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If it is accepted that various unrelated organic dusts can

provoke specific precipitins and allergic alveolitis, then the
clinical consequences are formidable. Any patient presenting
with suggestive symptoms or with radiological evidence of
indeterminate mottling or fibrosis must be questioned about
possible exposure to known antigens. In addition, antigenic
dusts from fungi, pigs, and cattle, and indeed vegetable dusts
in general, are capable of provoking precipitins in exposed
subjects.2 '1 Which, if any, of these will also cause allergic
alveolitis remains to be seen. The term extrinsic alveolitis
implies that there should also be an intrinsic type.
This may well be so. One of the commonest forms of diffuse
pulmonary fibrosis is fibrosing alveolitis (Hamman-Rich
syndrome, diffuse idiopathic interstitial pulmonary fibrosis),
whose pathological features closely resemble allergic alveolitis.
No associated precipitins have yet been recognized. Indeed,
current thought favours a general immunological upset with
a predisposition to extrathoracic disease such as rheumatism,
splenomegaly, and cirrhosis of the liver. An intensified
search for precipitins is now desirable.

Pigeons have often been incriminated in the aetiology of
chest diseases. Psittacosis can be diagnosed by complement-
fixation testing, and its rather formidable pneumonia usually
responds to tetracycline. Contact with pigeons may provoke
asthmatic attacks in susceptible subjects, the so-called pigeon
asthma. Perhaps the most interesting aspect of the current
flutter in the dovecotes is the stimulus it has given to the

rapidly expanding field of precipitin-mediated reactions in
the lungs. The mould fungus, aspergillus, can cause a dual
skin response consisting of immediate atopic and late
precipitin-mediated reactions."2 These occur in asthmatics
who have become sensitized to the aspergillus. If the sen-
sitivity resolves with the passage of time or by treatment, the
underlying allergic diathesis persists. Now in allergic
alveolitis we are faced with a situation in which non-atopic
persons are affected. The reaction can be overcome by the
avoidance of further exposure to antigen, with possible
restoration to full health or at least with limitation of per-
manent damage.
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Pregnancy in the Adolescent
Provisional figures indicate that at present the birth rate is
declining in England and Wales' but at the same time the
proportion of women who marry before the age of 20 is
increasing.2 No doubt this is in part a response to earlier
physical maturity and to greater economic freedom. To some
extent it also reflects an increasing number of marriages
hastily arranged when the girl finds that she is pregnant, a
consequence of the changing pattern of social behaviour in
recent years. A further consequence of this has been a con-
tinued increased in illegitimate live births in recent years.
In 1965 more than 19,000 illegitimate live children were
born to girls under the age of 20 years.2

Pregnancy in the teenager is thus seen more and more
frequently, and several studies of these patients' problems
have been carried out in recent years. As it might be
expected that the social, psychological, and obstetric conse-
quences of pregnancy are most serious in the adolescent, a
number of special studies have been made of pregnancy in
girls between the ages of 11 and 15. The possible physical
and emotional immaturity of these girls, to say nothing of
their financial dependence, places them in a category
demanding special consideration.
Some of the more important facts about early teenage

marriages as they occur in the U.S.A. were summarized by
H. M. Wallace.' She showed that the social difficulties were
usually consequent upon marriage enforced by the pregnancy.
Formal education of both mother and father usually ceased
soon after the marriage, and so future employment and
remuneration were jeopardized. The divorce rate among
those married in their teens was three to four times higher
than among those who married at later ages. As there are

25 divorces or annulments for every 100 marriages in any

year in the U.S.A., it is obvious that the teenage marriage
there is extremely unstable.
Though the figures quoted by Wallace may not apply to

Great Britain, the lessons of this and similar studies are
relevant. It is unwise to encourage marriage simply because
of a pregnancy, particularly in a teenager. Special arrange-
ments have to be made to continue education in the second
half of pregnancy, and it is often necessary to provide facilities
for accommodation away from home. Adoption of the baby
is usually in its own interests as well as those of its parents.
Facilities such as these are generally available in Britain,
though their existence does not seem to be sufficiently widely
known among the lay public. A more common knowledge
of the help available would forestall some of the worst social
consequences of pregnancy in the early teens.
The reaction of the families concerned to the fact of the

pregnancy is probably the most important thing in deter-
mining the psychological effect it will have on the mother.
Comparatively few detailed studies of this aspect of the
problem have been made, but the evidence available indicates
that the girl is rarely upset in pregnancy, labour, or the
puerperium.68
The obstetric aspects of the problem have proved easier

to assess, and more than 30 reports have been published of
studies carried out either here or in the U.S.A. in the past
25 years. Two further such studies are published elsewhere
in the B.M.7. this week. Mr. B. Victor Lewis and Mr. P. J.
Nash report (page 733) on 103 British patients under the age
of 16 at the time of conception, and Dr. W. H. Utian on
100 white South African patients of similar age (page 734).
Although carried out in communities geographically far apart,
both studies reached similar conclusions.
The apparent immaturity of the adolescent does not present

particular problems in labour. T. J. Mussio' stated that the
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rate of development of the female pelvis after puberty is so
rapid that the reproductive canal may be adequate for the
passage of a mature baby within a year. He affirmed the
finding of W. W. Greulich and H. Thoms10 that the change
to an adult shape is quickest in those girls maturing early and
that after puberty there is little change in size and none in
shape of the pelvis. It is therefore not surprising that no
investigators have reported any increased incidence of
cephalopelvic disproportion.

Several investigators have commented that the foetal head
is often engaged late in these young patients. For instance,
R. H. Stearnm found that in more than 50% of his patients
the head was not engaged before the onset of labour. Dr.
Utian this week also notes late engagement in 50% of his
teenagers, but found too that in 48% of his control group of
22-year-old primigravidae the head was not engaged either.
This interesting observation should make us think again about
the traditional teaching that early engagement is to be
expected in the primigravid patient.

Uterine function, in the absence of any disproportion, is
almost invariably good in the adolescent, and all observers
agree that there is no increase in the average length of labour.
When cephalopelvic disproportion does occur the general
tendency is to allow the " trial of labour " to go on much
longer in a very young patient. In some communities the
securing of a vaginal delivery is undoubtedly of greater value
than it is in Britain today, and now that caesarean section is
so much safer than it used to be, both in itself and in its
consequences for future pregnancies, the psychological effect
of an unduly protracted labour may do more harm than
operative delivery.

All authors are agreed that the major hazards to the
adolescent patient are hypertension and pre-eclamptic
toxaemia. The incidence of these complications is difficult
to assess because the diagnostic criteria vary so much. S. R.
Poliakoff"l and Stearn,8 using similar criteria, found the
incidence of toxaemia to be 17% and 22% respectively,
figures supported by the present studies. Most of those who
have written on the subject comment on the beneficial effects
of hospital admission and mild sedation on hypertension in
these patients. All are agreed that a fulminating pre-
eclampsia can develop very rapidly indeed. It seems clear,
therefore, that these young people should be seen and have
their blood pressure checked at weekly intervals after the
twenty-eighth week.
The incidence of prematurity varies widely in the different

reports. Stearn' found no increased incidence, but R. Aznar
and A. E. Bennett"2 reported an incidence of 18.7%. Where
prematurity rates are high there is also a high perinatal
mortality rate. In all series the number of patients is
necessarily small, and it is likely that the source of apparent
disagreement is here. This underlines the need for a cautious
interpretation of all of the figures quoted in such small series.
The picture of the adolescent primigravida is, from the

obstetrician's point of view, a healthy one in general.

J. Harris'3 stated that the ideal age, obstetrically, for a woman
to have her first pregnancy was 16 years. But social con-
siderations in Great Britain usually dictate a different view.
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Arrhythmias after Myocardial
Infarction

Recent work has shown that some kind of cardiac arrhythmia
affects between 80 and 90% of patients after myocardial
infarction.' 2 And the development of arrhythmias is known
to be associated with a high mortality.

G. E. Honey and S. C. Truelove3 showed that death is
most likely to occur during the first 24 hours after infarction,
that the risk of death falls steeply after the first 48 hours,
and that if the patient gets through the first week safely his
chances of survival are high. The usual mortality for patients
admitted to hospital after acute myocardial infarction lies
between 30 and 40%, yet many, perhaps most, do not reach
a hospital bed until the most critical 24 hours have already
passed. The recent experimental provision in Belfast of a
coronary flying squad at least promises to admit more patients
to hospital alive. Immediatcly a call is received a fully
equipped and expertly manned ambulance goes out, so that
any necessary resuscitative measures can be instituted either
in the home or in the ambulance en route to hospital.4
The earlier the average time of admission to a coronary

unit, and the more continuous the electrocardiographic
monitoring, the higher will be the recorded incidence of
arrhythmias and consequently the less any increase in mor-
tality which may seem to be associated with them. Most
previous writers in assessing prognosis have not attempted to
separate the specific effect of any complicating arrhythmias
from the effect of the severity of infarction. Now in the
B.M.J. this week (page 719) Dr. E. Stock and his colleagues
have analysed their experience in the coronary care unit at
the Royal Melbourne Hospital, to try to elucidate the
influence of particular arrhythmias on mortality.
The development of an ectopic rhythm or disturbance in

conduction may itself lead to grave deterioration in cardiac
function after myocardial infarction. Supraventricular tachy-
cardia, flutter, or fibrillation leads to reduction of ventricular
filling in diastole and to further impairment of blood flow in
the coronary arteries. Sinus or nodal bradycardia occurs at
some time in about 20% of such patients,5 6 and since the
maximal stroke volume is usually depressed adequate per-
fusion of the body's tissues can be expected only if the heart
rate is maintained above 80 or 90 beats per minute. The
development of atrioventricular block results in an even more
profound fall in output. Moreover, the loss of atrial function
in nodal rhythms or heart block leads to a fall in stroke
volume, which further adds to the fall in output resulting
from the slow rate. In addition, a slow heart rate is often a
harbinger of arrhythmias. The slow heart is intrinsically an
unstable heart and ectopic beats are far more likely to occur
when the rate is 50 than when it is 90. Ectopic beats, un-
important in themselves, frequently presage major arrhythmias,
particularly when they fall on the T wave of the preceding
beat. Ventricular tachycardia is often heralded by this " R
on T" phenomenon. With the onset of ventricular fibrilla-
tion, which often occurs without such warning, effective
cardiac action ceases. There is still little chance of this
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