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chosen will influence the results. This type
of debate exposes our basic lack of both
techniques and data to tackle the question of
objectives of the Health Service. I am sure
Mr. Teeling-Smith would agree with these
deficiencies; as an economist he will, I hope,
join us in remedying our shortcomings
rather than in indulging in polemic.-I am,
etc.,

H. A. F. DUDLEY
Surgical Unit.
St. Mary's Hospital,
London W.2

Poisoned Children

SIR,-I was surprised to read that Dr. J.
R. Sibert (26 October, p. 231) considers that
either emesis or gastric lavage is effective
as a means of emptying the stomach in child-
ren. The paper he refers tol contains no
comparative studies on quantities removed
by the two methods. The article does men-
tion two small previous studies which showed
that (1) chemically induced emesis in child-
ren is an inefficient and unreliable means of
emptying the stomach and (2) gastric lavage
as it is usually performed in children is even
less effective. With emesis the average re-
turns were only about 30% of what was
considered to be present in the stomach.
A study I carried out on a series of 378

adults showed that with gastric aspiration
and lavage an average return of about 80%
of a known quantity of magnesium sulphate
could be obtained by modifying the position
of the patient and the technique. I know of
no similar study in children but would sug-
gest that research should be directed in this
direction. In the fortunately uncommon
situation, in which it is thought that a child
has ingested a dangerous poison it should
be apreciated that chemical emetics are un-
likely to remove most of the poison con-
tained in the stomach. While not disagreeing
with the use of chemical emetics in the
majority of these cases I would suggest it
should be preceded by immediate gastric
aspiration and lavage, using the left Simms
position with the table tilted, head down.
This is the most effective position in adults.
A nasogastric tube with the child sitting
upright and wrapped in a blanket is probably
useless.
The low death rate from poisoning in

children is not related to effective first-aid
management but to the fact that children
rarely take dangerous poisons. It is unlikely
that we will be able to improve the efficiency
of chemical emetics. There is, however, some
prospect of improving the efficiency of lav-
age in children if research is directed in this
direction.-I am, etc.,

MICHAEL BURKE

Department of Obstetrics and Gynaecology,
University of Liver-pool,
Liverpool
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Skin Reactions to Beta-blockers

SIR,-I note with interest the letter from
Dr. Constance M. Ridley (26 October, p.
229) regarding her experience of an exacerba-
tion of psoriasis while treating two patients
with practolol.
This spring I saw a similar episode whilst

treating a man of 65 who had quiescent mild

psoriasis with Trasicor (oxprenolol). Like the
cases cited by Dr. Ridley there was an
intense, fiery, annular erythema and under-
lying oedema on the legs and soles of the
feet occurring a few weeks after introducing
oxprenolol, but taking at least eight weeks
to clear completely following withdrawal of
the drug. The lesions he had previous to
taking the drug had been dry scaly patches
on the shins, hands, and elbows which had
been present in that condition for about 10
years.
The manufacturers of practolol have sug-

gested that if there is a reaction to their drug
then another beta-blocker should be sub-
stituted. In the light of the experience I
have had such advice would seem to be
unwise.-I am, etc.,

J. B. CUMBERBATCH
London S.W.17

Anaesthesia during Raised Creatine
Phosphokinase Activity

SIR,-I find it difficult to draw any worth-
while conclusions from the paper by Drs.
G. Owen and R. J. Kerry (12 October, p.
75), which is sadly lacking in scientific detail.
In the discussion it is noted that none of

the patients developed haemoglobinuria or
any hyperpyrexia. No mention is made at
any stage in the paper of the technique em-
ployed for the measurement of haemo-
globinuria, nor is there any mention of how
temperature was monitored or for how long.
It is not obvious from the paper how many
patients had raised creatine phosphokinase
(CPK) activity before therapy was instituted
and how many had raised values as a result
of therapy. It is well known that depolariz-
ing muscle relaxants will produce an in-
crease in CPK activity.' Innes and Str0mme2
found postanaesthetic CPK values of up to
40 times the normal limit after an apparently
normal general anaesthetic, and they con-
cluded that suxamethonium is the most im-
portant agent for the release of CPK from
muscle during anaesthesia. The muscle
activity of a modified convulsion from
electric convulsion therapy probably also
contributes to a rise in CPK activity. It is
not clear whether the blood specimens for
CPK estimations were taken under optimal
conditions. Some investigators3 emphasize
the need for a standardized technique of
specimen collection for reproducible results.
The authors seem to think that general

anaesthesia might be withheld from a patient
found on routine testing to have a raised
CPK activity. This is not strictly so. For
some time anaesthetists have interpreted
raised CPK levels with caution not only
because normal values differ from one
laboratory to the next but also because of
much variation from one sampling to the
next in the same patient. This variation is
dependent on the amount of exercise during
the preceding few days, the degree of tissue
hypoxia imposed by a tourniquet on the arm
from which the sample has been extracted,
and errors in the measurement technique.
The value of the resting CPK activity as a
screening test for susceptibility to malignant
hyperpyrexia has been questioned.' The
CPK activity is raised not only after
exercise but also in certain diseases (in addi-
tion to psychotic illnesses) which are un-
related to malignant hyperpyrexia-for
example, Duchenne muscular dystrophy,

polymyositis, hypothyroidism, acute myo-
cardial infarction, gas gangrene, and condi-
tions of muscle hypoxia or damage. Thus if
CPK activity is used as a sole test of
susceptibility to malignant hyperpyrexia
many false-positive results will be obtained.
-I am, etc.,

NIGEL G. CASEBY
Birmingham Accident Hospital,
Birmingham
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Cervical Plasma Cell Population in
Infertile Patients

SIR,-Dr. Rosalind A. Hinton's comment
(19 October, p. 168) on the postcoital and
other tests such as the sperm penetration
test is most relevant. I was pleased she used
the term "cervical hostility" rather than
"immunological infertility." The former, as
I am sure Dr. Hinton would agree, is much
broader in that it includes the problem of
mechanical hostility as well as the possibility
of an "allergic factor." Linking our plasma
cell positive cases with other immunological
tests would be one of the next steps in de-
veloping this new approach to the investiga-
tion of immunological infertility.
There are a number of tests in use, the

postcoital and sperm penetration tests being
two of the less complex. At the outset of our
work a negative postcoital test was used as a
starting point for our investigations, parti-
cularly in conjunction with our normal
"essential triad." We did find that there was
an increase in the number of negative post-
coital tests in those patients who had plasma
cells containing IgA in their cervices. How-
ever, in a personal review of the results of
some 350 postcoital tests from one infertility
clinic I was surprised to find that there
were roughly the same number of negative
postcoital tests in those patients who sub-
sequently became pregnant as in those pat-
ients who remained infertile.
The important point is that postcoital tests

must be carried out under strictly controlled
conditions, and I feel that the margin of
error is greatly increased by clinical im-
pressions rather than more scientifically con-
trolled studies such as those described by
Kunitake and Davajan.1 This is not to de-
tract from the clinical use of the test but
its limitations must be recognized. This
applies even more to complicated tech-
niques. The problems revolving around the
sperm agglutination and sperm immobiliza-
tion tests have continued for years, even
before the work of Franklin and Dukes,2 3
and are well documented. As emphasized by
Jeffrey and Parish,4 these more sophisticated
tests require training and, more important,
constant practice in the technique and inter-
pretation of findings before the results can
be considered valid.

In our work we touched on a number of
other aspects of this relatively new field.
Perhaps one of the more interesting and
slightly puzzling discoveries was that we
estimated the serum IgA in seven of the
patients with plasma cells present in their
cervices and found it lower than normal in
six when we might have expected to find


