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of Garoin (phenytoin 100 mg and pheno-
barbitone 50 mg) treatment did a normal
control subject exhibit impaired folate ab-
sorption. We agree that the effect of sodium
bicarbonate is not strictly comparable to that
of phenytoin, but suggested only that the im-
paired absorption produced by alkalinization
with sodium bicarbonate mimics the alkalin-
ization and malabsorption produced by long-
term phenytoin treatment, the mechanism of
which remains obscure.
The failure to consider the effect of pH

on the availability of pteroylmonoglutamic
acid has led to conclusions which merit re-
consideration. Thus Hepner2 measured folic
acid transport across the rat jejunum from
solutions of folic acid, folic acid plus pheny-
toin, and folic acid plus methotrexate re-
spectively. At no stage was the effect of
pH considered, nor was the intraluminal pH
measured. The impairment of absorption of
folic acid by phenytoin and methotrexate,
both of which give alkaline solutions, could
reflect the direct effect of pH. Similarly,
when considering the uptake of 5-methyl
tetrahydrofolic acid by lymphocytes, Das and
Hoffbrand3 showed 50% inhibition of ab-
sorption by methotrexate. Solution of metho-
trexate at this concentration (10 -3M approx)
can only be obtained at an alkaline pH, and
again the impaired uptake noted might well
have been due to a pH effect. Das and Hoff-
brand concluded that the uptake of folic
acid by lymphocytes was an active process
based on inhibition by methotrexate, tem-
perature effects with a temperature co-
efficient of about 2, and linear increase in
uptake until saturation occurs. Active trans-
port would be better indicated by a tempera-
ture coefficient greater than 3,4 inhibition by
methotrexate is invalid for reasons already
stated, and saturation phenomena are not
necessarily characteristic of active trans-
port.5-7 Hence the uptake of 5-methyl-
tetrahydrofolic acid by active transport is not
proven. Uptake of folic acid by blood plate-
lets has been shown to be a passive process.3
In conclusion, we stress that in any study of
the mechanism of folate absorption, due con-
sideration must be paid to the effects of pH.
-We are, etc.,

J. A. BLAIR
W. T. COOKE

C. H. J. SWAN
General Hospital,
Birmingham
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Deaths from Dental Anaesthesia

SIR,-Under the above heading (3 April,
p. 59) you report Sir Keith Joseph's reply
to a question asked in Parliament.
With respect, I would point out that his

reply was misleading. The questioner asked
how many patients "of dentists practising
intravenous anaesthesia" had died as a re-

sult of it during the past five years. Sir
Keith replied that, of 32 deaths with dental
anaesthetics during this period in 11 there
was mention of methohexitone or similar
intravenous anaesthetic agent. This might
well give the impression that in these 11
fatalities anaesthesia was in the hands of
dentists giving their own intravenous anaes-
thetics, and that the intermittent injection
method was the cause of death. In actual
fact, in most of the 11 fatalities the anaes-
thetics were given by consultant anaes-
thetists, and the intravenous agent was used
only for induction.

Sir Keith (himself misled apparently)
went on to say that he would shortly be
making regulations to put a stop to the
practice of the dentist giving his own anaes-
thetics. Some years ago I pointed out' that
this practice was not a cause of deaths and
to stop it would not improve the mortality;
the real danger was something totally differ-
ent that had been overlooked.

I have recently produced2 further evidence
substantiating this view.-I am, etc.,

J. G. BOURNE
Salisbury,
Wilts

I Bourne, J. G., Lancet, 1966, 1, 879
2 Bourne, J. G., Anaesthesia, 1970, 25, 473

In a further answer on 10 May Sir KEITH
JOSEPH said that of the 11 registrations of
death referred to in his reply on 16 March
(see B.M.7., 3 April, p. 59) the anaesthetic
involving the use of methohexitone or similar
anaesthetic agent was in two cases admini-
stered by the operating dental surgeon and
in nine by an anaesthetist.-ED., B.M.7.

Viral Hepatitis and the E.S.R.

SIR,-It has been established experimentally
that there are two types of viral hepatitis:
the short incubation period type, and the
long incubation period type, in which the
hepatitis-associated antigen (H.A.A.) is
found.' In sporadic viral hepatitis it is not
usually possible to distinguish these clinic-
ally.2

In 1969 I noted that some patients suffer-
ing from viral hepatitis had a normal
erythrocyte sedimentation rate (E.S.R.)
throughout their illness: others had, on
admission, a high E.S.R., which gradually
became normal. During 1970, 65 patients
over the age of 12 years were studied.
Five children under 12 years old of
both sexes who were antigen-negative and
had an E.S.R. ranging from 45-68 mm/i hr.
were excluded from the statistical analysis.
The first E.S.R. result, obtained as soon
after admission as possible, was used. This
was usually within 14 days of the onset
of the first symptoms (range 2-36 days).
Blood for the double-diffusion antigen test
was taken at the same time. Two standards
were used for the analysis, as there is
no general agreement as to what is normal.
Dacie and Lewis consider that the maximum
should not exceed 5 mm/l hr. for males and
7 mm/i hr. for females.3 Other authorities
consider it should be 15 mm/i hr. for
both sexes. These figures take into account
the variations due to menstruation.

Table I shows the composition of the
series in terms of antigen result, sex and
age range.

'1ABLE I

Antigen Malcs Femalcs Agc Ranige Total

Positive 20 7 19-47 27

Negative 21 17 12-64 38

Totals 41 24 12-64 65

There were no patients with the H.A.A.
under 19 years or over 38 years of age.
Apart from this the age incidence in both
groups was similar. About two-thirds of the
patients were between 18 and 19 years
old. This was because most of them came
from districts having a large floating popu-
lation of young people living in hostels and
"bed-sitters". The relationship between
E.S.R. and the antigen test result is shown
in Tables II and III.

TABLE II

Normal: 5 mm/l hr. males;
7 mmn/ hr. females

H.A.A. Normal High
E.S.R. E.S.R.

Positive .16 11

Negative .5 33

p= <0 0005 (X2 Test)

TABLE III

Normal: < 15 mm/I hr.

H.A.A. Normal High
E.S.R. E.S.R.

Positive. 21 6

Negative . 11 27

p= <0 0005 (X2 Test)

I am grateful to Dr. A. J. Zuckerman,
of the London School of Hygiene, for
analysing the above results by computer,
using the 2 x 2, x2 test. With either
standard of normality for the E.S.R. the
results are highly significant. In other
words, a high E.S.R. at the onset of symp-
toms of viral hepatitis is likely to be found
in patients who are antigen-negative and a
normal E.S.R. in antigen-positive ones.
There were no antigen-positive patients with
an E.S.R. of over 23 mm/l hr., except an
Algerian male who had an E.S.R. of 40
mm/i hr. Blumberg et al. found the H.A.A.
rarely in North American and European
sera but commonly (1-20%) in sera from
tropical sources.4 It is therefore quite
possible that this patient was suffering from
a type of hepatitis unassociated with the
antigen, although a carrier of it. This case
emphasizes the importance of being aware
that the presence of the H.A.A. is not
always diagnostic of one of the types of
viral hepatitis or other causes of jaundice,
particularly in patients who come from
tropical countries. Two antigen-positive
male patients who had a high E.S.R. had
been ill for several months; this may in-
dicate that they had developed chronic
aggressive hepatitis. To support this view,
two similar patients admitted this year
were proved to have this condition by
needle biopsy. A female antigen-positive
patient, who was a drug addict, and a male
antigen-positive patient with an infected skin
condition were both found to have a high
E.S.R. It can therefore be concluded that
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uncomplicated viral hepatitis patients with
a high E.S.R. are likely to be of the short
incubation period type.

Giles and her colleagues6 found that in
about one-third of their patients the anti-
gen could only be demonstrated during the
incubation period, so that it is possible that
patients with a low E.S.R. who are antigen-
negative by the double-diffusion test may be
of the long incubation period type. Further
investigation is necessary, using more sen-
sitive tests, to show whether this is so.
Krugman et al. found that the thymol tur-
bidity test was usually normal in the long
incubation period type and high in the short
incubation period type.' These findings, and
those of the E.S.R., could be explained
by changes in the serum proteins.
Most laboratories are unable to do the

simple double-diffusion test because of the
scarcity of the specific antibody. The E.S.R.
can be done in all types of hospital and it
is hoped that may prove an additional help
in the differentiation of the two types of
viral hepatitis.-I am, etc.,

J. VAHRMAN
Western Hospital,
London S.W.6
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Trichomonas and Oxytetracycline

SIR,-I wish to report the case of a 66-year-
old female patient whom I first saw during
the course of a geriatric domiciliary visit.
Having just recovered from an episode of
acute on chronic bronchitis, she was still
taking oxytetracycline 250 mg four times
daily, as prescribed by her general prac-
titioner. She was on no other treatment.

I found the course of her recovery satis-
factory and was about to leave when she
confided that she was considerably bothered
by pruritus vulvae together with vaginal
discharge. She refused hospitalization pre-
viously when she was being treated for
bronchitis, and again in this case she would
not go to a gynaecological clinic. In view
of this I re-visited her, armed with Cusco's
speculum, microscope slides, and three
different culture media (Stuart's Sabou-
raud's, and Feinberg-Whittington).
These investigations resulted in the

bacteriological diagnosis of a trichomonal
vaginitis, for which metronidazole 200 mg
three times daily for one week was pre-
scribed. Follow-up examination ten days
later showed no improvement, and the
Feinberg-Whittington medium yielded a
positive culture again. By this time her lungs
had cleared completely and so it was possible
to stop treatment with oxytetracycline while
repeating a week's course with metronidazole.
Two further follow-up tests showed com-
plete clearance of her discharge together with
negative bacteriological tests.
The first interesting point emerging from

this case is that the possibility of the infec-
tion being sexually transmitted could be
ruled out with certainty. The second point
is even more interesting as it would appear
that oxytetracycline and metronidazole might

show therapeutic antagonism with regard to
the latter agent's effect on the protozoon
Trichomonas vaginalis. This combination of
oxytetracycline with metronidazole must be
a common occurrence in venereology and
gynaecological clinics, considering the fre-
quency of mixed infections.

I wonder if any of your readers could con-
firm or rerute the validity of my hypothesis,
based on cuance observation.-I am, etc.,

STEPHEN SZANTO
Kensington and Chelsea Group of Hospitals,
London S.W.3

What Price Fellowship?

SIR,-Most of my medical colleagues have
received from the Royal Society of Health
invitations to become Fellows of the society.
The invitations, whose style seems in-

spired more by Madison Avenue than by
a royal society's secretary, amount to little
more than offers to sell the letters F.R.S.H.,
for use after one's name, in exchange for
$21 per annum. They do, however, have
slightly more style than comparable "mail
order" degrees from one-room California
colleges or divorces from a Mexican border
town. While the invitations cause consider-
able amusement and several talking points,
the derision that they cause spreads, so that I
have already admitted to my colleagues that
I only paid slightly more for my fellowship
of a royal college.

I realize that invisible exports are a vital
part of the economy, but there must surely
be less demeaning ways of attracting dollars
into the country. I cannot imagine that the
president of the Royal Society of Health
disagrees with this point of view.-I am, etc.,

NEVILLE ROSEN
Lawrence, Massachusetts,
U.S.A.

SIR,-The multiplicity of initials that British
doctors have after their names is a source
of confusion and envy to my North Ameri-
can colleagues. Sensibly, they have limited
their credentials to the letters M.D., but
there can be no doubt that many of them
crave the royal flavour of additional letters
after their names.
One organization which sets out to take

advantage of this trait is the Royal Society
for the Promotion of Health, which has re-
cently circularized some of my house officer
friends here, asking them to allow their
names to be put forward for election to the
fellowship of this society "because of their
professional status" and "carrying the desig-
nation F.R.S.H.". With their application
they are told to send in a subscription of
$21 so that they may join "the largest organ-
ization of its kind in the world".
My colleagues have sought my advice as

to the significance of these initials, imagining
that they carry the same weight as the
M.R.C.P. or F.R.C.S., and obviously many
American physicians have been attracted, for
another 5,000 of them belong to this society.
The president of the society advertising in
this fashion is Lord Cohen of Birkenhead,
president of the General Medical Council.-
I am, etc.,

ROGER C. SANDERS
Department of Radiology,
Johns Hopkins Hospital,
Baltimore, Maryland, U.S.A.

Backache

SER,-Mr. G. V. Chamberlain in his article
entitled "Backache-II" (17 April, p. 159)
deals very adequately with the in
strain on the back joints and the ligaments
which guard them, in the section on preg-
nancy and its after effects. However, I feel
his treatment of bed rest and exercises is
defeatist, as in most of these women the
backache in pregnancy is due to the lax
ligaments allowing the facet joints to become
deranged. The treatment of this is a simple
specific manipulation, without an anaesthetic,
of one of the lumbar facet joints, or of the
sacroliac joint itself. The fact that this
condition can be cured by one or two very
gentle specific manipulations of the lumbar
facet or sacroiliac joints without an anaes-
thetic does not appear to be widely enough
known.

In my experience such procedures have
no adverse effect on the pregnancy.-I am,
etc.,

JoHN H. DAVIDSON
London W.1

Chemotherapy of Bronchitis

SIR-,Tetracyclines have been used in the
treatment of bacterial infections of the
respiratory tract, especially pneumonia and
bronchitis (17 January 1970, p. 125). Pneu-
mococci resistant to tetracydlines have been
widely encountered and a high incidence of
such strains has been reported recently from
Liverpool.' Tetracycline-resistant strains of
Haemophilus influenzae, another important
respiratory pathogen, have been less fre-
quently seen and we know of no record of
resistance among capsulated strains. We wish
to report the isolation of a strain of Haemo-
philus influenzae type B resistant to tetra-
cycline from a patient with postoperative
respiratory infection.
The patient was a woman aged 27 years

who developed fever (39 50C) and cough
with mucopurulent sputum about 11 hours
after tubal ligation; a specimen of sputum
yielded a marked growth of Haemophilus
influenzae type B. There was no record of
recent tetracycline therapy. She was treated
with physiotherapy and was well enough to
be discharged from hospital after four days.
When tested by the disc diffusion method

on heated blood agar the haemophilus was
resistant to tetracycline (10 .tg per disc) but
sensitive to streptomycin (20 ,ug), erythro-
mycin (2 ,ug), and ampicillin (2 ,ug). In a
quantitative test by the plate titration method
the niinimal inhibitory concentation of
tetracycline hydrochloride was 25 pg per ml.
This degree of resistance would exclude the
possibility of effective therapy with tetra-
cycline in normal dosage.-We, are, etc.,

D. HANSMAN
Bacteriology Department,
Adelaide Children's Hospital, Inc.,
North Adelaide,
South Australia

M. PIDGEON
Pathology Department,
Women's Hospital,
Sydney, N.S.W.,
Austral ia
1 Percival, A., Armstrong, Elizabeth C., and Turner,

G. C., Lancet, 1969, 1, 998.

Tick-borne Typhus in England
SIR,-I read with interest a report of African
-tick typhus in your Epidemiology section
(23 January, p. 240). The patient was an
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