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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
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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
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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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exaggerate the strike-capability in vivo of
those pathetically harmless HL-A antibodies.
Fibrin deposElion in glomeruli and aiterent
arterioles, as m the ShwarLzman reaction,
follows the vasomotor disLurbance but is
only occasionally detecLed by ordinary histo-
logical means. Since rejection could not be
prevented or diminished in intensity by
effecting hypofibrinogenaemia or increased
by blockading the fibrinolytic system,7 fibrin
deposition is of secondary significance. Some
confusion about fibrin deposition and
glomerular microthrombi arises, because
kidneys are removed under experimental
conditions after 6-24 hours whereas clinically,
unfortunately, they may be removed up to
14 days later.8
Though I have always stressed that the

glomerular basement membrane bears the
brunt of the reaction this tissue is not
specifically involved, since second set (and
first set) heart allotransplants succumb to
intense coronary vascular spasm.9 This ob-
servation would appear to be now confirmed,
though the authors O 11 seem unaware of the
original observations. The factor common to
the rejection of second set heart and
kidney allotransplants is intense, irreversible
vascular spasm. The glomerular changes, on
the other hand, vary-with or without
apparent fibrin deposition, with or without
polymorphonuclears, with or without red
blood cell and platelet aggregation-and the
glomerular capillaries are either violently
contracted or paralytically dilated. No plasma
or lymphocyte cells are observed infiltrating
second set kidneys unless the rejection has
been slow-that is, 30 hours-and this I
made clear from the beginning.'2

Since full doses of Arvin7 did not affect
the second set reaction it was suspected that
complement was not involved. If anything,
the reaction is even more intense in the fully
decomplemented animal.'3 It is therefore
tedious to read the hypothesis of Mr. Amery
and his colleagues that the second set re-
action involves binding of complement with
an antigen-antibody complex. This was a
theory I postulated, on general principles,
several years ago.'4 It was up to Mr. Amery
and his colleagues to confirm or refute the
experiments on decomplemented animals,
which, I may say, are very costly. Since a
sensitized and decomplemented animal can
mount a reaction as severe as the second set
reaction, and there are none more severe, it
could mean that complement is of trivial
biological significance, and it seems to me
that Muller-Eberhard35 gets near to drawing
this conclusion.-I am, etc.,

W. J. DEMPSTER
Department of Surgery,
Royal Postgraduate Medical School,
Hammersmith, London W.12
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Recruitment to Medical Microbiology

SIR,-Although we are relative newcomers to
medical microbiology, we share the anxiety
expressed by othersl2 that the number of
junior doctors entering the specialty is low.3
Demand arises from two main sources:
retirement and new appointments. Projected
figures show that this situation will remain
for several years to come and this in itself
should encourage recruitment in a rapidly
expanding specialty.
We are obviously biased, but we feel that

a subject which offers tremendous involve-
ment in patient care on a personal con-
sultation basis combined with the possi-
bilities of considerable scope for clinical re-
search should attract a greater influx of
enthusiastic trainees. The current trend is to
change the image of the laboratory-tied
specialist, and this should be encouraged.
There is a pressing need for trained

medical microbiologists and admirable ways
of attracting medical students towards this
career have been suggested' and should be
pursued. We feel that all medical micio-
biologists should emphasize to their junior
s-aff (in particular, the uncommitted senior
house officers) the special advantages of this
versatile and satisfying specialty and the
relatively short period between medical
registration and consultant appointment.
-We are, etc.,

A. M. EMMERSON
Whittington Hospital,
London

RICHARD WISE
Southmead Hospital,
Bristol

C. J. MITCHELL
Radcliffe Infirmary,
Oxford

R. N. PEEL
County Hospital,
York
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Advice on Heart Transplants

SIR,-The Chief Medical Officer at the
Department of Health, following discussions
with a group of experts, has advised hospital
boards that spec.al facilities or extra re-
sources should at present not be made avail-
able for cardiac transplantation. The state-
ment made it plain that clinical decisions
for the care of patients are the responsibility
of the consultants concerned.

It would not be right, nor should it be
argued, as in your leading article (17 Febru-
ary, p. 374), that it is appropriate, for the
C.M.O. to recommend that cardiac trans-
plants should not be performed in this coun-
try at present. The decision as to how to treat
a patient, whether by established or by new
methods, is governed by the clinical judge-
ment and the medical ethical considerations

of the physician or surgeon in charge.
Should a small group of consultants, how-
ever expert, with the C.M.O., be in a
position to make recommendations as to
how others are to treat their cases? Decis-
ions regarding financial support of one pro-
ject as against another have to be made
centrally and will by necessity determine
largely the approach to that particular re-
search and therapy, but the principle of
recommendation is quite another matter.

Clinical transplantation of the kidney and
of other tissues and organs was performed
in this country on the initiative of individual
groups of clinicians long before any Ministry
backing took place. It would be a sad day
for British medical practice and clinical re-
search if it allowed its activities to be direc-
ted by ministerial recommendations, however
well intentioned.-I am, etc.,

MILES Fox
Royal Hospital,
Sheffield

Teachers and Patients

SIR,-I have been comparing your recent
leading article "Teachers and Patients" (3
March, p. 503) with a previous leading
article "Teaching and Patients" (31 Decem-
ber 1966, p. 1605).

I am amused to note the importance still
attached to attractive turkish towelling as an
antidote to embarrassment, and pleased to
see that it is no longer claimed that patients
who object to teaching are "seemingly always
women" and mostly middle-aged. In fact,
of course, manv are men and young. Patients
who decline to be used for teaching are not
necessarily full of fears, particularly modest,
or psychologically disturbed. Many, while
probably very willing to co-operate in teach-
ing within reason, object to unnecessary
affronts to privacy and human dignity. The
characteristic which distinguishes them is
courage, and doubtless many of the sub-
missive patients who are assumed to be will-
ing participants object just as strongly.

I am sorry to see that you do not repeat
the view expressed in the earlier article that
"rectal and vaginal examinations are so
personal a matter that they should be con-
ducted in privacy with only the consultant,
the attending nurse, and the one student who
is the patient's appointed friend and confi-
dant in attendance." The Patients Associa-
tion goes further, maintaining that all as-
pects of a patient's health are a personal
matter and that if students can be taught on
the basis of one student only in some cir-
cuumstances, they could be taught on that
basis in general.

I think the Health Department was right
in its circular of guidance not to suggest
that texts (to be sent to patients) should
mention "benefits that may accrue to the
patients by attending a teaching hospital."
It would hardly be wise or tactful to sug-
gest that medical care is less good in non-
teaching hospitals, that consultants are less
careful when not watched by students, or
that patients who are not taught on cannot
get any information. Surely it is better to
ask for patients' co-operation as a gift rather
than as a price to be paid for doubtful
benefits. I agree that G.P.s should not be
brought into the picture in connexion with
hospitals teaching on patients. If patients
have to tell their G.P. if they object to teach-
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