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Pesticides and Priorities

In every discussion on environmental pollution references are
made to pesticides, and the first report of the Royal Commis-
sion' is no exception. It reiterates the recommendations and
work set in hand by two preceding committees, one of which2
it names while to the other' no reference is made. The evid-
ence is that problems, of pollution by pesticides are recognized
and are being tackled. It is other problems that require atten-
tion. In the discussion which followed the detection of mer-
cury in ocean fish4 contamination by pesticides was inevitably
suggested. Yet Nature pours more mercury into the oceans
than man, and dentists put more mercury into our teeth each
year than farmers apply as fungicides.

In the work supported by the World Health Organization
and the Food and Agriculture Organization pesticides have
an important role. To feed the millions freed from debilitat-
ing or fatal vector-born diseases increasing amounts of food
must be protected from pests during growth, transport, and
storage. There is no doubt that some pesticides are danger-
ous to formulate and to apply unless fairly simple protective
measures are exercised. It is in this context that attention is
needed for with the correct application of pesticides dangers
become insignificant.
No health hazard has been detected from such pesticide

residues as can be detected in food because the amounts left
from conventional applications are far too small. Seed grain
treated with various fungicides has poisoned people many
times, but such grain was never considered to be fit to eat.
Despite all the evidence that pesticide residues in food offer
no hazard to health and certainly nothing to be compared
with the hazards of an inadequate diet, the W.H.O. and
F.A.O. continue to produce each year the results of the de-
liberations of a joint committee on pesticide residues in food.
The latest5 follows a recognizable pattern in discussing in
great detail this nonexistent health problem. The final evid-
ence that pesticide residues in food are not a health hazard
stems mainly from what were called "market basket" sam-
ples by those who first made them and are referred to as
total diet studies in this committee's reports. Certainly traces
of persistent materials like D.D.T. can be found, but this is
present in no greater amounts than the even more persistent
arsenic.6 No one would feel concerned about the health haz-
ard offered by this well-known poison when present in such
minute amounts. It is therefore difficult to understand the
need for all the effort which the committee proposes to put
into the theoretical computations of the traces of less toxic
materials that are often absent from the food as it is consum-
ed. Rather than recommending pilot studies to provide a basis
for calculating potential intakes of pesticides in diets (Appen-
dix III),s surely the effort should be directed to studies of
total diet in order to measure the actual intake. Only by ex-
tending such work to as many communities as possible will
the problem of pesticide residues in food ever be seen in pro-
per perspective.

In Appendix I are listed 50 maximum "acceptable daily
intake" (A.D.I.) figures for 91 pesticides. The overall range
is from 1-0 to 00001 mg/kg body weight with many inter-
mediate values. That distinctions in the hazards presented by
such minute doses of different compounds can be made at
all is rather surprising and not easy to accept. In Appendix II
are listed no fewer than 117 investigations needed on 19 pes-
ticides before the committee will feel able to do the calcula-
tions necessary to arrive at the A.D.I. for some of the remain-

ing compounds. These investigations include studies on meta-
bolism and carcinogenic and teratogenic activity, sometimes
on monkeys. The general public, who will eventually pay,
may legitimately question the need for this considerable ex-
penditure at a time when some real health problems may be
inadequately dealt with for lack of money. Until some evi-
dence is produced that pesticide residues-when they are
there at all-offer any hazard greater than the hypothetical
ones arising from toxic substances naturally present in many
foods, perhaps W.H.O. should re-examine the need to invest
its limited funds in implementing the first recommendation
made by the committee-namely, that it should be convened
annually.
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Newer Operations for
Myocardial Ischaemia
The failure of cardiac transplantation, after the immense
concentration of effort and publicity that it received, to solve
the problem of myocardial insufficiency has focused attention
once again on methods of improving the blood supply of
ischaemic muscle. Increasing the collateral circulation to the
area of myocardium distal to a blocked coronary artery was
the earliest approach. Collateral vessels from still patent
coronary arteries develop naturally to ischaemic myocardium,
and C. S. Beck produced epicardial and pericardial inflam-
mation so that collateral vessels from the pericardium would
develop also.' But these vessels tended to atrophy with
time, and so this procedure was abandoned. A. Vineberg
then introduced internal mammary artery implantation,
in which the artery was dissected from the chest wall
and implanted into a tunnel in the ischaemic myocardium.2
Angiography showed that a collateral blood supply developed
from the internal mammary artery to the myocardium and,
surprisingly, remained patent in a high percentage of cases,
but doubts about the effectiveness of such a small increment
of blood and the inability of other centres to reproduce the
successes reported from the Cleveland Clinic3 and Peter Bent
Brigham Hospital4 have caused it to fall into disfavour.5

Direct revascularization of the myocardium by means of a
saphenous vein bypass graft from aorta to coronary arteries
distal to an obstruction is being extensively tried around the
world at the moment. The operation was developed in 1968 by
R. G. Favaloro at the Cleveland Clinic.6 A segment of saphe-
nous vein is dissected out and, if necessary with the heart
supported by cardiopulmonary bypass, anastomosed between
the aorta and a coronary artery distal to a block which has
been accurately delineated by coronary angiography. The
operation is technically easiest when the right coronary
artery is blocked but can be used for blocks in the anterior
descending and circumflex arteries also.
The indication for surgical treatment is intractable angina,
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though enthusiasts have extended the procedure to patients
with milder symptoms on the basis that subsequent myo-
cardial infarction will be less likely to occur. Essential pre-
requisites to the operation are a viable myocardium, evaluated
by means of left ventricular angiography; a patent distal
segment of artery; and accurate delineation of blocked or
severely obstructed coronary arteries by high quality coronary
arteriography.

Early results are encouraging. Favaloro reports from the
Cleveland Clinic over a thousand saphenous vein bypass
operations with only a 4% operative mortality.7 A mortality
below 6% is the rule in other series. Early symptomatic
improvement or disappearance of angina is gratifying in the
majority of patients, and patency of the graft, shown by
selective angiography at follow-up examination six to twelve
months later, can be as high as 80%. Sceptics, however,
remember the similar waves of enthusiasm that accompanied
the Beck, Vineberg, and cardiac transplantation operations
at this period of their development and recall that saphenous
vein bypass grafts in the femoro-popliteal region, where the
vessels are larger than the coronary arteries, have only a 40%
patency rate after five years. They prefer to wait for a further
period of follow-up before adopting this procedure un-
reservedly.

This bypass operation does not solve the problem of a left
ventricle handicapped by an infarct. Cardiogenic shock
following a myocardial infarct may be due to a localized area of
myocardium acting in a similar manner to aventricular
aneurysm in embarrasing left ventricular function. Excision
of this area of non-contractile tissue, cutting back the muscle
to actively bleeding tissue, can be shown to improve the
cardiac output and correct cardiogenic shock, and the operation
is becoming increasingly used.9 10 The final development has
been the incorporation of all these three approaches-the
Vineberg internal mammary artery implant, direct saphenous
vein bypass grafts, and excision of akinetic areas of left
ventricular muscle-into the same operation, and this too can
be carried out with a remarkably low mortality.7

Infarction of the mitral valve mechanism and ventricular
septum causes other complications surgery can cure.
Mitral regurgitation following infarction of the papillary
muscles can be corrected by replacing the mitral valve, and
ventricular septal defects due to ischaemic perforation of the
septum can be closed.
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Gaps in Venereology
Gonorrhoea and cholera are the only infectious diseases
that are spreading epidemically in the world today. While
in Britain the second is a threat from the occasional im-

ported case rather than a disease to be reckoned with,
gonorrhoea continues to increase in prevalence here as it
does in many other parts of the world. Yet the posts in our
venereal disease departments are not fully staffed.
The formation of an Intercollegiate Committee on

Venereology is therefore timely. The Royal Colleges of
Physicians of London and Edinburgh, the Royal College of
Physicians and Surgeons of Glasgow, and the Medical
Society for the Study of Venereal Diseases have joined to
establish the committee, and the first report' has just come
from it. Figures from the Department of Health given in
the report show that last September there were 136 doctors
practising in the specialty of venereology in England and
Wales and that 18 posts were vacant. The dearth of regis-
trars and senior registrars is particularly notable, and
though the general staffing situation is said to be better in
London than in the provinces the venereal diseases are
unfortunately as prevalent in the big industrial cities and
ports as they are in the metropolis. Some improvement is
expected in the long term by the appointment of more
registrars and senior registrars, but the existence of vacan-
cies at present suggests that the career itself must be made
more attractive.2
One obvious deficiency to which the report draws atten-

tion is the academic study of venereology-"the only
medical specialty without a university chair." Good reasons
may certainly be found for remedying that, but perhaps
more novel is the committee's suggestion that general prac-
titioners should be offered more opportunity of studying
this branch of medicine. The specialty itself is concerned
with a far more varied group of infections and infestations
than the legally defined venereal diseases (syphilis, gonorr-
hoea, and chancroid). In fact only about a quarter of patients
attending the venereal disease clinics are suffering from one
of these.3 Moreover many patients present themselves to
their general practitioner in preference to a clinic. There
may therefore be an advantage in following the lead set by
Liverpool University, where a three-months course leads to
a diploma in venereology.
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Management of Renal
Failure
Though the topic of renal failure has had its fair share of
the recent medical literature, reports on it are as widely
dispersed as they are on most other medical subjects today.
Progress in maintenance haemodialysis and renal trans-
plantation in particular has been so rapid that the non-
specialist has a difficult task in keeping pace with even the
main developments. For this reason the current issue of the
British Medical Bulletin,' which is devoted to the manage-
ment of renal failure, is particularly welcome. It provides
up-to-date accounts of maintenance haemodialysis in the
hospital and in the home, of renal transplantation, and of
the all-important relationships between these methods of
treatment. However, in the management of end-stage renal
failure technical has outstripped economic feasability, and
the disparity between potential and practice has recently
been pointed out in these columns.2
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