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Oral anticoagulants

SIR,-I enjoyed reading Professor A Brecken-
ridge's authoritative article (21 February, p
419) on the above subject in which he under-
lines the need for a pharmacological basis in
drug therapy. He stresses that a therapeutic
trial should be properly designed and notes
that in the case of oral anticoagulants used in
arterial disease the "better" the trial-that is,
the nearer it fulfilled the seven criteria
considered necessary-the worse oral anti-
coagulants fared. It is also interesting that
none of the 59 studies of these drugs in arterial
disease was considered perfectly designed.
All scientists and statisticians and most
clinicians will have no quarrel with this, but
the implication that therefore oral anticoagu-
lants are useless in arterial disease is, I think,
fallacious.

Firstly, the necessity that successful therapy
must have a rational basis is in question.
Carbamazepine for trigeminal neuralgia, aman-
tadine for Parkinsonism, and electric convul-
sion therapy for severe depression are a few
examples accepted (even if occasionally
misused) by most experienced clinicians as
useful forms of treatment based on serendipity
rather than scientific deduction.

Secondly, the premise that the failure of a
drug to show significant advantages in a
perfectly designed clinical trial indicates its
uselessness is also unacceptable to many
experienced and open-minded doctors. Often
the drug will have shown some statistically
insignificant advantages in the nearly perfect
trials but significant advantages in the less

perfect, and the question must be asked what
is the reason for this difference. I think that
the imperfections of some trials (and I include
my own in these) stems from an author's
intuitive selection of patients to enter the trial.
This is, of course, anathema to the scientist
but is the cornerstone in deciding treatment
in the individual patient, as indications and
contraindications can be worked out not, as
the statistician would say, blindly but on the
basis of experience and a careful weighing-up
of many factors. My own particular interest
has been in occlusive cerebrovascular disease,
and although I am more selective than for-
merly I still think oral anticoagulants are
useful in some patients, mostly those with
transient cerebral ischaemic attacks or with
progressing hindbrain ischaemic infarction.

Thirdly, the scientific premise that if a drug
is unable to alter the function of the main
causative agent of a disease it is therefore
ineffective in that disease is also sometimes
questionable. Professor Breckenridge rightly
points out that platelets play a fundamental
role in the genesis of arterial thrombosis and
are unaffected in vitro by oral anticoagulants.
However, the secondary clot which is the
"red tail" is often seen in the carotid artery
at operation attached to the platelet aggrega-
tion or "white head" of the thrombus and
consists of clotted blood in fibrin. Many of us
believe that this clot is associated with some
manifestations of occlusive cerebrovascular
disease, and we know that its appearance can
be modified, as in venous thrombosis, by oral

anticoagulants. Further evidence of this lies
in the disappearance of the carotid murmur
in some patients with transient cerebral
ischaemic attacks when they are treated with
oral anticoagulants.

It is for these reasons that I think it a mistake
to suggest that oral anticoagulants are entirely
useless in arterial disease, although I have
modified my own original enthusiasm con-
siderably, especially as I found that my
original success with these drugs in cerebral
infarction was not apparently due to any
modification of the arterial thrombosis but to
their influence on the occurrence of pulmonary
embolism associated with venous thrombosis
in the legs. This is certainly a point for the
scientist, but fortunately the clinician can
sometimes be right for the wrong reasons.

A BARHAM CARTER
Weybridge, Surrey

Assessment of preoperative cases

SIR,-I should like to comment on the article
by Dr T W Ogg (10 January, p 82). Ideally,
every patient on whom routine surgery is
contemplated should be fully assessed from
the point of view of fitness for anaesthesia well
before his or her proposed date of admission.
As this is prevented by a shortage of resources
the problem is one of selection of patients for
day-case surgery. In this connection I was
somewhat disturbed that the ages of Dr Ogg's
patients ranged up to 80 years and disappointed
that he gave no details of age-related incidence
of significant positive responses.

In my experience the prevalence of medical
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problems serious enough to interfere with
anaesthesia increases in a markedly non-linear
fashion with increasing age. Up to age 45
adults (and children) who are generally well
are good candidates for day-case admission
and assessment on admission will rarely result
in postponement or cancellation of the opera-
tion except in the presence of acute respiratory
or other infections. From 45 to 65, however,
the prevalence of chronic cardiovascular,
respiratory, and metabolic disease starts to
become significant and minimal outpatient
assessment for day-case surgery should prob-
ably include the taking of a full medical history,
the measurement of the resting blood pressure,
and auscultation of the heart and chest.
Patients over 65 should rarely, I believe, be
booked for day-case surgery without full
outpatient assessment of fitness for anaesthesia,
usually including electrocardiography and
chest x-ray.

Self-administered questionnaires would seem
particularly suited to use as an aid to history-
taking in the preoperative assessment of
patients undergoing routine surgery provided
that the surgeon or anaesthetist who sees the
patient preoperatively discusses his responses
with him, and provided also (at least for the
over-45s) that preoperative assessment is done
at a time which allows for correction of any
significant abnormality found before operation.

It cannot be over-emphasised that a surgeon
who books a patient for day-case surgery is
certifying, by implication, that the patient
is fit for anaesthesia, and that the admission
of a patient, booked for operation on the same
day, who is not fit for the anaesthetic results
is a very considerable waste of time and money
for all concerned.

P R FLETCHER
Sheffield

Rapid serological diagnosis of outbreaks
of influenza

SIR,-The current activity of both type A and
B influenza viruses is associated with the
usual crop of outbreaks of febrile respiratory
illness in schools, hospitals, institutions, and
similar groups of persons. It may be helpful to
remind clinicians that the specific diagnosis of
such outbreaks can usually be established by
routine serological tests within 24 hours of
the laboratory receiving one collection of
blood samples from patients with different
durations of illness, including both the shortest
intervals possible (for example, patients who
sickened the same day) and those of over one
week. This method is technically simpler than
virus isolation or immunofluorescent demon-
stration of viral antigen in respiratory
secretions, which provide alternative diagnostic
manoeuvres within the first week of an out-
break.

In 1961 influenza A was serologically proved
as the cause of an outbreak among geriatric
patients, of whom 200% were ill, several had
lower respiratory complications, and one died.
Complement-fixing (CF) antibody titres to
influenza A were 8 or less in 11 whose illness
began within the previous week but were 16,
64, and 256 respectively in three ill for a week
or longer.' Confirmatory rising titres were
subsequently demonstrated in second sera.
Psittacosis from a ward pet was suspected
in a similar episode in January 1975 but no
psittacosis CF antibodies were found (thus
exonerating the bird), whereas titres ranging

from 16 to 1024 + for influenza A were found
in five men whose illnesses began 2-4 weeks
previously.
From an outbreak at a naval air station in

1963 six sera were taken from men with
illnesses of 1-3 days' duration and six from
men whose illnesses began 8-27 days pre-
viously. All tests in the first group were
negative, whereas three in the second group
had significant influenza A CF antibody titres.
This immediate diagnosis was later confirmed
by isolation of A2 influenza virus and demon-
stration of significantly rising antibody titres
in all five men from whom second blood samples
were received.
From a similar outbreak in a military camp

in March 1970 21 blood samples were col-
lected-16 taken in the first week of illness
(influenza B CF titres insignificant in 14,
128 + in 2: geometric mean titre of group
16) and five in the second week of illness (all
5 titres 128+: geometric mean titre 256 to
influenza B).2

In principle this method is applicable to
outbreaks of infection other than influenza.
Differences of titres of groups with different
durations of illness have similar diagnostic
significance to differences in titres of paired
acute and convalescent sera from the same
patient.

NORMAN R GRIST
University Department of

Infectious Diseases,
Ruchill Hospital,
Glasgow

1 Grist, N R, Kerr, J, and Isaacs, B, British Medical
Jo4rnal, 1961, 2, 431.

2 Fallows, R, Watts, J D, and Emslie, J, Communicable
Diseases Scotland, Weekly Report 70111 (23 March
1970). Edinburgh, Scottish Home and Health
Department.

Dispersal of biliary calculi by irrigation

SIR,-May I be allowed to counsel against the
procedure advocated by Mr S J A Powis
(7 February, p 340) ?
There is only one sure method of guarantee-

ing that the common bile duct is clear and
this is by direct inspection with a choledocho-
scope. No urologist would regard a bladder
examination as complete without a cystoscopy,
and the same applies with the bile ducts.
When this is done it is possible to inspect
the sphincter of Oddi and if this is clear then
it is not necessary to drain the common bile
duct in any but the most exceptional cases.

For this procedure gentle irrigation is
employed, and this is safe; but irrigation
strong enough to flush out the duct is hazard-
ous and the only complication we have had
from choledochoscopy has been when this was
done and the patient developed septicaemia.

G T WATTS
General Hospital,
Birmingham

Preventing animal diseases

SIR,-The veterinary profession welcomes the
call for increased medical/veterinary liaison
expressed in your leading article (14 February,
p 355).
We look to the medical profession to support

our efforts to bring the supervision of the
hygiene of food products of animal origin
under veterinary control. The present system
of meat inspection, based on the search for a

near-extinct disease, tuberculosis, largely
ignoring the hygiene of the lairages and the
producers' premises, and without bacteriolo-
gical control, means that salmonella infections,
the spread of which is encouraged by intensifi-
cation of animal production, can pass the
whole of the inspection system unobserved
and, dare we say, unlooked for. Poultry is
deemed not to exist.
EEC directives may force Britain to a

standard of meat hygiene under veterinary
supervision which has been the norm in most
developed countries for many years, although
sections of the Environmental Health Officers'
Association are fighting a not wholly unsuccess-
ful rearguard action to retain an outdated
system. The Verdon-Smith Committee Report
in 19641 and the recent Swann Committee
Report2 both unequivocally recommended a
centralised, veterinary controlled meat hygiene
system.
Can we ask for BMA support in taking

British meat hygiene screaming and struggling
into the twentieth century ?

J ALLCOCK
Chairman,

Public Relations Committee,
British Veterinary Association

London Wl

Committee of Inquiry into Fatstock and Carcase
Meat Marketing and Distribution, Report, Cmnd
2282. London, HMSO, 1964.

2 Committee of Inquiry into the Veterinary Profession,
Report, Vol I, Cmnd 6143. London, HMSO, 1975.

SIR,-In response to your leading article (14
February, p 355) and Sir James Howie's
letter (p 393) we wish to present evidence for
the value of monitoring for brucellosis.
From 1967 attempts to eradicate brucellosis

in cattle were made by means of the voluntary
brucellosis schemes. Figures from the local
Department of Agriculture and Fisheries for
Scotland showed that by November 1973,
when compulsory eradication was started in
Ayrshire, 920o of all breeding herds in the
county were members ofthe voluntary schemes,
72%o of these member herds being accredited.
By December 1975 98 6%O of all dairy herds
and 95 8% of beef herds were accredited. A
total of 5267 reactors and 7096 contact animals
had been slaughtered at a cost of well over
C2m in compensation.
Specimens ofcow milk sent to our laboratory

for brucella tests increased from 493 in 1971
to 1324 in 1975. All milk samples were investi-
gated by the milk ring test (MRT) for the
presence of agglutinins to Brucella abortus.
The percentage of milks showing a positive
MRT decreased progressively each year from
83 (1688%) in 1971 to 1 (007%0) in 1975.
The total of 228 milks with positive MRT
results during 1971-5 were also tested by
whey agglutination, considered to be un-
influenced by previous vaccination, and by
culture for brucella organisms. Positive whey
agglutination results were obtained with 177
of the milks and positive cultures with 45.
The proportion of MRT-positive milks which
were also positive by the two other tests fell
progressively each year from 31% in 1971 to
nil in 1975.
During 1971-5 human brucellosis was diag-

nosed in 53 patients in Ayrshire (46 males
and 7 females). Thirty-four of these had
serological findings suggesting chronic or past
infection diagnosed for the first time. The
remaining 19 patients were diagnosed as
"acute" brucellosis on the basis of clinical
symptoms and/or serological titres > 1600

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.1.6009.580-a on 6 M
arch 1976. D

ow
nloaded from

 

http://www.bmj.com/

