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Others are increasingly recognized now to be
based on mild, transient depressive episodes of
endogenous origin but equally stressful if only
for their mysterious origin and still, some-
times, non-recognition. Your author's refer-
ence to non-specific symptoms is perhaps less
valid in this context. The similarity is per-
haps rooted in pathology.
The syndrome of mild depressive illness

without significant or recognizable depression
is frequently clear cut. Though no bio-
chemical confirmation is yet available, by con-
trast with the lack of response with iron in
;" sideropenia," an objectively specific and
subjectively clear response with antidepres-
sant drugs is nowadays commonplace.
One may also wonder how much of the

symptoms in controls and in those receiving
drugs may be attributable to minor depressive
states of subclinical " normal " intensity.
Perhaps the exclusion of those with a history
of depressive illness as such would be con-
sidered a logical step. To eliminate this
variable more thoroughly seems impracticable,
though sex and age differences, as your article
mentions in a different connexion, are also
relevant in depression.-I am, etc.,

JOHN CLEOBURY.
All Saints' Hospital,
Birmingham 18.

Metabolic Response in Ethnic Groups

SIR,-Dr. A. H. Rubenstein and hi:
colleagues (22 March, p. 748) state that the
difference in response of serum insulin
growth hormone, plasma-free fatty acids, tri-
glycerides, and blood glucose to an ora
glucose load, in carefully matched Whiite
Indian, and African subjects "must be
related to genetic and environmental differ.
ences among the three races " (my italics:
while producing no evidence to support any
genetic difference between the races. They
compared seven African manual labourers
with eight White clerks or traders who were
10 cm. taller and 13 kg. heavier than the
Africans on average. Can these groups
honestly be described as "carefully
matched " ?
The differences in metabolic response to a

glucose load which they found can all be
accounted for by the differences in diet
between the groups. The Whites " enjoy a
diet which is high in all nutrients " and must
therefore include the refined sugar and pro-
ducts containing it which are found in the diet
of all affluent societies, while the Africans' is
" low in animal protein and fat and high in
unrefined carbohydrates such as maize, bread,
and sorghum." There is a wealth of good
experimental evidence from all parts of the
world summarized in two recent books' 2 to
show that refined sugar gives rise to un-
explained but remarkable differences in serum
values of glucose and fats compared with the
same caloric intake of unrefined carbo-
hydrates. In particular one study' shows an
increased incidence of diabetes and coronary
heart disease among Yemenite Jews who had
been accustomed to a high intake of sucrose
for many years compared with Yemenite Jews
whose carbohydrate intake had been mainly

of complex carbohydrates of approzimately
the same average amount. In addition obese
non-diabetics eating an American type of diet
were found to have greatly increased serum
insulin levels,' and it is reasonable to suppose
that the small differences in serum insulin
levels found by Dr. Rubenstein and hit
colleagues can be accounted for by the absence
of refined sugar from the diet of the African
subjects.-I am, etc.,

D. CRADDOCK.
Croydon, Surrey.
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Ampicillin and Urticaria

SIR,-Dr. E. T. Knudsen's letter on skin
reactions occurring in patients treated with
ampicillin (29 Mardh, p. 846) raises an issue
of great importance. As a result of the con-
tinuous survey by Beecham Research Labora-
tories of adverse reactions to ampicillin
reported in the literature, Dr. Knudsen
reaches the conclusion that the majority ol
the erythematous rashes reported during
ampicillin therapy " are apparently cillin-
specific and do not indicate true penicillin
hypersensitivity." Many clinician seeing
these rashes frequently would agree with this
statement.
From our studies of hypersensitivity reac-

tions to antibacterial drugs in patients with
glandular fever,' ' my colleagues and I
suggested that many hypersensitivity reactions
to ampicillin were not true 6-aminopenicil-
lanic acid hypersensitivity reactions.' This
concept is a revolutionary one, since it has
always previously been held that hyper-
sensitivity is to the 6-APA " nuleus," and
that since this " nucleus " is common to all
penicillins there must be cross-sensitivity.'
No one, to my knowledge, has tested this
assumption by challenging patients hyper-
sensitive to one penicillin with another peni-
cillin-the spectre of sudden death from
anaphylaxis has prevented such experimenta-
tion.

Ampicillin is one of the most prescribed
drugs in the world and even accepting Dr.
Knudsen's figure of 2-8% overall hyper-
sensitivity (many reports have suggested the
incident may be much higher'") it is
apparent that many individuals are being
labelled " ampicillin hypersensitive " and, in
accordance with current practice, are being
denied the use of all members of the most
valuable group of antibiotics at present avail-
able. I suggest that the time has come to
look upon the erythematous rashes occurring
as a result of ampicilln treatment as specific
to ampicillin, and that such hypersensitivity
should not preclude the use of other members
of the penicillin group of antibiotics.-I am,
etc.,

H. PULLEN.
Deporent of Infectious Diseas.

nburg`10
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Advantages of General-Practitioner
Hospitals

SIR,-I have had the privilege of working
as a consultant at a general-practitioner
hospital for over 23 years. The value of
intimate practitioner and consultant co-
operation, which would seem to exist under
the N.H.S. only in such hospitals, is beyond
assessment by those who have not experienced
it, and the resulting benefit to the patient is
enormous. The constant contact between the
two branches of the profession is of mutual
help. Both improve their medical knowledge,
and certainly the consultant is a better doctor
as the result of his intimate association with
the working life and problems of a general
practitioner.
Where the liaison exists a patient's minor

symptoms are discussed with the consultant,
and these apparently minor symptoms some-
times prove to be the precursors of severe
illness. It is likely that many practitioners
would hesitate to bother consultants with
such apparent minor worries unless they work
together in complete co-operation and unless
they are constantly meeting each other at a
professional level. The integration of prac-
titioners into hospitals is probably the only
way in which the hundreds of tragedies of
missed diagnoses will be avoided.
The elimination of the cottage hospital

seems to be the avowed intention of certain
opinion both professional and lay. It can
be argued with justification that a patient
at such a hospital has the finest possible
treatment. The consultant is rarely aided by
registrars, so that every patient is seen and
treated by him or her personally. Minor
operations-hernias, appendicectomies, and
varicose veins are all dealt with by the
consultant and his consultant anaesthetist.
Such lists are seldom those of a consultant
at a teaching hospital. Why therefore abolish
these units, which serve a local demand with
distinction ?

It is true that such hospitals must have
the backing of a large hospital to which the
very seriously ill may be transferred, and
where facilities for investigation are available
at a more advanced level. Therefore every
consultant appointed to a cottage hospital
must be on the staff of a major unit to which
the transfer of a patient can readily be
facilitated.

Far from closing down the general-
practitioner hospital their numbers should be
increased. Their running costs are less than
those of a major hospital, they are better
adapted to run on a part-time nursing staff,
and they are less dependent upon the limited
number of resident doctors available in this
country. Moreover, they offer the general
practitioner access to a hospital and the con-
tinuity of supervision of their patients which
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