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ment, the desire to leave no stone unturned, the pursuit of
fashion, or the pressures of a system of commerce persuade
many doctors to use new remedies and to discover their
hazards by the hard way of actually doing harm with them.
As long as this is so, the early recognition of ill effects is vital.
Machinery for collecting and dispersing information about
possible or definite ill effects is rapidly being elaborated by
the Dunlop Committee and other bodies. Such machinery
can be effective only if it is properly supplied with facts, and
these must come from the early prescribers. Any drug less
than five years old almost certainly has some undiscovered toxic
effects for at least some people, and even older drugs may have
unpleasant properties which are still unrecognized. How soon
these properties are discovered depends on the alertness and
the general pharmacological knowledge of everyone who
prescribes drugs. All drugs are either ineffective or dangerous,
just as all knives are either blunt or sharp. To use a potent

drug without knowing which organs it will go to and how
long it will stay there is like using a knife blindfold.

Correction.-In the " To-day's Drugs " article on " Fibrinolytic
Enzymes " (20 March, p. 775) a word was omitted in error. The last
sentence of the paragraph headed " Streptokinase" should read " After
treatment streptokinase antibody levels rise steeply.

Book of " To-day's Drugs."-This book is now available through
booksellers at 30s., or from the Publishing Manager, B.M.A. House,
Tavistock Square, London W.C. 1, at 32s. 6d., including postage.
It is based on the series of review articles which were printed in the
" To-day's Drugs " section between January 1963 and May 1964.
The articles have been edited and brought completely up to date so
as to form an authoritative and practical guide to modern thera-
peutics. The book is designed to cover the drug treatment of those
common conditions which are met with in general and hospital
practice.

ANY QUESTIONS ?
We publish below a selection of questions and answers of general interest.

Hatching of Schistosoma Ova

Q.-Can the miracidia be liberated from
the Schistosoma haematobium ova in the
human bladder in a case of schistosomiasis
and be excreted with the urine as freely
swimming miracidia? If so, are these mira-
cidia able to invade a fresh-water snail to
develop into sporocysts and produce
cercariae ?
A.-It is uncommon for miracidia to be

excreted in the urine, though it is not abso-
lutely impossible. Eggs in urine which has
been allowed to stand outside the body may
hatch into miracidia, and these are perfectly
capable of infecting snails. Exposure of the
eggs to fresh water aids the rupture of the
egg-shell as a result of osmosis.

Cleaning for Hygiene

Q.-I am thinking of building new surgery
premises on to my house and using for
domestic purposes the rooms that have served
as consulting- and waiting-rooms for the
past 15 years. Is there any risk of infection
to my family in this, and, if so, whdt
measures should be taken to obviate it?

A.-I do not think that there is any risk of
infection to the family from using for
domestic purposes rooms that served as con-
sulting- or waiting-rooms. Even if there
were any risk it would be eliminated
by normal cleaning and redecoration.

Intradermal T.A.B. Vaccine

Q.-Is phenol-killed T.A.B. vaccine suit-
able for intradermal inoculation ?

A.-In theory acetone-killed T.A.B. vac-
cine is perhaps preferable, but in practice

there has been no evidence that phenol-
killed vaccine is unsuitable for intradermal
inoculation. For many years now it has
been used thus in the Services, and more
recently intradermal inoculation has been
adopted in civilian practice, because both
local and general reactions tend to be fewer
and less severe than those following sub-
cutaneous administration.

Blood by Post

Q.-What effect does delay have on the
accuracy of haemoglobin estimations in blood
sent in sequestrene bottles to the laboratory
by post ?

A.-Provided that the blood sample
remains uncontaminated by bacteria the
haemoglobin concentration will remain un-
changed for at least 3-4 days, and probably
longer, and the accuracy of its estimation is
unaffected. Indeed, in the cold haemoglobin
in solution may remain relatively unchanged
for many months and retain its usual electro-
phoretic behaviour.

Delay in the examination of a blood sample
longer than a few hours will vitiate the
results of estimations other than measurement
of the haemoglobin concentration. The red
cells start to swell and the mean corpuscular
volume rises, as does the haematocrit. Leuco-
cyte and red-cell morphology is well preserved
in blood films made 2 to 3 hours after
collection of the sample, and a reliable total
white-cell and platelet count can be obtained
up to 12 hours after collection.
On the other hand, it is not uncommon to

receive postal specimens in which there has
been marked degradation of haemoglobin, and
examination shows an abundant bacterial
flora. Disposable polystyrene 2 ml. bottles
for blood specimens are widely used to-day.
These are generally not sterile and they
would be quite unsuitable for the dispatch of
blood samples by post.

Corticosteroid Treatment and Smallpox
Vaccination

Q.-What precautions are necessary in
vaccinating or revaccinating against smallpox
a patient who is on steroid therapy?

A.-Corticosteroid therapy is recognized
as one of the contraindications of smallpox
vaccination. If vaccination is not essential
or urgent it should be forgone or postponed.
If the corticosteroid therapy can be inter-
rupted for four to eight weeks without undue
embarrassment to the patient smallpox
vaccination (or revaccination) may be
effected about two weeks after stopping the
treatment. A gap of about two weeks should
be allowed after the effects of vaccination have
worn off before starting treatment again. If
the corticosteroid therapy cannot be inter-
rupted and the need for vaccination is press-
ing (as in the case of a smallpox contact or
a person going overseas) anti-vaccinial
gamma-globulin (1.0 to 1.5 g.) may be
injected (in the other arm) at the time of
vaccination. Some authorities recommend its
injection 24 to 48 hours after vaccination
in order to avoid interference with the
mechanism of active immunization, but others
have shown that the gamma-globulin does not
in fact interfere with the maturation of the
vaccination.

Prophylactic Antitetanus Serum

Q.-If it is considered advisable to give
prophylactic antitetanus serum what is the
optimum dose ?

A.-Most authorities in the United King-
dom are agreed that the optimum dose of
equine tetanus antitoxin is 1,500 units. In
the United States many surgeons give 3,000
units, and a few even 5,000 or 10,000 units.
Boyd' believes that 1,500 units give adequate
passive protection and that a higher dose is
unnecessary in routine prophylactic practice.
When there is a history of horse serum
having been given on a previous occasion
(and therefore a risk of rapid elimination of
the second injection), or if a tetanus-prone
wound is slow to heal, the dose of 1,500
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