are likely to be found.'
The more important question is why does
D.I.C. occur only in certain haemolytic
situations, such as transfusion of incompatible blood, in drowning, and after
ingestion of strong acids? The answers are
that in incompatible blood transfusion
D.I.C. is initiated by the immune reaction,2
that in drowning anoxia and acidosis cause
the D.I.C., though water haemolysis does
not,3 and that corrosive acids cause D.I.C.
directly' and by damaging vascular endothelium, but again it is not the haemolysis
that matters.-I am, etc.,
E. N. WARDLE
Department of Medicine,
Royal Victoria Infirmary,

Newcastle upon Tyne

N., Thrombosis et Diathesis Haemorrhagica, 1973, 29, 579.
2 Schmidt, P. J., and Holland, P. V., Lancet, 1967,

1 Wardle, E.

2, 1169.

R. A., and Eika, C., Scandinavian
Yournal of Haematology, 1973, 11, 217
J., Bullemer, G. D., and Mammen,
E. F., Thrombosis et Diathesis Haemorrhagica,

3 Slaastad,

4 Broersma, R.

1969, suppl. 36, p. 171.

Analgesics and the Kidney
SIR,-We feel that the views put forward by
Dr. I. C. Calder and his colleagues (22
September, p. 633) are not in accord with
the observable pathology of analgesic damage
to the kidney in the human. It has been
shown by a number of observers"3 that the
essential process is a progressive damage to
the papilla commencing near the tip and
involving the elements closest to the collecting ducts, possibly the ascending loops of
Henle first. For a long time the collecting
ducts survive, and it is usually only at the
stage when part of the papilla is totally
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the salary of our less privileged Black
colleagues (Africans) to our level. With the
assistance of Black doctors, mainly G.P.s,
in the Transvaal Study Circle we started the
Salary Equalization Fund. To publicize this
fund we wrote a letter to the South African
Medical 7ournal. An altered version was
published. "African" was replaced with
"Bantu" in all sentences. Response to this
letter from White doctors was negligible.
When we made our first payments to the
Africans in December 1972 less than 20% of
the contributions had come from Whites.-I
am, etc.,
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the other acting as a stop (fig. 2). The barrel
end is long enough (21 in.; 7 cm) to pass
the anal sphincter when in situ and is removable for cleansing (fig. 2). The sweep of
the tube is broad enough to suit alL but the
most obese patient and the resistance to the
passage of the wire in the tube low enough
to allow the piston to be operated with the
minimum of pressure.
Thirty patients have used these instruments during one month; no difficulties were
experienced in their use. Various positions
were adopted to facilitate insertion, usually
the left lateral position or standing was preferred. The technique recommended is to
apply lubrication jelly to the end-piece, then
slip a suppository into the end of the barrel.
The "nose" of the suppository acts as an
introducer. The end-piece, containing the
suppository, is inserted into the rectum until
the whole of the barrel is through the anus.
The plunger is depressed and this expels the
suppository above the sphincter, thus ensuring that it remains in place when the introducer is withdrawn.
The design of the instrument is such that
variation in the bore of the barrel end-piece
would allow any size of suppository to be
used; it is envisaged that disposable endpieces made in plastic will become available
at a later date.
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Suppository Inserter: New Aid for
the Disabled
SIR,-The patient who is disabled by
rheumatoid arthritis suffers in many ways.
His pain and stiffness are controlled by
various methods, of which the administration
of drugs in suppository form is one. The
patient with deformity of his hands, frozen
shoulders, or stiffened hip or knee may be
given suppositories in hospital, where the
nursing staff insert them, or at home, where
the family, or district nurse is relied upon;
many disabled patients indicate a reluctance
to struggle to insert a suppository and embarrassment where family must be involved.
Difficulties are also found in placing the suppository above the anal sphincter, and spontaneous expulsion may occur.
The instrument described here attempts to
overcome these difficulties. The suppository
inserter (fig. 1) is basically a U-tube with
a "barrel" end-piece of larger calibre (I in.
(12-7 mm) in diameter). There is a flat plate

The appliance is manufactured by Hypodermic
Services Ltd., Headlands Road, Liversedge, Yorks.

I am, etc.,

ALBERT T. DAY
Royal Bath Hospital,

Harrogate

FIG. 1-Day's suppository inserter.
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Abortion in 1972
SIR,-Mr. H. G. E. Arthure's careful letter
(1 December, p. 549) emphasizes the very
important fact that the earlier termination
of pregnancy is done, the safer the procedure
will be. He also calls attention again to the
fact that hysterotomy is a far more dangerous
procedure than vaginal termination. Following this Mr. Arthure says, "Meanwhile abortions after the first trimester should be
done only if there is a danger to life or a
serious risk of fetal abnormality." I feel that
there is considerable danger in dogmatic
statements, particularly should they influence
the Lane Committee and possible future
legislation governing medical practice.
I have just done a hysterotomy (my first
for a very long time) on a girl who got pregnant shortly after her 1lth birthday and
whose pregnancy was discovered about 20
weeks later. There was no serious danger to
her life nor of fetal abnormality, but I suspect that Mr. Arthure might well have acted
similarly. I could give other examples of the
difficulties which would be encountered if
to much restriction is placed on the clinical
judgement and freedom of action of doctors
in the difficult field of abortion.-I am, etc.,
PETER DIGGORY
Kingston Hospital,
Kingston-upon-Thames,
Surrey

Adoption Problems
SIR,-Between 1967 and 1971 there was a
decrease of 40% in the number of infants
offered for adoption through local authorities
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necrotic that cortical damage becomes
notable. Sometimes part or all of the
necrotic papillae are cast off, but in other
cases they remain in situ. In this event,
cortical damage is more severe. Indeed, we
have noted that when the papilla is shed
leaving a sharp line of demarcation, as in the
combination of infection and diabetes or of
analgesic damage and infection, cortical
damage may be remarkably slight. The
determinant of cortical damage appears to us
to be the degree of obstruction imposed by
a necrotic papilla remaining in situ or by
sclerosis at the line of separation.
Perhaps it is a matter of semantics, but
we cannot agree that papillary necrosis is an
acute lesion' and we wonder how it would
be possible to identify evidence of previous
damage in a totally necrotic papilla. However, though lines of separation can be seen
in development, it is quite untrue that the
tissue above the zone of total necrosis is
entirely normal. In fact, it shows qualitatively similar changes, often with striking
calcification in the necrobiotic tissue.
There is no logical basis for the suggestion
that neoplastic change in the uroepithelium
or stabilization of the patient's condition
after cessation of analgesics indicates that
renal papillary necrosis is not the sole
primary lesion of analgesic renal damage.
It is extremely unlikely that the acute
lesions produced by large intravenous doses
of analgesics have any relevance whatever to
the pathogenesis of analgesic nephropathy.
The proximal tubule is, for obvious reasons,
the segment of the nephron most vulnerable
to toxic injury, but also possesses great regenerative powers. The lesion of human
analgesic nephropathy produced by concentration of small doses of the toxic agent
in the papilla has experimental5 6 and
veterinary7 analogues.
In a prospective survey of some 2,000
necropsies collected over a year from early
1971 we were able to confirm previous
findings.8 We could confidently identify
numerous examples of subtotal analgesic
damage and confirm that, in many of them,
cortical damage was slight or absent. In the
same study analysis of epidemiological data
suggests very strongly that there has been a
downturn in the incidence of analgesic
nephropathy in Australia since 1968,
attributable not to cessation of analgesic
abuse, but to a diminished ingestion of
phenacetin. This finding is in line with those
of Murray9 and of Nordenfelt.10 If this is
true, experimental work with rats using
large doses of salicylate to produce papillary
necrosis1' 12 may prove also to be relevant
to the problem of analgesic nephropathy.
-We are, etc.,
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