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liary basis? If equipment is left in a house
under such circumstances where does the
equipment come from for the next patient or
the next three or four patients all within 24
hours?
We are told that general practitioners

"treat many of such patients at home with
satisfactory and safe results." Those of us
with experience of coronary care units know
that the arrest case cannot be anticipated.
We know that a few lives are saved. I doubt
if these lives would be saved under the
treatment at home methods encouraged by
Dr. Fry. They require more than just a
trained nurse or technician sitting at the bed
side.

Finally a point about diagnosis. Diagnosis
can be difficult even with repeated labora-
tory and E.C.G. investigations under ideal
conditions. Post-mortem findings can be
very chastening. In a not insignificant pro-
portion of patients referred to coronary units
as cases of myocardial infarction, the diag-
nosis cannot be substantiated or is proved
otherwise, Might not this sort of case ac-
count for some of the domiciliary successes?
The error of diagnosis would necessarily
remain undiscovered.

I have much sympathy with Dr. Fry
wishing personally to look after and care for
his patient, but in this type of case I think
he is mistaken and there is a danger that
doctors reading his letter might be tempted
to keep at home a case for which an ade-
quate bed could be found. I would rather
that Dr. Fry would direct his energies to-
wards the rehabilitating of patients and
getting them back to work early. (The pre-
sent figures at Bamet for survivors, of ai
degrees of severity of attack, are 25% back
at work within one month of admission to
hospital and 44% at six weeks.) This is of
considerable economic value.
May I end with a plea that admission to

hospital should be sought for all suspected
cases of myocardial infarction, using com-
mon sense to provide the exceptions that
prove the rule.-I am etc.,

G. RIDDELL ROYSTON.
Barnet General Hospital

Barnet, Herts.

Whooping Cough Immunization
SIR,-The recent report by the Public

Health Laboratory Service Whooping Cough
Committee and Working Party (8 No-
vember, p. 329) makes the point that its
findings stem predominantly from ex-
perience of one manufacturer's vaccine.
Despite this both the report and the ac-
companying leading article (8 November, p.
316) assume that prior to 1968 vaccines
available in Britain regardless of manufac-
turer were identical, particularly with regard
to potency. This is not so.
The British standard for the potency of

pertussis vaccine was established in 1957
and retrospectively found to be 2.1 units per
dose, whereas the W.H.O. standard, intro-
duced in 1964, contained 4 units per dose.'
Evidence from the United States as far back
as 1955 indicated the inadvisability in using
a 2-unit vaccine.2 In these Laboratories we
have always considered the high potency
required by W.H.O. to be essential. Thus,
for the period of the survey we were issuing
vaccine at a potency of not less than 4 units

per dose.
Clinical efficacy of pertussis vaccines is

difficult to assess, and depends on bacteri-
ological diagnosis. In the present survey the
method of assessment is biased by its de-
pendence on confirmed source cases. These
arise either in non-vaccinated children or
in children in whom vaccination has broken
down. Clearly, breakdowns are more likely
to arise where vaccine of low potency is
used; effective, potent vaccine will not ap-
pear to be much used because of the low
number of breakdowns. Thus, in the present
survey the 9% of contacts known to have
received Wellcome vaccine is taken to indi-
cate the degree to which it is used, whereas
usage is, in fact, considerably higher. Less
understandable is the view in the report that
it was justifiable to combine the data on all
vaccines simply because some vaccines were
thought to be little used. As a consequence
vaccines differing widely in potency have
been regarded as identical.
The reliability that can be placed on

paroxysmal cough as a diagnosis of whoop-
ing cough in very young children is far from
clear. Thus, although Table 1 shows that
955 isolates were made from 1372 swabs-
an isolation rate of 70' -it does not make
clear that in Bristol for instance, 109 swabs
were examined initially, on the basis of the
existence of paroxysmal cough, in order to
find the original cases, and that only two of
these, 1.8 %. were bacteriologically positive.
Similarly, in Chester only 8 out of 83, 9.6%,
were positive, in Gloucester 5 out of 55,
9.1%, Liverpool 31 out of 306, 10.1%,
Middlesbrough 6 out of 177, 3.40/, New-
castle 3 out of 55, 5.5%/, and Sheffield 32
out of 339, 9.4%, The report does not con-
sider the possibilitv that the low number of
positive swabs in Bristol compared with the
high number in Manchester, 1.8% as against
40%, could be explained by the use of vac-
cines of widely different potencies.
The survey thus shows the inadequacy of

2-unit vaccine, and endorses the W.H.O.
choice of 4 units as the international potency
standard, the standard to which all British
manufacturers are now committed.

J. CAMERON,
Head of Department of Aerobic

Bacteriology, Weilcome
Research Laboratories

Beckenham, Kent
REFERENCES1 World Health Organisation, 1964, Technical Report

Series, No. 274, p. 34.
2 Jaffe, V. R., Yournal of Pediatrics, 1955, 47, 716.

Knowing the Patient's Blood Group
SIR,-About three years ago I had an

urgent telephone call from a hospital in the
south of England. One of my patients had
been admitted with a severe haemorrhage
following an inevitable abortion. As she was
a multigravida, I was immediately able to
tell the hospital her blood group and rhesus
factor. More recently I was telephoned from
Spain by another patient who was having a
threatened abortion. She was a primigravida
and was 10 weeks pregnant. I found that I
was unable to inform her of her group or
rhesus factor. I have always understood that
the correct time for taking blood for group-
ing in a primigravid patient is at about 12 or
13 weeks. It occurs to me now that many
patients may be at risk between the diagnosis
of pregnancy, at, say, 6 or 7 weeks and their

subsequent grouping at 12 or 13 weeks.
I have reviewed briefly all the primigravid

patients in whom I have made the diagnosis
of early pregnancy during the last 10 years.
They come to a total of 44. Of this total,
four have had threatened abortions and five
have had inevitable abortions. Of these nine
patients, seven had not been grouped when
they began to bleed. The eighth had been
grouped at an antenatal clinic, but her group
was not known to me and was not known to
the hospital into which she was admitted.
The ninth patient came from New Zealand
and was able to show me a neatly printed
card with her group and rhesus factor.

I would like to suggest that it is the duty
of any doctor on making the diagnosis of
early pregnancy immediately to take blood
for grouping and rhesus factor and not to
wait until 12 or 13 weeks. The results of this
blood group should then be made known
both to the general practitioner and to the
patient. Often patients with abortions are
admitted into hospitals other than the one in
which they expect to be confined. I would,
therefore, like also to suggest that all hosDi-
tals and antenatal clinics should inform the
general practitioner and the patient of her
blood group as soon as the result is avail-
able.-I am, etc.,

D. R. PUGH.
London S.W.15.

Percutaneous Needle Nephrostomy

SIR,-Dr. C. S. Ogg and his colleagues
(13 December, p. 657) do well to draw atten-
tion to the neglected, but valuable, technique
of percutaneous needle nephrostomy.

There are indeed many objections to
ordinary nephrostomy, not the least being the
considerable incision required which adds
greatly to the metabolic load on a struggling
kidney. Emergency drainage of the upper
urinary tract is very often best achieved by
ureterostomy-in-situl. This is a quick, simple
procedure with minimal tissue trauma.-
I am, etc.,

ANTHONY WALSH.
Jervis Street Hospital,

Dublin.
REFERENCE
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Changing Face of Medical
Practice

SIR,-In his Personal View (20 December,
p. 740) Dr. George Birdwood makes a now
familiar plea for the preservation of the
personal doctor. It is a pity that he did not
tell readers just what is meant by "the
human element"; he seems to see this
human element as incompatible with the
application to medical practice of science-
based medical knowledge, though he fur-
nishes nothing but anecdotal evidence in
support. Indeed, he appears to prefer kind
hearts and acorns to well-informed medical
care, and to ignore the simple truth that a
really concerned (or kind, or personal, or
human) doctor must feel that the possession
of sound up-to-date professional know-
ledge is part of his duty to individual
patients.
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