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(and particularly his relatives) to accept their
social responsibilities should the request for
such eyes be made-usually by the ward sister
at the time of death.
By all means let us encourage the

establishment of these regional eye-banks.
But let us accept that most of the existing
" banks " are simply the refrigerators in those
eye departments where the oculists happen
to like grafting and have the initiative to tap
their local institutions for donor material.
Their siting is not the outcome of any mini-
sterial planning, nor does their donor supply
relate to any national propaganda. They stem
from the enthusiasm of the individual eye-
surgeon and his staff, and in the long run
this is really the only thing that counts.-
I am, etc.,

PATRICK TREVOR-ROPER.
London N.W. 1.

Trasylol

SIR,-May I draw your attention to an
error in the dosage given for acute pancreat-
itis in this article (24 December 1966, p.
1580) ?
The initial dosage is somewhat on the low

side. In the light of recent clinical experi-
ence we suggest that the initial dose should
be 50,000 to 100,000 units given by slow
intravenous injection, followed by 20,000 to
50,000 units hourly, and not daily, by con-
tinuous drip infusion in saline.-I am, etc.,

D. WHITFIELD,
Medical Director,

FBA Pharmaceuticals Limited.
Haywards Heath,

Sussex.

SIR,-Trasylol (24 December 1966, p.
1580) is mainly an antifibrinolytic agent, but
there is also evidence' that it inhibits throm-
bin and thromboplastin generation and that
clinically it can function as an inhibitor of
intravascular coagulation. However, the dose
needed to inhibit clotting appears to be several
times the antifibrinolytic dose. This may
explain why Trasylol can protect against
pancreatitis if given in high dosage and the
success in experimental animals, because
acute pancreatitis may be associated with
intravascular coagulation both as cause
(pancreatitis can be induced by a Shwartzman
reaction) or as effect-namely, the result of
the release of proteolytic enzymes into the
circulation. 3

It would certainly be an advance in the
management of pancreatitis to regard the
condition as complicated by intravascular
coagulation and to instigate full investigation
of blood coagulative and fibrinolytic factors.
Thus the association of acute pancreatitis
with acute renal failure may be explained
and also the induction of pancreatitis by the
hypercalcaemia of hyperparathyroidism.-I
am, etc.,
Royal Infirmary, E. N. WARDLE.

Manchester.
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Termination of Pregnancy Bill

SIR,-With regard to the Termination of
Pregnancy Bill, the following points might
be noted:

Operations for non-medical purposes (for
example, sterilization) are not N.H.S. com-
mitments. The legalization of social termi-
nation of pregnancy will lead to an increased
demand for private-patient abortions. Are
there sufficient private beds available, and
does Mr. Steel envisage a State subsidy from
the Ministry of Social Security to meet the
costs ?

Replacement of the back-street abortionist
by the registered medical practitioner (in
effect the gynaecologist) will only take place
if the latter proposes to change his present
practice. My own practice (and that of some
colleagues) with regard to termination of
pregnancy will not be altered by the passage
of the Bill.
The illegitimacy rate of over 5 % is an

indication of the large number of pregnancies
in the unmarried. Does the lack of a hus-
band mean that a woman's "capacity as a
mother" will be severely overstrained ? Is
there an upper limit to the number of termi-
nations any one patient might request in the
course of a year ?
Any gynaecologist who does not propose

to alter his practice would be wll advised to
warn his Member of Parliament (in England
and Wales the numbers of consultant gynae-
cologists and of M.P.s are roughly the same)
of the volume of complaints which he may
expect to receive after the passage of the Bill
from dissatisfied potential abortees.

I write as a gynaecologist without religious
affiliation who terminates pregnancies on
medical grounds provided no fee is paid.-I
am, etc.,
York. JOHN MANDER.

SIR,-We should like to bring the following
notice to your attention. It has been sent out
to all the general practitioners in the area
served by the local hospital and has been
signed by the three consultant gynaecologists.
"Dear Doctor,

Therapeutic Abortion
We wish to inform you that we do not

include social and/or psychiatric reasons
among the indications for therapeutic
abortion.

Yours sincerely, etc."
We, as general practitioners, find ourselves

in a difficult position, especially in the light
of our belief that every patient has the right
to unbiased specialist medical opinion and the
view put forward by the British Medical
Association report on abortion (2 July 1966,
p. 40): "Whether or not pregnancy should
be terminated is a question which can be
decided only in the circumstances of each
particular case."

It would appear that at the hospital in
question the issue is being prejudged on the
basis of the consultants' personal feelings
rather than the needs of the patient.
Obviously many of the general practitioners
in our area feel that we are being unreason-
ably restricted in giving the best possible
service to our patients, and we find it
incredible that geography should dictate the
treatment that it is practicable to give rather
than the medical needs of the case.

Should there not be some national direc-
tive so that doctors need not feel that patients
in certain areas are being arbitrarily deprived
of certain forms of treatment which may be
available to those living in other parts of the
country ?-We are, etc.,

L. G. CAPALDI. A. J. MARSHALL.
A. R. F. WILLIAMS. H. M. MURRAY.
A. CUMIN. R. BARKER.
J. G. FISHER. J. E. K. TABERT.
Luton, Beds.

SIR,-I should like to offer some com-
ments on Mr. Denis Pells Cocks's views
(17 December, p. 1531) on the Termination
of Pregnancy Bill.

(1) The reason that illegal abortion still
persists in Denmark is that the law there
has been only very partially liberalized, and
is shot through with red tape and bureaucracy
-an inevitable concomitant of the committee
system, it appears. Less than half the appli-
cations for abortion are in fact granted,'
hence those determined on an abortion go
straight into the illegal network. The moral
of this is that very limited legislation is no
use in trying to meet the problem of criminal
abortion.

(2) In 1964 only four women died after
legal abortion; exactly six times as many
died following criminal abortion.2 If it is
the maternal mortality rate we wish to lower,
as Mr. Cocks suggests, then the moral of
the above figures is surely all too clear. (The
more so that those women being granted
legal abortions in present circumstances must
have been in a greatly deteriorated state of
health to begin with.)

(3) " The distressing postabortal guilt com-
plex " is a myth that ought no longer to
be invoked. Baird' in this country and
Ekblad4 abroad have amply demonstrated
this. In his recent paper' "A Gynaeco-
logist's Experience" Mr. P. L. C. Diggory
reviews a series of 110 abortions he has
carried out, 96 of them for psychiatric
reasons. " It is often said that termination
of pregnancy may be followed by deep and
harmful guilt. In all but a few cases I have
seen the patient at least once about six weeks
after the abortion, and I have asked her
whether she felt guilty and whether she
regretted her action. Although many feel
remorse about the pregnancy, not one has,
yet told me that, looking back, she regrets
her decision. Personally, therefore, I am not
impressed by the dangers of inducing a guilt-
complex."

(4) Mr. Cocks suggests that many women
are subsequently grateful for not having
been permitted an abortion. As many others,
I suggest, deeply resent the children they
have unwillingly been forced to bear. In
1965 the N.S.P.C.C. investigated 39,00a
cases involving more than 100,000 children.6
Just over half were cases of child neglect,
and 10% were cases of assault and ill-
treatment. A research unit has just been set
up to investigate the " battered baby " prob-
lem. Can anyone seriously suppose that
"battered babies " were ever wanted babies ?

Mr. Cocks says that doctors, by virtue of
their training, are well suited to facing these
" peculiarly human and intimate matters."
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If that is so, why not free the doctor to con-
sider these questions really dispassionately,
instead of permitting policemen to breathe
down the necks of the medical profession?
-I am, etc.,

EVELYN FISHER.
London S.W.13.
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SIR,-The main and governing clause of
this Bill (31 December 1966, p. 1650)-
Clause 1 (1)-is in my view inadequately
expressed. I believe that the subclauses (c)
and (d) about which there is so much contro-
versy derive much of their suspect nature
from this inadequacy.

1 (1) ". . . terminated by a registered
medical practitioner if that practitioner and
another registered medical practitioner . . ."

In connexion with this repetitive phrase, the
B.M.A. and the R.C.O.G. agree and recom-
mend that ". . . it be made obligatory for
the termination to be carried out by or under
the supervision of a consultant [gynaeco-
logical] in the National Health Service... ."
Thus with this amendment alone any medi-

cal practitioner may ask (demand) a gynaeco-
logical consultant to carry out the operation
of pregnancy termination. This construc-
tion, or indeed Clause 1 (1) as it stands,
would in my view leave the door open to
what one might call the front-street abor-
tionist-either in the accepted sense of a
medically unscrupulous but qualified medical
man, or that of a medical practitioner whose
attitude is lax in this regard. I believe that
if such qualified men do not exist today this
Bill in its present form will assuredly produce
them.

I suggest, therefore, that the gynaecological
consultant who carries out the treatment or
operation for pregnancy termination must be
a responsible partner in deciding its necessity.

". . . formed in good faith . . ."
If this phrase means anything legally it can

surely be whittled down to mean little or
nothing by two qualified medical practitioners
if similarly they are either unscrupulous or
lax in their attitude. I submit, therefore, that
legislation should contain no latitude in this
respect.
As it stands, this wording might convey

either a subtle compliment to the integrity
of the practitioners concerned or even a
suggestion of hope that the opinion will be
so formed. It appears to be a word sequence
of weakness in a legal document. In this
decision of such grave concern to both doctor
and patient ambiguity such as is here sug-
gested should be avoided.

I submit, therefore, that Clause 1 (1)
should be amended as follows:

". . . when a pregnancy is terminated by
a qualified gynaecological consultant if that
consultant and another qualified medical
practitioner are of the opinion formed on
scientific grounds."

Medical, psychiatric, and sociological
opinion are equally regarded as scientific.

This construction could obviate the necessity
for subclauses (c) and (d).-I am, etc.,

Manchester. K. VERNON BAILEY.

Infectious Diseases as a Specialty

SIR,-Your leading article (7 January, p.
2) makes the valid point that, despite the
changing pattern of the infectious diseases,
this important specialty must be preserved.
In the larger areas of population consultants
devoting all their time to the infectious dis-
eases are required, whereas in other hospital
centres there is need for an adequately experi-
enced consultant-general physician and/or
paediatrician to have additional responsibility
for patients in the infectious diseases beds.
It follows that there must be a sufficient num-
ber of suitably trained senior registrars to
take the place of retiring consultants.

So far there has been no agreement about
what constitutes adequate training for this
specialty. It was therefore particularly
pleasing that the recent report of the Scottish
Standing Joint Committee on Training for
Consultant Physicians' recommended that
senior-registrar training should include two
years in a major infectious diseases depart-
ment. There has been a recent tendency to
regard good experience in general medicine
as the only training necessary for a consultant

post in infectious diseases. Such experience
is of course essential, but as with all other
branches of medicine there is equal need to
gain adequate experience of the specialty
itself.
The Scottish report wisely recommends

that trainee infectious diseases physicians
should also have some experience of micro-
biology and epidemiology. A period of clini-
cal experience abroad is advised, and this
might most usefully be spent in India or
Pakistan, where, in particular, smallpox could
be seen and studied. The Scottish report
further recommends a period of training in
such special units as cardiology, neurology,
and paediatrics. The latter is particularly
important, but the list could justifiably be
extended to include experience in chest dis-
eases, dermatology, gastroenterology, geri-
atrics, otolaryngology, etc. Quite clearly,
such extensive training is impracticable.

However, stating the advantages of the
widest possible experience serves to underline
the fact that the knowledge and skills of any
and every specialty are required from time to
time to cope with the wide variety of illness
admitted to infectious diseases beds. Because
of this and the consequential need for con-
sultation with many colleagues, infectious dis-
eases departments should be sited at general
hospitals.-I am, etc.,
United Oxford Hospitals, JOHN F. WARIN.

Oxford.
REFERENCE
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Photographing Jejunal Biopsy Specimens
SIR,-The use of jejunal biopsy both in

diagnosis and for following up the result of
treatment of malabsorption states is now well
established. The changes which occur in the
jejunal mucosa may be assessed by the exam-
ination of the fresh specimen or of histological
sections. Examination of the fresh specimen
is a simple procedure requiring no complex
apparatus or techniques. No staining is
required, and, provided reasonable care is
taken in handling the biopsy, its value to the
histologist is not impaired.
Two main systems of grading the severity

of mucosal change have been put forward.' I
One of these systems gives high numbers to
the most severely affected grades, while in the
other the numbering is in the reverse direc-
tion. This may lead to confusion unless the
system being used is clearly specified. Even
when a single system is used the grading
given by different observers for the same
specimen may not be in agreement. These
difficulties may be overcome by having a
permanent photographic record of the biopsy.

Image magnifier
Camera

Microscope adapter

.-Nikon lamp

Microscope

Biopsy
on stage

Normal lightingFG Inot used

FIG. 1 sbws how the apparatus was set up.

Such a record is easily made, using simple,
readily available equipment.

Biopsies were taken using a Cooke, Crosby,
or Carey capsule. Immediately the capsule
was retrieved the biopsy was removed from
it and spread out on a black " slide." It was
then covered with a few drops of isotonic
saline to prevent it from drying. The slide
was mounted on the microscope stage and
illuminated from above with a small spot
of light from the Nikon lamp. The biopsy
was brought into focus and the lighting
adjusted so that a reading of LV 2 was given
by the exposure meter when applied to the

....

.............4

FIG. 2 shows a black-and-white reproduction of
a colour photograph taken using this method.
The biopsy is flat with a mosaic pattern, there
being no, villi of any sort present. The mouths
of the intestinal glands can be seen. This
biopsy was taken from a 16-year-old child with

coeliac diesease.
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