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physiotherapy, functioning 24 hours a day,
seven days a week, relieving thereby the
already overworked physiotherapy depart-
ments. Incontinence is not only a burden
aesthetically and economically, it can be
a matter of life or death-incontinence can
lead to suicide.-I am, etc.,

K. P. S. CALDWELL
Sphincter Research Unit,
Royal Devon and Exeter Hospital,
Exeter

Special Groups in Tuberculosis

SIR,-We would like to reply to the
criticisms of our report' made in your lead-
ing article (2 January, p. 3). We said that
the report was written "at a time when the
tuberculosis problem is changing rapidly".
It was precisely this changing situation
which led us to prepare the report, be-
cause people responsible for the day-to-day
application of tuberculosis control require
guidance as to which control measures re-
main relevant.
Your leading article implies that mass

B.C.G. vaccination should now be abandoned
in Britain because it is no longer economic.
The time for this will come, but at present
official policy is to offer B.C.G. to all un-
infected adolescents. If B.C.G. is to be
given to everybody, there can be no doubt
from the work of Styblo and his associates
of the Tuberculosis Surveillance Research
Unit2 that the earlier in life it is given the
more benefit is likely to result. These
workers showed that in the Netherlands for
all cohorts born between 1910 and 1960
about 800% of all tuberculous infections had
been acquired by the age of 14 years and
40' by age 4 years. We therefore recom-
mended that B.C.G. should be given "as
early in life as possible".
As regards hospital staff, we decided after

careful consideration that the time had not
yet come to abandon the advice given by
the Ministry of Health in 1961. We are
as much concerned with the protection of
staff as of patients, and there is evidence
that hospital staff have a somewhat increased
risk of developing clinical tuberculosis. It
is difficult enough to persuade all staff to be
x-rayed every year (even where a static
M.M.R. unit is available); routine x-rays at
any longer interval would be even more
difficult. There are two important objections
to the suggestion that it would be better to
investigate staff who develop a cough. We
very much doubt whether they would report
a "smokers' cough", however excellent the
staff health service. Further, if staff are
x-rayed whenever they have a cough, a great
deal of trouble will be created because of
the patches of virus pneumonitis which will
be revealed. We appreciate that in future
the great majority of hospital staff will have
been vaccinated with B.C.G., and conse-
quently will be at relatively slight risk of
either endogenous exacerbation or exogenous
super-infection. The recent publication by
Styblo of evidence that infectious tuber-
culosis tends to arise acutely,3 presenting
with symptoms between annual routine
x-rays, certainly casts doubts on the value
of routine annual x-rays for the protection
of patients, but our report was in the final
stages of production when this appeared.
As regards hospital patients, here again

we were thinking as much of those who
suffer from tuberculosis as of those others
whom they might infect. In 1969 nearly

2,000 deaths were attributed to tuberculosis
in England and Wales, of which 350
occurred in persons not notified before
death.4 Some of these 350 were patients in
hospital. Is a chest x-ray not an essential
part of the complete routine examination of
any patient, an essential complement to
physical examination? Other things besides
tuberculosis are detected in this way. A
yield of 13 cases of tuberculosis per 1,000
patients examined would be well worth
while, if the examinations were done with
a static M.M.R. unit.
The arguments in favour of continuing

antenatal chest x-rays stem from the tragedy
of the infant who develops tuberculous
meningitis and the menace presented by an
infectious case of tuberculosis in a maternity
ward. In future the majority of pregnant
women will have been vaccinated with
B.C.G., and these do not need an x-ray
routinely, so the number to be x-rayed
should not be large. The yield will be small,
but appreciably higher than 1 in 5,000 as
suggested in your leading article, because
this minority will contain all those who are
naturally infected in whom disease is most
likely to develop. The special groups (such
as immigrants, diabetics, and patients with
a family history of tuberculosis) constitute
a small minority at special risk, for whom
an x-ray during pregnancy is desirable,
irrespective of previous B.C.G. vaccination.
We recognize that tuberculous disease in

this country (as in other developed
countries) has been declining for the past
50 years at least, and will continue to de-
cline in future, irrespective of anything
which the medical services have done or can
do.2 Nevertheless, it is reasonable and useful
to continue such measures as are likely to
accelerate this decrine, or to mitigate the
danger and inconvenience to those who will
still develop disease. We are moving from a
phase of mass procedures to one of concen-
tration on special groups, but let us not be
too eager to abandon the former, until we
are quite sure how to proceed with the
latter.-We are, etc.,

J. R. LAUCKNER
Chairman,

T. A. W. EDWARDS
Secretary,

R. H. TOWNSHEND
Convenor of Subcommittee,

Joint Tuberculosis Conmmittee,
British Thoracic and Tuberculosis Association

London W. 1
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Comparison of Drugs for Asthma

SIR,-We have recently shown (20 March,
p. 637) in a double-blind placebo controlled
trial that salbutamol and terbutaline by
mouth, two selective 32 adrenergic stimulant
drugs, reduced asthmatic airway obstruction
for up to six hours in the same 12 patients.
These patients agreed to attend the lab-
oratory on a fourth day when after control
observations they were given 300 mg of
proxyphylline (a theophylline compound) by
mouth and the same experimental procedure
carried out.
The Table shows a comparison between

the mean changes (with standard error)
during a six-hour period in spirometric
findings, pulse rate, and blood pressure fol-
lowing salbutamol, terbutaline, proxyphyl-
line, or placebo. While there was a signifi-
cant increase in the forced expiratory volume
in 1 second (FEV1) after both terbutaline
and salbutamol compared with proxyphyl-
line, the increase in FEV1 after proxyphyl-

line did not differ significantly for that after
placebo. Both terbutaline and salbutamol led
to a significant increase in pulse rate
compared with proxyphylline and placebo.
Airway obstruction was reduced to an

equal extent in these patients by terbutaline
and salbutamol, but proxyphylline was no
more effective than placebo and therefore
it cannot be recommended for the relief
of asthmatic airway obstruction at least
when given by mouth. These findings are of
interest because proxyphylline is probably
the best oral theophylline compound giving
the highest free theophylline plasma levels,
and we have no reason to believe therefore
that other oral theophylline compounds
would fare any better.

Our thanks are due to Professor David Kerridge
for statistical advice and to Miss Fiona Fiddes for
technical assistance.

TABLE-Comparison between the Mean Changes (with standard error) during the 6 hour period of the Trial
in Dynamic Lung Volumes (L.A.T.P.S.), Pulse Rate, and Blood Pressure (mmHg) in 12 asthmatic subjects
after Terbutaline (KWD 2019), Salbutamol, Proxyphylline, and Placebo.

FEV, FVC Pulse Rate Systolic B.P. Diastolic B.P.

Terbutaline +0-264t +0-154 +6-61* +3-68 -1-38
Proxyphylline (0-10) (0-14) (1-01) (1-88) (1-45)

Salbutamol +0-280t +0-143 +5-25* -0-58 -2-05
Proxyphylline (0 07) (0-07) (1-41) (2 28) (1-04)

Proxyphylline +0 053 +0 093 +1-66 +1-03 +2-48t
Placebo (0 06) (0 09) (2 09) (2 43) (0 92)

*Differences highly significant p <0-001 +Effect of first drug great,r than second
tDifferences significant p <0-05 -Effect of first drug or placebo less than second
Other differences not significant

We are, etc.,
K. N. V. PALMER

J. S. LEGGE
J. GADDIE
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