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is no evidence to support this. What Guedel
reported was six deaths associated with a
temperature rise after ether anaesthesia.
There was nothing in his report to suggest
that an inherited metabolic abnormality was
present in any of the cases which he describ-
ed. All except one were having abdoninal
operations and four cases occurred in the
same hospital within a period of one month.
No comments were made on the environ-
mental temperatures or humidity, the pres-
ence or absence of sepsis, or the age or
family history of the patients. All of these
patients could equally well have died from
postoperative heat stroke.2
There is no doubt, however, that malig-

nant hyperpyrexia did occur before the
1960s, as in a local family in which there
have been 10 deaths due to malignant
hyperpyrexia the earliest fatality due to this
cause was in 1921. Each of these 10 deatihs
was due to ether, and the interesting possi-
bility arises that some of the cases of
"ether convulsions" occurring in the past
may have been due to malignant hyperpy-
rexia.-We are, etc.,

M. A. DiNBOROUGH
X. DENNETT

R. McD. ANDERSON
Departments of Medicine and Pathology,
University of Melbourne, Australia

1 Guedel, A. E., Inhalational Anaesthesia, New
York, Macmillan, 1937.

2 Cutting, R. A., American Yournal of Surgery,
1931, 13, 624.

Radiography of Potentially Pregnant Women

SIR,-Dr. L. A. Gillanders's letter (3
February, p. 291) following that from Drs.
G. M. Ardran and F. H. Kemp (18 Novem-
ber, p. 422) prompts us to report a simple
system we propose to operate (1) to avoid
irradiation of a fetus within the first few
weeks of conception, and (2) to spare the
patients from needlessly preparing them-
selves for x-ray examination and from a
fruitless journey to the x-ray department.
We shall assume that women taking an

oral contraceptive or fitted with an intra-
uterine contraceptive device are not pregnant
and appointments for diagnostic radiography
for them will be made in the normal manner.
In all other women aged between 15 and 50
requiring examinations which entail irradia-
tion of the pelvis the referring doctor will
be asked to state the date of the patient's
last menstrual period. If an appointment for
the examination cannot be made within 10
days from the beginning of the last period-
that is, before ovulation-an appointment
will be made for the week after one calendar
month from the first day of the last men-
strual period. For example, if this were 16
March the appointment would be made for
a day in the week after 16 April.
A letter will be given to patients with

their appointment stating the need to avoid
radiogravhy in some women at certain times.
It will also state that if by the day appointed
for the x-ray examination the patient's men-
strual period had not started within the past
10 davs she should notify the department,
and ask for another appointment by filling a
tear-off sliv and posting it in a nrepa'd
envelope enclosed with the letter. The slip
will simnly state: "My neriod has not vet
begun. Please send me another annoint-
ment," and there will be a space for the

patient to write her name and address. In
these cases the patient will then be sent
another appointment for 7-10 days later
and a further prepaid reply envelope, and
so on. Should the patient not know the date
of her last period the referring doctor will
give her the appointment request form with
a prepaid envelope with instructions to post
it to the x-ray department on the first day
of her next period. Obviously if an examina-
tion is considered urgent, and the clinician
marks the request form accordingly, no
notice will be taken of a possible pregnancy.
We do not claim that this system will

obviate any possibility of irradiating a young
fetus, but we think that it will not interfere
with the organization of a busy department,
as a more complicated system would, and
that most patients will understand it. We
should welcome comments before launching
a full-scale trial, and we would gladly send
to anyone interested a copy of the explana-
tory letter to patients and a flow diagram
of the system.-We are, etc.,

M. GOLDMAN
D. R. WALLACE-JONES

X-ray Department,
Fazakerley Hospital,
Liverpool 9

P. W. BRADSHAW
J. A. KINCEY

P. LEY

Research Unit in Doctor-patient Communication,
Departmrent of Psychiatry,
University of Liverpool

Latent Morbidity after Abortion

SIR,-Legal abortion is neither totally safe,
nor is it as dangerous as is sometimes made
out. Your leading article (3 March, p. 506)
provides a somewhat uncritical view of the
evidence submitted by M. and A. Wynn
to the Lane Committee.'

In a subject as controversial as abortion
it is unfortunate that you should have failed
to point out some of the errors in the
Wynns' paper. The publicity which it and
your commentary received in the national
press may have caused unnecessary distress
to women who have had, or who are con-
templating, legal abortion. The Wynn docu-
ment contains the sentence: "During the
six years following the liberalization of
abortion in Japan, the number of births fell
by 37%, while the infant death rate from
congenital malformations increased by 43%."
These statistics are taken from a paper by
Matsunaga.2 The original paper demon-
strates that, as the Japanese restricted their
fertility after the second world war, con-
genital defects "must have been reduced
in Japan as a result of the decreasing fre-
quencies of births of higher rank as well
as those of both older and very young
mothers" (my italics). Statistical evidence is
put forward to support this conclusion and
it is pointed out that the infant death rate
from congenital malformations per 10,000
live births declined from 23-7 in 1950 to
19 in 1960. One of the statistical tables
notes that the same rate was recorded as
14-7 in 1947 but th- table itself has a foot-
note which savs, "This figure seems to be
an underestimate." Those who are familiar
with the h;story of Janan will realize that
the re,;stration of coneenital abnormalities
was incomnlete immediatelv after the war.
The Wynn document also deals with the

r.sk of premature delivery in women who
have had previous induced abortions. It
would have been useful to quote the avail-
able 1972 Hungarian literature.3 In an ex-
ceptionally careful study, a consistent re-
lationship was shown between previous
spontaneous and induced abortion and the
probability of premature delivery and raised
perinatal mortality. The relationship was
greater in older than in younger women, was
greater if the abortion prior to the delivery
had taken place within one year, but was
unaffected by socioeconomical status. A re-
lationship between smoking and prematurity,
which has been observed elsewhere, has also
been confirmed in this study. The definition
of variables affecting perinatal mortality is
always welcome and the Hungarian data de-
serve to be widely known. The great majority
of abortions in Hungary are done by dilata-
tion and curettage under general anaesthesia.
In my experience dilatation is usually rapid
and up to 10 mm or more. It is notable
that in an adjoining area of Yugoslavia
where outpatient abortion under paracervical
block has been used for over a decade there
has been no alteration in the prematurity
rate (see table). It seems likely that in the
conscious woman the surgeon treats the
cervix with the gentleness which it deserves.
The use of the Karman catheter is becoming
popular in many centres.4 With or without
local anaesthesia, it would seem likely that
this method does little insult to the cervix.

Number of Pregnancies Dealt with by the Depart-
ment of Obstetrics and Gynaecology. Novi Sad,
Yugoslavia. (Modified from Beric and Kupresanin.6)

Die- Legal Extopic %Pe
Year liveries Abortions Preg- matPretynancies mtrt

1960 2,279 4,580 148 7-45
1962 2,406 4,754 140 8-34
1964 3,001 5,045 165 10-52
1966 3,282 4,572 166 8-36
1968 3,394 5,672 157 8-73
1970 3,813 6,445 121 7-12

The Wynn paper also quotes high rates
of ectopic pregnancy following induced
abortion. Careful case-control retrospective
studies in Japan5 have failed to demonstrate
a relationship between previous abortion and
ectopic pregnancy (except in the case of
interstitial ectopic pregnancy). In 222 ectopic
pregnancies, 52-7% had a past history of
induced abortion compared with 50 3% of
the normal deliveries. No increase in ectopic
pregnancies has been demonstrated in Yugo-
slavia.6

It is always useful to review the experi-
ence of other countries, especially in the
case of abortion, as the British experience
is relatively novel. However, a simplistic
comparison of morbidity rates is no more
than a confusing exercise, unless the criteria
for recording events are closely defined.
Mortality rates are an easier measure to
analyse. Experience in Brifa;n compares ad-
versely with that in Eastern Europe, Japan,
and New York. Among 82,800 legal abor-
tions performed by vacuum asniration in
New York City in 1970-2 there was one
death. There is now verv powerful statistical
evidence from New York City7 that the
liberal abortion law wh;ch has been in force
since 1970 has been associated with (a) a
massive transfer of induced abortion from
the illegal to the legal sector, (b) a welcome
reduction in maternal mortality, and (c) a
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measurable improvement in the use of con-
traception. These three observations answer
many of the questions posed in your lead-
ing article.-I am, etc.,

D. M. Porrs
Medical Director

International Planned Parenthood Federation,
London S.W.1
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SIR,-In discussing the Wynns' report' on
the consequences of induced abortion you
comment (3 March, p. 506) that "in Britain
notifications of abortion include only the
complications occurring in the first week-
much too short a period on which to base
estimates of morbidity, especially when in
the private sector patients are frequently
seen only for one day."
That is certainly so, and it may be worth

pointing out that the same applies for deaths
after legal abortions. The Secretary of State
for Social Services recently admitted2 that
"in addition [to notified deaths] some deaths
are attributed to abortion although not shown
on the abortion notification; this number is
not yet available for 1972 but there were 2
in 1971, 1 in 1970, 2 in 1969 and 1 in
1968," as recorded on death certificates. Pre-
sumably these patients died after the form
required under the Abortion Regulations had
been sent in to the D.H.S.S. This answer
corrected some figures previously given3 which
had not included un-nocified deaths, and it
is now agreed that at least 20 women died
within one month of legal abortions in 1969,
including one un-notified suicide three weeks
after the operation, but not "attributed to
abortion," mentioned on p. 92 of the "Re-
port on Confidential Enquiries into Maternal
Deaths in England and Wales, 1967-1969.4
And there is no certainty that there may not
have been other un-notified deaths attributed
to causes other than abortion, which them-
selves were more or less directly due to the
legal abortion operation.

It is a matter for some concern that the
"Clonfidential Enquiries" report (table 5 2, p.
40) shows that only 12 deaths after legal
abortions in 1969 were investigated, this be-
ing the only full year under the new law
for which information is as yet available;
tihis represents 60% of the 20 known deaths,
themselves not necessarily complete. That
compares unfavourably with the "89% of the
deaths known to the Registrar General be-
ing reported on" (P.. 9 of the report) for
maternal dearhs from all causes and suggests
that the rules for notifying deaths after legal
abortions ought to be tightened up. Would
it, for example, be possible to require that
all "approved places" should report any
deaths occurring within three months of legal
abortions to the D.H.S.S., whether or not
the notification for-m had been sent in, and
that full details of every such death should
be made available for investigation under the

"Confidential Enquiries" procedure?-I am,
etc.,

C. B. GOODHART
Gonville and Caius College,
Cambridge

1 Wynn, M., and Wynn, A., Some Consequences
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Research in Childbearing, 1973.

2 Hansard, House of Commons, 6 February 1973,
Written Answers, col. 69. London, H.M.S.O.
(See also British Medical 7ournal Supplement,
17 February, p. 430.)

3 Hansard, House of Commons, 12 December 1972,
Written Answers, col. 69. London, H.M.S.O.
(See also British Medical 7ournal Supplement,
23 December, p. 742).

4 Department of Health and Social Security, Re-
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Fetal Rights and Abortion Laws

SIR,-A leading article (27 January, p. 191)
and your medicolegal expert (p. 244) both
record that the Law Commission has ex-
pressed its provisional view that a child with
injury or deformity caused by somebody's
negligence before birth could sue that person
for damages. The same principle is being
supported in the course of the thalidomide
case and it is a principle with which nobody
can seriously disagree.
When one looks at it, however, in the

context of the present abortion laws, it is
clear that either this principle or the
abortion laws must be wrong. According to
the abortion laws a fetus has no separate
existence apart from its mother and in
certain circumstances can be killed. If this
"thing" which has not and never had an
existence of its own also has no legal right
to live, how can it have legal rights of any
kind?-I am, etc.,

SEAN F. O'BEIRN
Galway

Acute Appendicitis and Salmonella
Infections

SIR,-In his article on salmonella infections
(13 January, p. 98) Dr. A. M. Geddes rightly
states that in some instances the severity of
the abdominal pain can lead to the patient
being referred to a surgeon. It is perhaps
worth recording eight such cases in the
Reading area between November 1967 and
April 1970. Stool cultures were positive for
the following organisms: Salmonella typhi-
murium (4), S. enteritidis (2), and S. para-
typhi B (1). S. panama was isolated from the
infected abdominal wound of another patient.
In addition, Shigella sonnei was isolated
from the stools of eight more patients with
similar symptoms during the same period.
Appendicectomy was performed on 12 of
these 16 patients-one appendix appeared
normal at operation, four were mildly in-
flamed, five showed acute inflammation, and
two had perforated.
The true incidence of appendicitis asso-

ciated with salmonella and shigella infections
of the bowel is not known but is probably
higher than is generally realized. Rubenstein
and Johnson' and White et al.2 have pre-
viously drawn attention to this condition,
and stressed that a stool culture positive for
salmonella or shigella does not necessarily
contraindicate appendicectomy should the
clinical signs suggest the presence of acute
anpendicitis. Nor can much reliance be
placed upon the white blood cell count or

the degree of pyrexia in making a diagnosis.
In the present series one patient with sonne
dysentery had on admission a temperature of
101-2'F (38-4'C) with a W.B.C. of 21,000/
mm3 yet recovered without the need for
operation, and in the group with acutely
inflamed or perforated appendices the W.B.C.
did not exceed 16,000/mm3-in most in-
stances it was below 10,000 and in only two
patients did the temperature exceed 101'F
(38-3'C). Some of these latter patients had
received antibiotics before admission, which
perhaps indirectly affected their pyrexia and
W.B.C. As might be expected, six of the
seven patients with acutely inflamed or per-
forated appendices were aged between 6 and
12 years, but one was aged 37. Five of these
were infected with Sh. sonnei and two with
S. typhimurium and S. enteritidis respec-
tively.

It is clearly unwise to dismiss symptoms
and signs of acute appendicitis as being of
little significance in the presence of positive
stool cultures and, in the words of Bailey
and Love,3 "it is better to look and see than
to wait and see."

I am grateful to the consultant physicians
and surgeons at the Reading group of hospitals
for providing the clinical details of their patients.
-I am, etc.,

J. V. DADSWELL
Public Health Laboratory,
Roval Berkshire Hospital,
Reading

1 Rubenstein, A. D., and Johnson, B. B., American
7'urnal of the Medical Sciences, 1945, 210. 517.

2 White, M. E. E., Lord, M. D.. and Rogers. K. B.,
Arch:veq of Diseace in Childhood. 1961, 36, 394.

3 Bailey, H., and Love, M., Short Practice of
Surgery, 15th edition, ed. A. J. H. Rains and

W. M. Capper, p. 982. London, H. K. Lewis,
1971.

Nature of Hyperacute Rejection

SIR,-Mr. A. H. Amery and others (24
February, p. 455) do well to refer to hyper-
acute rejection as second set rejection.
Hyperacute rejection is a confusing and
quite a dangerous term to use clinically un-
less one has been prepared experimentally
for early posttransplant anuria.1 Though one
can commiserate with immunologists2 who
are unable to handle orthotopic skin graft-
ing, it is sad, if not surprising, to find a
surgical team resorting to subcutaneous sk:n
grafts. Orthotopic autografting and allo-
grafting of skin is still a worthwhile surgical
exercise and should always be performed
together as a control of technique. From a
biological standpoint also it may be learned
that "cells" are often as numerous in auto-
grafts as in allografts of skin and also that
the second set skin allograft rejection pro-
cess is a dull affair compared with the
immediate high drama of the kidney second
set allotransplant. It is interesting also to
note that Mr. Amery and his colleagues used
sk;n as the sensitizing tissue and not the
miraculous lymphocytes. It was because I
was quite unable to sensitize with lympho-
cytes by any or all routes simultaneously that
I resorted to skin grafting,3 but recent
authors inventing such techniques" seem
unaware of my report.

After a fair investigation of the natural
history of the second set k:dney allo-
transnlant I honestilv do not know what
causes the intense vasoconstriction, which is
th" only factor comnmon to the rejection of all
kidneys I have observed. This, annarently,
is heresy to those immunologists anxious to
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