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Preventing animal diseases

At page 393 of this issue Sir James Howie, a former Director
of the Public Health Laboratory Service, urges doctors to
respond to a challenge from Mr M E Hugh-Jones of the
Central Veterinary Laboratory, Weybridge. As reported in
The Times' and the Veterinary Record,2 Mr Hugh-Jones and
his colleague Mr Ellis think that there is no difficulty about
setting up a system to monitor animal diseases; but Mr Hugh-
Jones is quoted as saying that "nobody should move until
five deceptively simple questions are answered." What
information is needed? Why is it needed? Who needs it?
How much time and money are available ? And, probably most
important of all, what is going to be done with the information
when it is obtained?

Perusal of our epidemiology news and notes published
during the past seven years would surely supply Mr Hugh-
Jones with at least four of the five answers he requires and
possibly dispel the defeatism implied in the unanswered
question about how much time and money are available; for
clearly much could be done from existing resources if the will
exists to apply a concerted medical-veterinary collaboration.
Happily, this is tentatively advocated2 in a suggestion "for
improving liaison between, and the co-ordination of, existing
workers in the field."

Indeed, this should go ahead at once. To take one specific
example of a zoonosis that could certainly be more efficiently
attacked if we had well-documented full information, we
should consider the frequent reports of salmonella food poison-
ing which all too often end by regretting that the effort to
trace the origin of the infection stopped short of its ultimate
source.
What information is needed? When the members of a

tennis club eat cold or incompletely heated chicken and suffer
food poisoning due to a salmonella, have we finished our
inquiry when we find the same salmonellas in the cooling
water of the poultry-processing plant? Indeed, no! From
which of the processing plant's suppliers did the infection
come? What are the conditions in the responsible poultry-
rearing establishment? Are the premises richly colonised by
salmonellas? What was the source of the fertile eggs from
which the chickens are reared? It is believed that very few
breeding birds supply all the poultry which are now a major
item of UK diet. But has anyone been able to check for the
presence or absence of salmonellas in that breeding stock?
If so, what was found? Where did the food of the very few
breeding animals come from? How often is it laced with
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salmonellas ?Why is it not always effectively decontaminated, as
in Denmark? The many compounders ofanimal food mixtures
acknowledge that the raw materials supplied by the very few
primary producers-perhaps as few as five plants in the UK-
are often heavily contaminated. Are these primary producers'
premises inspected ? Are they clean and wholesome ? Are they
fitted with reliable sterilising apparatus, operated by skilled
men ? Are there instruments to check that effective
sterilising temperatures are attainable, or are attained
throughout the load? Are there inspectors to check that
there are sound arrangements to ensure that outgoing
sterilised products are not recontaminated by being mixed with
incoming polluted batches ?
Why is it needed? Until we have the answers to these

and other similar questions we shall not be tackling the
salmonella problem at its source. Human carriers, even
sausages, are not the real sources of infection. Animal carcases,
environments, feeds, processing plants, and slaughter houses
are. Until we know exactly which are most important we
shall not know how to start cleaning up what should be a
national disgrace.
Who needs the information ? We all need it: victims, house-

wives, farmers, veterinarians, doctors, environmental health
officers, proper officers, food processors, retailers, administra-
tors, politicians, and pontificators on the media, who love to
probe (their favourite word) the "mysteries" of food-poisoning
without ever coming within a mile of the real way to prevent
this particular form.
How much time and money are available? Not much,

probably. But little is needed over and above what is already
available for promoting animal health and from saving what is
undoubtedly wasted by farmers unwisely succumbing to the
sales talk ofthose who would have them "solve" their problems
by misusing antibiotics in animal feeds instead of going for
good husbandry and sound hygiene.
What is going to be done with the information when it is

obtained? The answer surely is that a preventable nuisance
will be prevented only by knowing with certainty what to do
and when and where most effectively to apply the results of our
knowledge. Preventive medicine is based on that and upon
nothing else. Perhaps we know most of the answers already.
Ifwe know them, however, they are seldom clearly proclaimed,
and never uttered in public debate. Until this is dealt with we
shall continue to mess around. Perhaps the lack of progress is
the result of an all-too-familiar reason: two Government
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departments are concerned and neither will move because of
the other. On the one hand, the Department of Health and
Social Security feels compelled to halt at the farm gate; and,
on the other, the Ministry of Agriculture, Fisheries, and Food
regards salmonellosis as being, in terms of overt disease, a
human rather than an animal problem. Both of these central
departments may be happily inclined to pass the matter to
local government authorities in the hope that their so-called
''proper officers" will accept the duty as belonging to them.
Perhaps, indeed, that is the correct administrative position.
If so, it is no more than a recipe for inaction. Preventive
medicine in communicable diseases calls for activity by
medical and veterinary epidemiologists able to act on a
regional and even a national scale. With the Public Health
Laboratory Service and the Veterinary Investigation Service,
we are not lacking in the basic essentials for constructive
action. But how much longer must we wait for someone to
knock the heads of the two responsible Government depart-
ments together and order them to get on with the job of pre-
venting what is preventable and should be prevented ?

It is improbable, moreover, that salmonellosis is the only
example of an animal infection that could and should be
eliminated by better intelligence and proper application of it
-not for the sake only of mere humans but also for animal
health and welfare, and for the economics of farming and
food-processing.

I The Times, 5 January 1976, p 12.
2 Veterinary Record, 1975, 97, 353.

First aid in acute myocardial
infarction

The facts speak for themselves. Some 40-75% of deaths from
myocardial infarction occur within an hour of the onset of
symptoms, and some 60% of all coronary deaths occur outside
hospital.14 The saving of life by bringing sufferers to coronary
care units is small compared with this initial loss, and no
foreseeable improvements in hospital treatment will greatly
affect the total mortality. Techniques such as use ofhyperbaric
oxygen or aortic balloon pumping cannot be expected to make
a dramatic impact on the prognosis of patients who qualify
for such measures by reason of extensive necrosis, for if they
survive they are likely to live precariously on the verge of
heart failure or further infarction.
The patients to save are those who die from arrhythmia

at the start of their attack, and it is these that the mobile
coronary care unit may help. Dewar5 reported the existence
of seven such units in the United Kingdom this year, and the
training of ambulance men in the interpretation ofECGs and
in resuscitation has been pioneered at Brighton.6 In a recent
report7 on the care of the patient with coronary heart disease
the Royal College of Physicians and the British Cardiac
Society agreed that current facilities are inadequate and
recommended the development of further mobile units.
There are many reasons why this has been slow to come about.
The initiative rests with no single individual; to organise
such a service may take staff from the wards and disrupt
their routine or medical cover; and, not unimportant, some
scepticism lingers from the knowledge that more often than
not the patient or his relatives have already delayed calling

aid and that a further 15 or 20 minutes in transit will seldom
prove calamitous. Such reflections are familiar to physicians
in provincial centres with resources stretched already and
reluctant to assume yet another commitment. Yet if they wish
encouragement, or at least a wealth of information on the
topic, they should read the report8 by the pioneers of the
mobile coronary care unit in Belfast, in which an impressive
case is made out for such enterprises with the conclusion that
the addition of a mobile unit can treble the impact of the
hospital coronary unit on the community mortality.
The Belfast authors discuss the management of dys-

rhythmias, autonomic disturbance, and shock, but, as in most
publications on the management of the acute infarct, their
comments presuppose some specialist skill together with an
electrocardiogram and its correct interpretation. Have recent
advances in coronary care modified the advice to the general
practitioner waiting with his patient for the ambulance to
arrive and relying on bedside examination only? Of all the
measures recommended for special circumstances there is
not one which, used injudiciously, might not do more harm
than good. A safe guide to intervention is thus hard to draw
up, and the best rule may well be that the least is the safest,
unless quick action to save the patient becomes imperative.
Reassurance is always important, and pain must be relieved,
perhaps with diamorphine (5 mg intravenously) as first choice.
Though most patients will be better supine, this will not
apply to those in distress from pulmonary oedema. Cuffing
the thighs or even venesection may still have a place in extreme
dyspnoea. Intravenous frusemide (40 to 80 mg) can seldom
do harm and may lower cardiac filling pressure before its
diuretic benefit is felt. Aminophylline (250 to 500 mg) should
be used with caution and injected intravenously slowly over
some 15 minutes. Hypotension can sometimes be improved
by raising the supine patient's legs, but few physicians now
employ intravenous pressor drugs. Reactive hypertension
from sympathetic overactivity may be harmful by increasing
ventricular work and oxygen demand,10 but there will seldom
be justification for administering potent hypotensive drugs
before the patient's arrival in hospital.
The heart rate should be counted by auscultation at the

apex, lest it be underestimated in rapid irregular tachycardias
or in coupling, when heart block may be wrongly surmised.
If the rate is physiological no drug should be given. There
seems no clear mandate for the prophylactic use of lignocaine,
procainamide, or the newer drug mexiletine. If the rate is
unduly slow (say, under 45 per minute) one cannot tell
without an ECG whether the rhythm is a sinus bradycardia,
junctional rhythm, or heart block; but if the patient has signs
of low cardiac output good rather than harm will more often
be done by giving atropine sulphate (0 3 to 0-6 mg intra-
muscularly or intravenously). On the other hand, the accelera-
tion of the heart from unopposed sympathetic activity has
been known to result in ventricular fibrillation or other
tachyarrhythmias.8 11 For a patient in jeopardy from tachy-
cardia (a rate ofover 150 per minute) both intravenous practolol
(5 to 10 mg) and verapamil (10 mg) are relatively safe drugs
which may slow an ectopic rhythm or restore sinus rhythm
and are perhaps more acceptable today than intravenous
glycosides, especially when direct current shock may be
employed later. Precordial percussion or external cardiac
massage may save a patient with extreme bradycardia or
asystole, but the great life-saver in acute myocardial infarction
remains the defibrillator.

Bainton, C R, and Peterson, D R, New Engla?;d Journal of Medicine,
1963, 268, 569.
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