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approach is yet very successful, and usually both have been
employed together by the use of Starzl's regimen for renal
transplants. " Despite Van Rood's progress with leucocyte
typing"4-6 and the development of an antilymphocytic
globulin' the main reliance continues to be on non-specific
immunosuppression with azothiaprine and steroids. Indeed,
success depends on a high tolerance of steroids, immuno-
logical good fortune, and the avoidance of infection.

Leucocyte grouping cannot yet be carried out completely,
and its relevance to the antigenic identification of tissues has
not yet been proved. Though rejection seems to be initiated
through the lymphocyte, specific antisera to prevent it have
not yet proved effectual in man. Moreover, the crude
preparations available at present cause local pain and general
reactions, and attempts at purification have resulted in loss
of activity. Moreover, the patient's reactions to anti-
lymphocytic sera can obscure symptoms showing whether a
rejection process has started or whether an infection has
begun. Immunosuppression delays healing of wounds and
invites colonization by antibiotic-resistant fungi and viruses
of normally low pathogenicity. Waiting for overt signs of
rejection'" almost certainly allows the development of
irreversible necrosis in the graft besides predisposing to
venous thromboembolism, which has been responsible for
several of the deaths.'9 20
Many ethical, philosophical, and legal problems on the

selection of recipients and acquisition of donors have been
discussed." 21 22 It has been agreed that suitable patients
should have advanced, disabling, and otherwise irremediable
progressive heart disease, but no serious disorder in other
systems. The patients selected should have a prognosis that is
not only hopeless but limited to a few weeks, because the life
of the successful transplant at present is usually short. In
heart disease prognosis is notoriously uncertain, and this is
particularly true of patients with coronary artery disease, who
are the obvious candidates for this operation. Not until the
life of the grafted heart is much more certain can younger
patients with congenital defects or cardiomyopathies be
helped. Simple logistics also have to be faced. Whereas
a kidney graft for everyone in need is a practical proposition,
there will never be enough human hearts to go round. Even

if heterografts from animals were ever utilized, and if double
the present number of cardiac surgical teams did nothing else,
the demand would not be met. The B.M.A.'s Planning Unit
discusses some of these questions in its report this week at
p. 106.

Until the rejection problem has been more successfully over-
come it would seem correct for cardiac transplantation to be
restricted largely to the experimental animal, while immuno-
logical studies are concentrated on the grafted kidney. The
kidney has an enormous and unlocalized functional reserve,
so there exists an ideal situation in which no crisis follows
failure of the transplant and effective treatment by inter-
mittent dialysis is readily available. The improvement in the
immediate survival rate from cardiac transplantation has
nevertheless been exciting, with two survivors out of the first
20 patients and 30 out of the next 46 patients. D. A. Cooley
and his team, wvho have the largest single experience, report
7 out of 12 survivors and a maximum survival so far of 41
months.23 Dr. Philip Blaiberg is still alive a year after
receiving his new heart, and his operation is an undoubted
success. Professor Barnard and his associates earned and
have received the world's acclaim for their technical brilli-
ance and close-knit team work. Both the surgeon and his
patient deserve our esteem for their courage and resolution.

Shumway, N. E., Angell, W. W., and Wuerflein, R. D., Transplanta-
tion, 1967, 5 (Suppl.), 900.

Webb, W. R., Howard, H. S., and Neely, W. A., 7. thorac. Surg., 1959,
37, 361.

Lower, R. R., Dong, E., Jr., and Shumway, N. E., Surgery, 1965, 58,
110.

Kondo, Y., Gradel, F., and Kantrowitz, A., Circulation, 1965, 31
(Suppl. No. 1), 181.

5Hardy, J. D., et al., 7. Amer. med. Ass., 1964, 188, 1132.
6 Barnard, C. N., S. Afr. med. 7., 1967, 41, 1271.
7Cooper, T., Willman, V. L., Jellinek, M., and Hanlon, C. R., Science,

1962, 138, 40.
8 Donald, D. E., and Shepherd, J. T., Amer. 7. Physiol., 1963, 205, 393.

Daggett, W. M., Willman, V. L., Cooper, T., and Hanlon, C. R.,
Circulation, 1967, 35 (Suppl. 1), 96.

10 Donald, D. E., Circulation, 1968, 38, 225.
1 Dempster, W. J., Melrose, D. G., and Bentall, H. H., Brit. med. 7.,

1968, 1, 177.
12 DeBono, A. H. B., and Warren, B. A., Biorheology, 1968, 5, 91.
13 Starzl, T. E., et al., Transplantation, 1967, 5, Suppl. 1100.

Van Rood, J. J., et al., in Histocompatibility Testing, edited by H.
Balner, F. J. Cleton, and J. G. Eernisse, Series Haematologica, 1965,
11, p. 37. Copenhagen.

15 Van Rood, J. J., Van Leeuwen, A., and Bruning, J. W., 7. clin.
Path., 1967, 20, Suppl. 504.

16 Van Rood, J. J., Van Leeuwen, A., Bruning, J. W., and Porter, K. A.,
Abstracts of the 1st International Congress of the Transplantation
Society, Paris, 1967, p. 162.

17 James, K., Clin. exp. Immunol., 1967, 2, 615.
18 Barnard, C. N., Amer. 7. Cardiol., 1968, 22, 811.
19 Ross, D., Amer. 7. Cardiol., 1968, 22, 838.
20 Haller, J. D., and Cerruti, M. M., Amer. 7. Cardiol., 1968, 22, 840.
21 Brit. med. Y., 1967, 4, 757.
22 Brit. med. 7., 1968, 2, 315
23 Cooley, D. A., Hallman, G. L., Bloodwell, R. D., Nora, J. J., and

Leachman, R. D., Amer. 7. Cardiol., 1968, 22, 804.

Hospital Disaster
From time to time the annals of our mental hospitals are
darkened by accounts of frightful fires to which an extra
dimension of horror is added because, as often as not, the
victims are as helpless in body as they are in mind. The
latest of these disasters, probably the worst since that at
Colney Hatch (Friern Barnet Hospital) in 1903, occurred
at Shelton Hospital, Shrewsbury, where, on the night of 25-
26 February 1968, 24 female patients died. A committee of
inquiry into the circumstances leading to the fire has now
reported its findings.'
The evidence received showed that the hospital, built in

the mid-nineteenth century, was structurally sound and " in
some respects safer than many much more modern buildings
so far as fire was concerned." The central heating was
modern, as was the electrical system. There was a sufficient
number of hydrants in the hospital grounds and a full pro-
vision of hose reels. The fire-fighting equipment appeared
to be in first-class condition. The fire-alarm system was a
conventional "break-glass" one, wvell maintained and
adequate within its limits. Telephones, both G.P.O. and
internal, that could also be used to raise the alarm existed
" almost in profusion, but quite a high level of proficiency
was required in using the various media if confusion and
delay were to be avoided." It seems clear therefore that all
the paraphernalia of fire-fighting and alarm-raising were
present and in good order.

In contrast the report finds that what faults there were,
and these grievous ones, were human. It is all too easy in
an inquiry of this sort to set out to find a culprit and emerge
with a scapegoat. This the committee with scrupulous fair-
ness does not do. The night nurse in sole charge of the ward
to which the fire was confined comes in for criticism for her

Report of a Committee of Inquiry into the circumstances leading to a
fire at Shelton Hospital on the night of 25 to 26 February 1968, and
to the deaths of 24 patients. Submitted to the Rt. Hon. Kenneth
Robinson, M.P., Minister of Health, Alexander Fleming House,
Elephant and Castle, London S.E.l. 1968.
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failure to give warning of the fire earlier. However, the
degree of her culpability is much reduced by the revelation
that she had never had training in fire procedure in the whole
of her 22 years' service. Nor do the resident fireman, the
group chief engineer responsible for fire prevention and safety
throughout the Shrewsbury Group of Hospitals, the hospital
secretary, the medical superintendent, or the hospital manage-
ment committee avoid censure in greater or less degree.
What are the principal lessons to be learned from this

disaster ? The first and by far the most important is that
fire-fighting is a job for professionals and ithe sooner they are
summoned the better. The second follows therefore from
the first-namely, that communication between any part of
a hospital, its fire-control centre, and the local fire service
should be as simple and foolproof as possible. Ideally, the
raising of the alarm should register directly in the fire service
headquarters. Thirdly, a chain of command and responsi-
bility for training all grades of staff in fire procedure should
be established. Lastly, all staff must be instructed in fire-
fighting and evacuation of patients by lectures, demonstra-
tions, and " dummy runs," preferably given or supervised by
officers of the fire service. But here's the rub: Shelton
Hospital was admittedly understaffed on the night of the fire,
though the inquiry does not consider the understaffing to have
been a significant factor. Nevertheless, it must surely be
conceded that the one night nurse who was in sole charge of
a ward housing 42 patients, some of whom are described as
especially disturbed, continuously from 8 p.m. to 8 a.m., bore
a very heavy responsibility.

But the night staffing situation at Shelton is by no means
unique. There may be mental hospitals where staff are more
plentiful, but there are certainly others where they are even
fewer. And of those that can be pressed into service some
are available only on a part-time basis. To train all staff,
permanent and part-time alike, in fire procedures to any
standard of proficiency is undoubtedly an enormous task.
Reading this report, no one can afford to be smug. And
anyone concerned with the administration of mental hospitals
could be forgiven for mopping his anxious brow and mutter-
ing, " But for the grace of God . . ."

Facts about Venereal Disease
It is generally agreed that the public ought to be well
informed about the venereal diseases in the hope that accurate
knowledge will help to prevent the spread of them. In these
days the people who control the media of information are
willing enough to devise programmes and write articles about
the subject. Indeed, one of the additional burdens carried by
the already overpressed venereologist is that of visits and
questions by newspaper reporters and television producers.
This might be an excellent way of putting facts before the
public, but unhappily writers and producers are too often
drawn irresistibly towards the more sensational aspects of
the problem. There is no evidence that the kind of publicity
they provide exerts any appreciable effect on promiscuity or
that it brings more infected patients to the clinics. Those
who respond to this stimulus are more often than not stirred
by anxieties, newborn or revived from the past.
An excellent but neglected source of accurate information

and sober analysis is provided year by year in the annual

report of the Chief Medical Officer of the Ministry of Health.
The latest report, for 1967,1 indicates that the numbers of
cases of some of the venereal diseases are increasing. Never-
theless, it is satisfactory to note that infectious syphilis, an
intractable problem in many countries, has remained at a low
level in England and Wales and has in fact diminished in
the past two years. Thus, 1,321 cases of primary and secon-
dary syphilis were reported from the venereal disease clinics
in 1967, of which 1,075 were in men and 246 in women,
giving a reduction of 3.8% from the total for 1966 and a
male: female ratio of 4.4: 1. In the population as a whole
the incidence of infectious syphilis in males was 4.56 per
100,000 and in females 0.99. These figures are certainly
lower than those reported in the U.S.A., where the rate per
100,000 population was 10.8 in 1967,2 though exact com-
parisons are not possible. The C.M.O.'s report comments
that the numbers for England and Wales are small by any
standards, and it is difficult to draw from them reliable con-
clusions other than the obvious one that control measures
have proved successful within limits. The reduction in
primary and secondary cases occurred only in men, and it was
thought that this fact may reflect the increasing diligence with
which sources of infection are being traced and brought under
treatment.
On the other hand the figures for gonorrhoea are disquiet-

ing. In 1967 there were 41,829 cases, an increase of 11.6%
over 1966 and the highest number reported from the clinics
since 1946, the postwar peak year. Cases in adult men rose
from 27,913 in 1966 to 30,630 in 1967 and those in adult
women from 9,465 to 11,081. The male: female ratio was
2.8: 1 in 1967 and 2.9 in 1966. These figures suggest that
in spite of difficulties contact tracing has been pursued
diligently, so that many infected women who through lack of
symptoms might remain sources of infection are being
brought under treatment. The contribution made by
immigrants to cases of gonorrhoea has been studied by the
Co-operative Clinical Group of the Medical Society for the
Study of Venereal Diseases, and some of the figures are
included in the report. Returns from 169 clinics in England
and Wales related to 38,066 cases-that is, 91% of the
national total. Of 27,979 men suffering from gonorrhoea,
56.4% were born in the United Kingdom, as compared with
54.6% in the similar study for 1966. Of 10,087 women with
the infection 82.1% were born here, as compared with 82.4%/
in 1966. Thus, although immigrants still make a consider-
able contribution to this problem, there is no evidence that
it is an increasing one.

Cases of non-gonococcal urethritis in men continued to
increase, amounting to 32,318 as compared with 30,462 in
1966. For the past three years these cases in men have out-
numbered those of gonorrhoea.

In his comments the Chief Medical Officer points out that
at least 200 fresh infections occurred on any average day-
" an epidemic by any standards." Spread of disease is due
to promiscuity and it is high time that the magnitude of this
problem was more widely known. His report concludes that
syphilis could be controlled even in a society in which extra-
marital intercourse is regarded by many as a normal and per-
missible activity. But gonorrhoea is a more infectious disease
with a short incubation period, and often gives rise to no
symptoms in women. It is a much more difficult disease to
control. Without a change in public attitude there seems
Annual Report of the Chief Medical Officer of the Mz'nistry of Health

for the year 1967, pp. 65 and 279, 1968. H.M.S.O.2Today's V.D. Control Problem. A Joint Statement. The American
Social Health Association, p. 48, 1968. New York.
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