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impending danger. This monitor consists of a
spring piston that slides along a rod within the
body of the instrument and moves an indicator
along an arbitrary scale. In order to keep the
cost down and make it semi-disposable no
calibration has been attempted, but clinical
trials have shown the readings to be repro-
ducible and may be related to spirometric
measurements initially.I

Readings are made several times a day by the
patient and are a most useful adjunct to the
control of therapy when seen by the doctor
during consultation. Also it soon becomes
possible to establish a danger point below
which help should be sought. The monitors
are manufactured by Vitalograph Limited.

T T CHAPMAN
Pulmonary Unit,
Baggot Street Hospital,
Dublin
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Aerosol corticosteroids and deaths
from asthma

SIR,-We consider Dr H Morrow Brown's
letter (28 May, p 1408) to be timely and we
agree with him that the opinion expressed in
your leading article (30 April p 1117) could
certainly cause confusion, doubt, and anxiety
in those who care for asthmatics.
We have been concerned about treatment

regimens with corticosteroids for asthma since
1954. About that time a number of trials in
Britain with cortisone acetate were incon-
clusive,' but other trials demonstrated its
efficacy in improving the ventilatory capacity
in asthmatic adults:3 and children.4 There
followed an era when opinions were sharply
divided concerning the administration of
steroids in acute and chronic asthma, and a
number of tragedies occurred as a result of
patients being switched from the care of
protagonists to antagonists of corticosteroid
therapy. Happily there is now more agreement
concerning the use of steroids and it would be
rare indeed for corticosteroids to be withheld
in a case of status asthmaticus.

Originally we tried local aerosol cortico-
steroids for the treatment of asthma in 1959."i
At that time we were unable to demonstrate
any advantage of hydrocortisone acetate over
placebo and concluded that to be effective it
would be necessary to give aerosol steroids in
such a high dosage that a systemic effect would
occur from local absorption. However, the
preliminary trials with beclomethasone dipro-
prionate of Dr Morrow Brown and his
colleagues in 1971 and their later results,"
were so convincing that we instituted trials in
1972. We have been using beclomethasone
aerosols extensively since then and our initial9
and long-term experience" has been almost
identical with that of Dr Morrow Brown and
his colleagues in Derby. We are in full
agreement with their practice of issuing
emergency supplies of oral steroids to severe
asthmatics who have had systemic steroids in
the past. We agree that patients who are to be
treated with steroid aerosols and who have
been on either oral steroids or corticotrophin
(ACTH) should be gradually weaned and
closely monitored during this period. When
they are successfully weaned then an addendum
is attached to their blue steroid card. This
addendum states how long the patient has been
on steroids, the date when he or she was

weaned, and a note to the effect that an
emergency supply of steroids has been issued
to the patient for use in the event of severe
asthma, injury, or infection, together with the
dose of steroids that should be taken. We have
found that such an issue of emergency steroids
has only rarely been abused and we are
convinced that this procedure has saved lives.
We also agree with the practice of the Derby

clinic in issuing bronchodilators to patients
subject to acute sudden attacks. Here such
patients are issued with a bronchodilator in the
form of salbutamol aerosol (Ventolin), which
can be used with benefit before inhaling their
aerosol corticosteroid and also when acute
attacks occur.
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Isolation of campylobacters

SIR,-Following the publication of Dr M B
Skirrow's paper on campylobacter enteritis
(2 July, p 9) several laboratories which have
previously not isolated the causative organisms
are attempting to do so. Campylobacters have
a growth requirement of an atmosphere in
which the tension of oxygen is reduced and
that of carbon dioxide increased and this has
proved to be an inconvenience to those labora-
tories in which cylinders of hydrogen or
nitrogen were not previously kept. I have found
that it is possible to produce the appropriate
atmospheric conditions with gas generating
envelopes.

Initially in our laboratory we simply
incubated the inoculated agar plates in a closed
2 5-1 jar containing an activated BBL GasPak
hydrogen-generating envelope but no catalyst.
The organisms grew well, but the system was
abandoned because it was potentially dangerous
since it entailed maintaining hydrogen under
pressure at 43YC in an incubator which was not
spark-proof. The difficulties and dangers can
be overcome by using two vented jars, one
simply to generate a safe and suitable atmos-
phere which can be transferred to the other in
which the agar plates are incubated.
The generating jar contains a catalyst and in

it one places either an Oxoid Gas-Kit (H2 and
GO,) or two BBL GasPak gas-generating
envelopes, one producing CO2 alone and the
other CO2 and H2; both BBL envelopes may
be necessary to produce adequate CO2. After
activation of the envelopes the generating jar
is closed and left for a sufficient time for all of
the gases to be released, 30 min with the Oxoid
Gas-Kit, 150 min with the BBL GasPaks. The
jar should then contain a mixture primarily of
N2 and CO,, with some H2. At this time the
inoculated agar plates are placed in the second

incubating jar, which contains no catalyst. It is
closed, the air evacuated, and 80 ml of air is
reintroduced with a syringe. The generating
and incubating jars are then connected to each
other; the gases flow from the former to the
latter and equilibrium is reached in a few
seconds. All of the taps are closed, the jars are
separated, and the one containing the plates
incubated. The incubating jar should be safe,
as it contains only a small amount of hydrogen
and is under a slightly negative pressure. I have
tested the system with eight strains of
Campylobacter jejuni and it consistently
produces satisfactory results.

N A SIMMONS
Department of Clinical
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London SEI

Activity and recurrent hernia

SIR,-Your leading article (2 July, p 3) is
entirely correct in stressing the lack of
correlation between early ambulation and
recurrent hernia. It is, however, the long-term
follow-up studies that are meaningless in
evaluating the relative merits of the various
techniques of herniorrhaphy. So many
conditions enter such reports that the method
of operation is but another variable.' Anson and
McVay demonstrated many years ago that
there are inherent defects in the various
layers of the inguinal area that are not anatomic-
ally apparent at operation.2 It has also been
noted that "recurrent" hernias often occur in
these tissues adjacent to the primary repair.
The problem is not that traditions die hard,

but rather the fact that under the National
Health Service surgery in British hospitals has
become to an extent emergency-directed.
Patients for elective operations (such as
herniorrhaphy) are relegated to less important
positions. The economic loss to the country of
prolonged postoperative hospitalisation and
disability could be prevented, but it would cost
money to do so.
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More hydatidiform moles?

SIR,-It was with great interest that I read
the letter from Dr John P Calvert (27 August,
p 578) on the increased incidence of hydatidi-
form mole that he had noticed from November
1976 to June 1977.

In Walton Hospital, Liverpool, the average
occurrence of hydatidiform mole is about two
or three a year, but when the "Asian" in-
fluenza epidemic of 1957 occurred, in the three
months January-March 13 cases were ad-
mitted. All of the patients had had influenza
at or around the time of conception and in six
cases the husband was also ill with the disease.
Four of the patients had spontaneous rupture
of the uterus, the mole eroding the uterine
wall completely, which necessitated removal
of the uterus. In another patient multiple
secondary growths were found in the lungs;
as she was then 40 years old the uterus was
removed and subsequently these secondaries
completely disappeared. All the patients were
followed up clinically and there was no
occurrence of any malignancy.


