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especially the more ambitious ones, would be
discouraged by the thought that they had only
a one-in-four chance of being able to proceed
beyond HNC level. Any restriction in the
number of fellows of the IMLS in the service
could have a most detrimental effect.
We are equally united in opposing the

second of the Department's suggestions. The
reason for this is that senior members of the
profession are responsible for training juniors
up to HNC level and thus acquiring State
registration standards; they should therefore
have a higher qualification themselves. Senior
personnel are also increasingly required to
exercise responsibility for quality control and
signing reports; they have to decide on the
priority of the work to be done and on whether
any further tests should be performed on any
particular sample. In addition to the above
tasks, senior workers in medical laboratories
have become responsible for the selection and
use of increasingly expensive equipment and
the development and assessment of new
techniques. A qualification no higher than
HNC or no more specialised than a science
degree is quite inadequate for such purposes.

Science graduates are entering the medical
laboratory service in increasing numbers; last
year the IMLS welcomed nearly 250 into
membership. The route to the fellowship has
been designed to take account of the needs of
graduates; in fact, fellowship ofthe IMLS is the
only specialist qualification in medical labora-
tory sciences which is at the appropriate level
for most of them. It must be pointed out here
that the graduates depend on fellows for
specialist training.

If the DHSS persists in its present attitude
there is no doubt that the standard of service
to the community offered by medical labora-
tories throughout the country will be severely
threatened. We, and many of our colleagues,
are very concerned about the reduction in
standards of patient care if the fellowship is
no longer required for senior posts, and this is
surely what will happen if the proposals of the
DHSS are implemented.
This letter, we hope, will serve to show that

DHSS consultant advisers are out oftouch with
opinion in medical laboratories.

G P SUTCLIFF P OAKES
R M HUTCHINSON D T BRAMLEY
D YOUNG J A MORRISON

Department of Haematology,
Leicester Royal Infirmary,
Leicester

Preventiop of coronary heart disease

SIR,-The Joint Working Party's report on
the prevention of coronary disease' appears
to be directly opposed to biblical teaching.
The keeping of flocks of sheep, herds of cattle,
and other domestic animals in order to provide
a continuity of meat and milk started with
Neolithic man many thousands of years
before the Christian era, and even only 1400
years before that era Moses (Deuteronomy,
xxxii, 14), was stating that Jehovah gave to
his people to eat "butter of kine, and milk of
sheep, with fat of lambs." In a recent work2
I considerably amplify this, but to disregard
any question of religion there remain the
evolutionary implications.
The first of these involves the time factor,

based on history. The times of Moses were
around 1400 BC, when he led the Israelites

away from the Pharaoh of 'Egypt (probably
Seti I or Rameses II). Contrast this date wtih
the explosion of coronary thrombosis, which
dates from about 1920 in most Westernised
countries like our own. If we allow for the
"incubation period" in coronary thrombosis,
which may often amount to 30 years from the
first impact of the cause, it would seem much
more plausible to seek that cause in the
enormous rise in sugar consumption, which,
as I pointed out in 1956,2 rose from some
7 kg (15 lb) per head per year in 1815 to the
very high level of some 45 kg (100 lb) per
head per year around 1890 (and over 54kg
(120 lb) per head per year today). As opposed
to this 800%/' rise, fat consumption has prob-
ably risen by only about 25-50°0.
The second implication concerns the natural-

ness, or the lack of it, of any foods discussed.
The consumption of animal fats has been
natural to man, as I have said, since far more
remote times than those of Moses, times when
man was primarily a hunter. But contrast with
these ancient fats the new oils, mainly expressed
from vegetable seeds. Not only are many of
these seeds not a natural food for man (for
example, cotton seed and sunflower seed-
and incidentally the sunflower did not even
come from the Old World, as we do in the
British Isles, but from the New), but also the
oils expressed from many of them never
existed in any quantity on this planet before
the invention of the modern hydraulic press or
the new solvent procedures, and consequently
were scarcely eaten in Britain before the
introduction of margarine in about 1916,
during the first world war. Evolutionarily,
these oils make us not so much men as the
equivalent of a flock of greenfinches.
There is also to be considered the crucial

clinical association between coronary throm-
bosis and diabetes.

Readers of this report cannot be blamed if
they deeply ponder these points before decid-
ing, often against their instinct of taste, to
fight shy of such ancient foods, often held in
such high medical esteem, as milk, butter,
and the "fat of lambs."

T L CLEAVE
Fareham, Hants
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SIR,-In East Africa the Masai' and Sambura2
tribes eat enormous quantities of animal fat,
amounting to 660/ of their total calories, but
they do not suffer from coronary heart disease
(CHD). In south-east England more butter,
milk, meat, and total fats are consumed per
head of the population than in Scotland,3 but
the Scots have a far higher death rate from
CHD than do the inhabitants of SE England.4
The Victorian middle and upper classes were
prodigious eaters of animal fats-approxi-
mately 10 m ofthem took fat which by present-
day standards was excessive-but among them
CHD was very rare.5 The scale of the increase
of CHD during this century cannot be related
to a similar increase in the consumption of
fat. In America a 12°h increase in fat con-
sumption between 1909 and 1961 was due
mostly to an increase in the supply of oils and
unsaturated fats; during the same period there
was a huge increase in the death rate from
CHD.6

Is, therefore, the dietary advice on the

prevention of CHD given by the learned
authors of the Joint Working Party report
(10 April, p 881) a lot of nonsense? When we
learn of the full implications of that advice
our suspicions of nonsense are confirmed. We
must eat only three eggs weekly and a special
brand of margarine instead of butter, while
glorious cream is forbidden; in preparing
scrambled eggs our wives must discard the
yolks and use colouring matter instead.7 But
worse is to follow from enthusiasts for the
"fat" theory. In Australia some unfortunate
cows are being fed grains treated with for-
maldehyde-casein in order to interfere with
digestive bacterial action and so prevent
hydrogenation of unsaturated fats.8 All this
in aid of a theory of the action of polyunsatura-
ted fatty acids which has never been proved
and which a DHSS panel recently repudiated.9

Until our cardiologists can give us evidence
more convincing than a confused tangle of
biochemistry I shall continue to have my egg
for my breakfast and my glass of milk at
lunchtime and shall still believe in the truth
of the old Scots adage, "Butter betters
a'thing."

WALTER YELLOWLEES
Aberfeldy,
Perthshire
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Hazards of monocomponent insulins

SIR,-We have been interested in the corres-
pondence that followed the publication (10
April, p 879) of our short contribution on this
subject. The case reported by Dr S Holt
(1 May, p 1075) illustrates well the known
gradual decrease in requirement of mono-
component insulin which may occur over
several months, and the considerable experi-
ence of Drs CM Asplin and M Hartog (8 May,
p 1146) showed that it may be wise to reduce
the dose of the monocomponent (MC) insulin
on changeover from ox insulin by 50%0. Such
a big reduction, of course, is more likely to
be needed if the requirement of the less pure
insulin has been high, since this would be
compatible with considerable binding with
antibody.
Drs D R Evans and C S Smith (8 May,

p 1146) seem to have missed the point we were
trying to make about the potential hazard of
changing from ordinary Novo insulins to their
MC preparations. Thus patients for whom
Actrapid has been prescribed may now receive
Actrapid MC, which is replacing it, and not
realise how differently it may act, as in the
case which we reported. On the insulin pack
there is only a thin double white line to
differentiate the two insulins and the warning
in the slip of paper that accompanies the
insulin vial may well not be read by a diabetic
after he has first learnt about insulin and its
administration. We understand from Martin-
dale Pharmaceuticals Ltd, who market Novo
insulins in this country, that an application
for a more distinct labelling of MC insulins
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