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prompted by K Modigh's experiments showing that 5-HT
functional activity is increased in mice given chlorimipramine
plus L-tryptophan.18
The conference brought together biochemists, pharma-

cologists, and psychiatrists to discuss the place of L-tryptophan
in clinical practice; but (as was pointed out by Sir Martin
Roth in his summing up) more clinical studies on the use of
L-tryptophan in depression are needed before a conclusion
can be reached on its role, especially when combined with
other antidepressant drugs. Furthermore, this meeting dealt
only with the role of 5-HT in depression; probably other
neurotransmitters may also be concerned.19
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Doctors and driving licences
Licensing of drivers provides a screening procedure for
recognising adverse factors which might make them a danger
to other road users. Probably the most important requirement
is that the driver shall pass a driving test before receiving a
licence; this test includes the controversial feature that the
applicant must be able to read a vehicle registration plate at a
distance of 25 yards (23 m). The best way to find out whether
a person is fit to drive a car is still to put him in the driving seat
and to observe his driving performance in actual traffic
conditions.
The role of the licensing procedure in screening out medical

conditions which might affect driving is the subject of inter-
national controversy. Some countries require periodical
medical examinations of private drivers, whereas others
require only periodical declarations of fitness. There is very
little evidence that in the case of private drivers medical
conditions (other than the effects of alcohol or other drugs)
are an important cause of accidents causing injury to other
road users. In theory, medical conditions may increase the risk
of accident by causing loss of control of the vehicle (collapse
through sudden illness) or by impairing the various skills
necessary for safe driving. In practice, ischaemic heart disease,
which is the commonest cause of collapse at the steering wheel,
is a very uncommon cause of accidents resulting in injury to
others. Most studies agree that medical conditions are a
significant factor in only about 1 in every 1000 accidents. One
recent survey' showed that only 0.500 of serious injury-
producing accidents were associated with chronic medical

conditions (excluding ocular defects) in the driver which might
(or might not) have contributed to the accident. In another
survey2 of over 2000 accidents only 10 of the drivers inter-
viewed admitted to feeling unwell before the accident. In
practice, in most injury-producing accidents the drivers
concerned are medically fit, and most are young men, in whom
medical abnormalities are least likely to be found.
How many licence holders suffering from medical conditions

do not drive, or limit their driving within the advice given by
their doctors, is not known. Nor do we know what effect the
annual declaration of health (more recently relaxed to once
every three years) has had on drivers applying for renewal of
their licences, but there are grounds for believing that it was
very small. A comparison of medical records in the Nether-
lands3 showed recently that only 14% of those rejected for
military service on the grounds of epilepsy admitted to the
disease on their driving licence application forms. The
introduction in Britain of lifetime (until 70) driving licences
seems, therefore, to be economically sound, in that considerable
administrative costs should be saved without any significant
effect on the accident rate. In place of the triennial health
declaration there is now a statutory duty on licence holders to
notify the licensing authority of any "relevant" or "prospec-
tive" disability, and powers have been taken to require the
driver concerned to provide the necessary medical information
and to submit to medical examination, as appropriate, to find
out whether or not it is still safe for him to drive.
There need not be much argument over relevant disabilities,

which include any condition currently making the driver a
danger to other road users. Nevertheless, it is at least doubtful
whether the extension of the statutory requirement to prospec-
tive disabilities is either justifiable or practicable. A prospective
disability covers any progressive disorder which may eventually
become a relevant disability, even though it may not for the
time being impair the ability to drive safely. An important
aspect of this statutory duty is that it does not apply until the
driver is aware that he is suffering from a relevant or prospective
disability, and there is no obligation on his doctor to tell him
of the fact. For relevant disabilities it should be regarded as
good medical practice to tell patients who are drivers if they
are likely to be a danger to other road users. With prospective
disabilities, however, the Government has accepted that
doctors may not wish to tell their patients that they are going
to get a lot worse, and the decision has been left to the discre-
tion of the doctor. Clearly he should warn his patient when the
condition does create a danger, and in every case it will be
prudent for him to make a note in the medical records at the
time, as he may be called on to provide evidence if a patient
fails to notify the licensing authority.
The introduction of these new requirements has already

caused some controversy in the medical press, but every
possible safeguard has been taken to preserve the confidentiality
of medical information-which will be dealt with strictly on a
doctor-doctor basis, and only with the patient's consent.
Having notified a disability, a driver who refuses consent to
medical assessment may have his licence withdrawn; but this
is not unreasonable where he has stated that he suffers from a
medical condition which might make his driving a danger to
other road users. The new requirements should remind doctors
that about 19 million persons in Britain hold driving licences
and that any ambulant patient over the age of 17 should be
regarded as likely to drive until proved otherwise.
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Autoantibodies in breast
cancer
Sera from patients with cancer often react against their own
tumour cells. These so-called tumour-specific antibodies have
been shown to occur in a diversity of malignant conditions
by means of cytotoxic techniques or immunofluorescence.1
Apparently the surface of the cancer cell contains antigens
that are normal fetal or adult components but which become
exposed to a greater degree or in a higher concentration than
in normal cells and so induce the formation ofthese antibodies.

In 1971 Whitehouse and Holborow2 showed that some
other autoantibodies-those directed against smooth muscle
(SMA)-may occur in various types of cancer; and, as they
pointed out, their presence may further confound the detection
of tumour-specific antigens. SMA in high and persistent
titres occur mainly in the autoimmune type of chronic active
hepatitis, but these antibodies may also be produced for one
to seven weeks by non-predisposed subjects with viral hepa-
titis, infectious mononucleosis, or Mycoplasma pneumoniae
infections.3 Some of these antibodies react with the actin
microfilaments4 5 present in many cells,6 and certain viruses
may incorporate the antigen into their membrane, thus making
it more immunogenic.7 Farrow et a18 suggested that the con-
version of a normal cell to a malignant form may lead to the
exposure of this antigen, and Gabbiani et a14 showed that
breast cancer cells contain more actin filaments than normal
tissues, in keeping with the greater mobility of malignant
growths. Subsequently, a higher frequency of antinuclear
antibodies (ANA)9 10 was also shown to occur in malignant
disease. A dissident report, however, came from Tannenberg
et al," who failed to observe any change in the incidence of
these autoantibodies among 250 patients suffering from
various types of cancer.
More recently these "non-tumour specific" antibodies have

been studied in detail in patients with breast cancer by two
groups of workers with somewhat conflicting results. Wasser-
man and his colleagues12 observed a higher incidence of SMA
and ANA in breast cancer patients at mastectomy than in
matched controls. They noted that the patients who later
had recurrence of their disease showed a significantly higher
incidence of multiple antibodies compared with those who
remained well. They proposed that in patients with breast
cancer the increased incidence of autoantibodies might
reflect not only a change in the cell membrane but also tissue
damage due to the presence of cancer or disordered immuno-
logical reactivity associated with deficient tumour surveillance.
These theories might also explain the prognostic significance
ofthe autoantibodies.
The suggestion by Wasserman et al that autoantibodies

in breast cancer may have prognostic implications could not
be substantiated in the study reported by Mittra, Perrin,
and Kumaoka at p 257. Though the patients were not followed
prospectively, there was no difference in the incidence of

multiple antibodies in those with metastatic breast cancer and
those with primary disease only. Their results apply to patients
with breast cancer and normal women from both Britain and
Japan; the Japanese are known to have a lower incidence of
breast cancer and a better prognosis13. Further carefully
conducted prospective studies are warranted in view of the
implications the results may have in the practical management
ofbreast cancer.

Another aspect of the investigation by Mittra et al was the
study of thyroid autoantibodies. They observed a higher
incidence of these antibodies in British women than in
Japanese, possibly indicating a higher incidence of auto-
immune thyroiditis in the British. This fits with the suggestion
of Mittra et al'4-'7 that mild thyroid deficiency may be a risk
factor in breast cancer, the incidence of which is higher in
Britain than in Japan. They propose that thyroid deficiency
may initiate malignant transformation by sensitising the
mammary epithelial cells to the action of prolactin. In support,
workers from Japan have reported 18 a higher than expected
incidence of breast cancer in a large series of patients with
Hashimoto's thyroiditis. Nevertheless, it remains to be
explained why women with established breast cancer did not
show a higher prevalence of thyroid antibodies than their
healthy counterparts. Possibly in these women the thyroid
abnormality occurred during the early years critical for the
initiation of breast cancer.
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Segregated smokers
It is surprising how recently tobacco smoking has become
acceptable in public places and mixed company. From James
I's much quoted blast against it in the seventeenth century
up to the outbreak of the first world war the practice was held
to be impolite at best and in many circles offensive. The smoker
took his solace in a "smoking room" or in the great outdoors
or in public bars liberally provided with spitoons. But in the
last 50 years this obnoxious practice has become the common-
place norm in restaurants, offices, cinemas, shops, and many
other public but enclosed places. The theatres in London's
west end have successfully fought back and prohibited it in
the auditorium. Some food shops have likewise done so.
But smokers in general retain a remarkable liberty to inflict
their offence on people who resent it-a liberty taken on
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