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waiting-list, and the majority of reports reach
the family doctors within 24 hours after
x-ray.
The following are the numbers of significant

chest abnormalities found in 78,000 patients
referred by general practitioners between 1959
and 1965 (previously known abnormalities are
not shown):

Active tuberculosis ... ... 356
Lung cancer ." ... ... 460
Simple pneumoconiosis ... ... 2,247
Progressive massive fibrosis ... 267
Sarcoidosis ... ... 70
Congenital heart disease ... 56
Pneumonia, pleurisy, and other

inflammatory conditions ... 2,853
Spontaneous pneumothorax ... 63

The placing of a 100 mm. x-ray set at the
entrance of an outpatient department has other
significant advantages. Outpatients can be
routinely x-rayed before or after they attend
specialists' clinics, and this scheme reaches a
section cf the population which has never been
covered by mass- or group-radiography. Of the
2,800 outpatients who came through the unit
during the last three months of 1965 50% had
no previous history of a chest x-ray. In this
group the following unsuspected abnormalities
were detected:

Active tuberculosis ... ... 3
Lung cancer ... ... ... 4
Hiatus hernia ... ... ... 7
Pneumoconiosis ... ... ... 29
Spontaneous pneumothorax ... 2
Rib fractures ... ... ... 3

I have found no difficulty whatever in
getting agreement by local general practi-
tioners to make recall appointments through
my own department, and the defaulter rate
is now less than 5°%.-I am, etc.,

E. POSNER.
Mass Radiography Service,

Hartshill.
Stoke-on-Trent.
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Immunotherapy of Cancer

SIR,-Your recent leading article on the
immunotherapy of cancer (23 July, p. 185)
states the problem fairly and squarely. If
tumour-specific antigens exist-as is to be
expected theoretically-the possibility of
immunological cancer therapy lies open to us.
But clinical experience tells us that spon-
taneous regression is rare, so we are forced
to conclude that this line of defence is not
usually effective, at least once a cancer has
appeared clinically.

If the cancer cell differs antigenically from
its host an immune response is to be expected.
Antibody production will be stimulated and
this antibody will coat the cancer cells. But
it is well known that sensitization alone is
not enough to cause cell lysis, either of
erythrocytes or of nucleated cells.2 Comple-
ment must be present and effective before
cell death can be achieved.

It has been shown that mouse ascites
carcinoma cells may fail to lyse in vitro in
the presence of both antibody and comple-
ment if native gamma-globulin is also
present.5 Thus the gamma-globulin exerts
an anticomplementary effect in vitro. Further,
this inhibitory action of gamma-globulin is

abrogated by albumin.4 These findings are
in line with those of Davis et al.1 in the
immune haemolytic system. They showed
that gamma-globulin alone was anticomple-
mentary in their system but that the addition
of albumin abrogated its effect.

It has been suggested that it may be this
anticomplementary action of circulating
gamma-globulin that prevents destruction of
the mouse tumour cells in vivo.' A similar
system acting in human cancer could explain
the seeming paradox of the survival of
(theoretically) antigenic tissue in an immuno-
logically competent host.-I am, etc.,

FLORA HARTVEIT.
Department of Pathology,
The University,

Bergen, Norway.
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Steroids for Asthmatic Children

SIR,--I am sorry that Dr. I. G. Wickes
and Dr. Bruno Gans have written letters
(25 June, p. 1598, and 16 July, p. 173)
recommending the use of steroids for children
with mild asthma without qualification;
indeed, Dr. Wickes equates prednisolone
(5 mg.) tablets with ephedrine. I have in
the past written in favour of steroid treat-
ment, both short- and long-term, in disabling
asthma,1-3 but I deplore their recommenda-
tions for its indiscriminate use. In the
majority of cases childhood asthma can be
adequately controlled if proper investigations
and relatively harmless symptomatic remedies
arc used. In more severe cases the capricious
use of prednisolone tablets may not only be
ineffective but dangerous.
The following analysis of 74 asthmatic chil-

dren under the age of 15, who attended King's
College Hospital and have been followed up
for 10 years, bears this out. At the first
attendance 11 (15%) were suffering from severe
asthma, 51 (69%) from moderately severe, and
12 (16%) from mild asthma. The assessment
was made according to the disability of the
patients, judged by the time lost from school,
hospital admissions, etc. After 10 years 36
(49%) had mild symptoms, and 22 (29%) had
been free from symptoms for a year or more
before the last assessment. Two children died:
one in a severe acute attack of asthma in a
cinema, and one following a long period of
asthma at home. The latter should certainly
by modern standards have been treated by long-
term steroids, which might well have prevented
her death. The former had received short
courses of steroids on three occasions but not
for six months preceding death. Treatment
included breathing exercises (40), avcidance of
proved allergens and desensitization (52), anti-
biotics and psychiatric advice where necessary,
and symptomatic remedies, including ephedrine,
antihistamine linctus at night, and sedative
linctus. Steroids were used in nine cases, six
had one or more short courses, and three were
treated on a long-term basis for over a year.
These figures show that only 15% of cases
referred to hospital were losing an appreciable
time from school when they first attended, and
that after 10 years 77% either had no asthma
or mild attacks easily controlled symptomatically.
Figures from general practice would almost

certainly show a lower incidence of severe cases
and a higher proportion of "recovered " cases.
Four per cent. only were treated with long-term
steroids. Morrison Smith,4 in his paper record-
ing the effects of 56 children treated with long-
term steroids, had prescribed it for 5% of the
children attending his clinic in Birmingham.

I gather that Dr. Wickes would have dis-
pensed steroids freely to the parents of all
these cases. In many of them nocturnal
attacks of asthma occurred frequently, but
were usually prevented or controlled by a
combination of ephedrine with an anti-
histamine linctus, by keratin-coated tablets
containing ephedrine, aminophylline and
amylobarbitone, or in older children by an
isoprenaline spray or Medihaler. In sudden
severe attacks, such as was responsible for
the death of one of my cases, a single or
even several tablets of steroid would cer-
tainly have been unavailing, since the action
of steroids is seldom evident within an hour
or so of administration; probably an injec-
tion of subcutaneous adrenaline alone would
have saved this boy. The use of single
tablets of prednisolone (5 mg.) may well be
effective in preventing nocturnal asthma, and
in mild cases, when it is used very inter-
mittently, is not likely to be harmful. If
more severe attacks occur, however, the
mother may be tempted to use an excessive
number of tablets: in such a case suprarenal
suppression may well occur for 24 to 48
hours after the sudden termination of treat-
ment, and in the presence of a potent pre-
cipitating factor death in acute asthma could
result. Alternatively, quite mild cases of
asthma could become steroid dependent.

In conclusion, I am entirely in favour of
giving steroids to children who are seriously
disabled by asthma, and who have failed to
respond to simpler and less hazardous
methods of treatment. The use of this form
of treatment should, however, be planned in
a manner best suited to prevent harmful side-
effects, after the hazards and advantages have
been fully explained to the parents. It is.
dangerous and irresponsible to advocate their
almost casual use in mild cases, where there
is always a risk that the children may drift
unnecessarily into steroid dependency. I am
sure that Dr. Wickes and Dr. Gans are more
cautious in the way they prescribe steroids
than one would understand from their letters,
which imply that steroids can be administered
freely with no risk of doing harm.-I am, etc.,

R. S. BRUCE PEARSON.
London W. 1.
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SIR,-I was most interested in Dr. Ian G.
Wickes's letter (25 June, p. 1598) and decided
to try his treatment for myself.

Three children, aged 5, 6, and 7 years,
all with asthma, with the usual aggravation
at the pollen season causing numerous attacks
at night, have had instantaneous improvement
after receiving 2.5 mg. of prednisolone at
bedtime. Each child received treatment for
two consecutive nights; relief was immediate,
nights were free of attacks of asthma, and
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