
710 BRITISH MEDICAL JOURNAL 17 JUNE 1972

CORRESIPNDENCE

Correspondents are asked to be briet

Future of Postgraduate Medical Centres
R. B. Hunter, F.R.C.P.; D. E. Sharland, M.D. 710

Planning the Treatment of Alcoholism
C. E. Salter, D.P.M ....................... 710

Treatment of Early Breast Cancer
J. W. S. Rickett, F.R.C.S., and A. G. Nash,
F.R.C.S.; G. J. A. Edelstyn, M.D., F.F.R., and
K. D. MacRae, PH.D.; E. S. Lee, F.R.C.S.,
and others ............................ 711

Chromosome Banding
A. Caratzali, M.D ....................... 712

Stress and the Schizophrenias
S. Jacobs, D.P.M ......................... 712

Aetiology of Varicosity
G. S. Ramsay, F.R.C.S.; G. B. Wyatt,
M.R.C.P.; D. H. Patey, F.R.C.S ............. 712

Fish Cornea for Grafting
M. Haq, M.B ........................... 712

Total Replacement of the Hip
H. Phillips, F.R.C.S., and D. J. Dandy, F.R.C.S. 713

Coalminers' Pneumoconiosis
I. T. T. Higgins, F.R.C.P ................. 713

Confusion with Clofibrate
J. T. Hart, M.R.C.G.P.; J. R. O'Brien,
F.R.C.PATH ............................ 713

Legal Detention of Psychiatric Patients
W. A. Heaton-Ward, D.P.M ............... 713

Value of Thermography
E. F. J. Ring, F.I.M.L.T ................... 713

New Electronic Metal Locator
H. J. Hambury, F.R.C.S., and J. Watson,
PH.D.; J. A. Ross, F.R.C.P.ED ............... 714

Abortion Act
C. B. Goodhart, PH.D ................... 714

Termination of Pregnancy
H. C. McLaren, F.R.C.O.G ................. 714

Urinary Candidiasis after Renal
Transplantation
R. J. Holt, PH.D., and R. L. Newman, M.D... 714

Preclinical Detection of Dystrophia
Myotonica
J. E. Caughey, F.R.C.P ................... 715

Payment by Colour
W. P. P. Leary, M.R.C.P ................... 715

Treatment of Trigeminal Neuralgia
S. L. Drummond-Jackson, L.D.S.R.C.S....... 715

Feto-maternal Transfusion
I. Kennedy, F.R.C.S.ED ................... 715

Hyperthyroidism
M. C. Bateson, M.B ..................... 715

Pentazocine in Thyroid Failure
Bethan M. Evans, M.B., and others........ 716

Verapamil in Cardiac Arrhythmias
H. S. Sacks, M.B., and B. M. Kennelly,
M.R.C.P. ........... ................... 716

Vasectomy
I. Craft, F.R.C.S ......................... 716

New Consultant Contract
M. K. Strelling, M.R.C.P ................. 716

Evidence to the Lane Committee
A. W. Purdie, F.R.C.O.G ................... 717

Scientific Basis of Clinical Practice
C. D. Swaine, M.B ....................... 717

Hospital Staffing
C. A. Wells, F.R.C.S . ....................717

Future of Postgraduate Medical Centres

SIR,-I read with interest the letter
addressed to you by the chairman and sec-
retary of the National Association of Clinical
Tutors about the future of postgraduate
medical centres (3 June, p. 589). I may have
misunderstood this letter and, if so, would
ask to be forgiven for rushing into print,
but it seems to me that the writers have
no ideas about the development of integrated
medical services for the future, and have
little knowledge of the vital part played by
the professions allied to medicine and the
necessity for their learning to work together
in what inevitably must bc a team effort.

If Drs. J. Lister and D. Ferriman are correct
then the University of Birmingham is quite
on the wrong track, because we are planning
massive developments in the field of health
services management, a major feature of
which will be courses for all senior members
of the health services, whether doctors or
not. It is proposed to link these courses
closely with similar ones for local govern-
ment officers. The criticism of the Depart-
ment of Health and Social Security for
concerning itself primarily with the develop-
ment of postgraduate and postexperience
centres which are shared by all would seem
to me to be quite unwarranted.

The postgraduate medical centre move-
ment is about ten years old. It has been
given massive support by the Department,
but I hope that those who have been so
active in making this a success will recog-
nize the new relationships which will have
to be developed between the medical pro-
fession and other professions if the National
Health Service is going to deliver the goods
at reasonable cost.-I am, etc.,

ROBERT B. HUNTER
University of Birmingham

SIR,-As director of one of the busiest post-
graduate academic centres in Britain, I
would fully support Drs. J. Lister and D.
Ferriman (3 June, p. 589) in that doctors
should retain control of the postgraduate
centres. I do, however, fully support the ad-
ministrators that when the centres are not
being used they should be available for
other medical and paramedical uses, thus en-
suring maximum return of the capital.-I
am, etc.,

D. E. SHARLAND
Whittington Hospital,
London N.19

Planning the Treatment of Alcoholism

SIR,-It is unfortunate that your leading
article (27 May, p. 479) has adversely
criticized a sentence quoted from the King
Edward Hospital Fund for London report'
which is itself the result of an editing error
arising in an early stage of the work, and
which was repeated unnoticed, despite many
readings by myself and others in subsequent

revisions prior to final printing and pub-
lication. The offending sentence should read
"as soon as alcoholism is detected the
patient should be persuaded to see an ex-
pert and if necessary advised to enter hos-
pital." This should redress the balance and
alter the emphasis in subsequent paragraphs.
The report was sponsored primarily as an

architectural study (hence the "square foot-
age of the cleaners' room" to which you took
exception) and attempted to correlate thera-
peutic principles with design of buildings.
It is hardly surprising, therefore, if the main
emphasis of the book is on the structure
(both functional and architectural) of in-
patient units.
That outpatients care is always considered

as a possible primary treatment is more
than suggested in the section on Assessment
(p. 25), where, among the manifold purposes
of assessment listed, is found: "to assess the
best method likely to help him achieve his
resolve to gain sobriety (including, possibly,
inpatient group therapy), to advise on the
best method . . . to offer outpatient follow-
up appointments, etc. . .."

Far from stressing the inpatient service, I
have been an active advocate of community
psychiatry, and since 1964 have stressed the
need for outpatient services for alcoholics,
both ab initio and as follow-up services to
an inpatient programme with community
links. Indeed a careful study of some of the
diagrams in the report shows, I hope, the
development of this philosophy, even if this
seems not to be spelled out too emphatically
in the text. Recognizing the toll taken by
the family and community aspects of the
illness, and attempting to do something about
it has for long been an in-built part of the
total alcoholism services provided from
Warlingham Park Hospital by the Croydon
psychiatric service.

Despite the protest that the report does
not take account of the "worrisome
realities" and "does not consider the com-
munity side of things," there is in fact
special mention of the lack of manpower in
the medical profession, the need for reliable
comparative research into methods of treat-
ment, and possible ways that these needs
may be met by using skill and expertise of

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5815.710-b on 17 June 1972. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 17 JUNE 1972 711

other professionals together with semi-
professional workers and voluntary organiza-
tions.

Far from undermining self confidence, a
quiet demonstration of understanding the
alcoholics' plight (even if there is no one
solution) is often the first stimulus towards
regaining it.-I am, etc.,

CLIFFORD E. SALTER
London S.W.1

1 James, W. P., Salter, C. E., and Thomas, H. G.,
Alcohol and Drug Dependence-Treatment and
Rehabilitation. London, King Edward's Hospital
Fund, 1972.

Treatment of Early Breast Cancer

SIR,-From the evidence in the excellent
paper by Sir Hedley Atkins and others
(20 May, p. 423) it would appear that there
is no case for the operation of "extended
tylectomy" in the management of stage I
and II carcinoma of the breast in patients
over 50 years of age.

Before all forms of local surgery in car-
cinoma of the breast are abandoned several
questions might be asked conceming "ex-
tended tylectomy." In some patients a more
adequate margin that the stated 3 cm can be
easily removed without distortion of the
breast contour. Was more than this margin
ever excised? If skin dimpling is present is
skin removed? In the subareolar lump is the
nipple removed?
Answers to these questions would help in

the evaluation of "extended tylectomy."
Spread of carcinoma within the breast is
by periductal lymphatics and therefore to
eradicate the disease from within the breast
excision of breast tissue on a lobular basis is
logical. Support for this concept is obtained
by whole organ sectioning, a laborious task.
In breasts removed for primary carcinoma
intraduct changes of epitheliosis, in-situ
carcinoma, and frank invasion are commonly
seen and are most marked in the lobule con-
taining the carcinoma. When there is clini-
cal evidence of skin involvement an ade-
quate clearance can be obtained only by
excising skin with the tumour.

Surely there are many factors which in-
fluence the surgeon in his assessment of
how much tissue to excise around the
tumour. To stick rigidly to a fixed margin
clear of the tumour is not always as appro-
priate as adopting a more flexible policy
(according to various clinical criteria). It is
of paramount importance to excise an ade-
quate margin, which should be at least 3
cm from the edge of the tumour, as meas-
ured from the macroscopic appearance of the
bisected lump. This policy is more reliable
than taking the measurement from the palp-
able tumour edge. If skin tethering is present
a good margin of skin clear of the tethered
area should be included in the .excision. In
the well-endowed breast it is easy to excise
more tissue and this should be done, in
each case removing the segment of the breast
affected in order to remove the involved
lobule in its entirety.
Not often discussed is the relative size

of the lump to the breast. This ratio is
often a more pertinent factor in the form-
ation of a treatment policy, particularly with
regard to the small lump in a large breast,
than the overall palpable tumour size such
as is used in Manchester staging. Great
variation in breast size exists between in-

dividuals as between nations such as Japan
and Italy. An adequate clearance in the
Tokyo breast is not as easily achieved as
a similarly adequate clearance in its Nea-
politan counterpart.

Incidentally the word "tylectomy" com-
bines both Greek and Latin roots and there-
fore is no improvement upon "lum,pect-
omy."-We are, etc.,

J. W. S. RICKETT
A. G. NASH

Royal Marsden Hospital,
London S.W.3

Gallager, H. S., and Martin, J. E., in Annual
Clinical Conference on Cancer, 1968: Breast
Cancer Early and Late. Chicago, Year Book
Medical Publishers, 1970.

SIR,-It is well recognized that the treat-
ment of what is termed "early breast cancer"
is a confused morass and therefore any
effort to contribute objectively to the state
of knowledge must be welcomed. We were
therefore interested to see your leading
article (20 May, p. 417) refer to the article
by Sir Hedley Atkins and others in the
same issue as a model example of the work
which should be done in this field. On
reading the article, however, we must con-
fess to considerable disappointment and we
must disagree strongly with the leading
article on at least two points. (1) The num-
bers entering this trial are adequate to draw
only the crudest conclusions. (2) The treat-
ments being compared are incorrectly
labelled by the authors.
As the authors themselves admit, the

number of cases under study for the full
10 years is so few that conclusions must
be drawn only with the greatest caution.
Unfortunately, Sir Hedley Atkins and col-
leagues do not publish the details of their
life table, presenting merely graphs without
stating the number of cases the points are
based on; nor do they even mention the
degrees of freedom of their unnamed sig-
nificance test. This does not prevent them,
however, stopping their trial for stage 2
patients on the basis of a significant differ-
ence in survivals found at the 10-year point.
The simplest assumption the reader can
make is that the patients were evenly spaced
throughout the 10 years, giving an estimated
37 patients followed up for 10 years, or
approximately 9 per treatment group. Is
the decision to stop the trial based on the
comparison of two groups of about 9
patients, in which the death of one patient
would change the percentage of survivals
by over 10%? Further, even if all the 370
patients had been followed up for the full
10 years, giving about 90 patients per group,
the treatment difference detectable at the
5% significance level and 95%' power would
be in the order of 25 %; that is, if one
treatment produced 50% survival, the other
would need to have a true survival rate of
75 %. Thus, a trial based on such small
numbers can detect only the crudest differ-
ences between treatments.
The second criticism is even more

damning. Sir Hedley Atkins and colleagues
label their treatments according to the type
of surgery performed. However, as they
point out, this was not the only difference
between the groups as radiotherapy varied
considerably. Thus the excision group in
addition to treatment to the breast received
2,500 rads in 12 days to the glandular
areas, while the radical group received this

same dose in 18 days. These cannot be
considered comparable because of the dif-
ferent time factors involved. It may be
estimated that the equivalent dose to the
conservatively treated group would be 3,000
rads, which is considerably greater in its
biological effectiveness. Even if significant
differences are found in this trial it is pre-
sumptive to attribute them to the type of
operation while ignoring the differences in
radiotherapy. Indeed, a growing body of
opinion recognizes that immunological
mechanisms play a part in the tumour/host
conflict and radiation is a recognized sup-
pressant of this system.
While the authors claim that the reader

should draw his own conclusions and that
the trial is essentially factual, their decision
to apply radical mastectomy to all stage 2
patients and to discontinue this part of
the trial implies a recommendation of this
procedure. Both because of the small
amount of data, and, we believe, its mis-
interpretation, this is to be deplored, and
your congratulations to these authors is, to
us, regrettable.-We are, etc.,

GEORGE EDELSTYN
Northern Ireland Radiotherapy Centre,
Belfast

K. D. MACRAE
Queen's University of Belfast

SIR,-While we are in complete agreement
with Sir Hedley Atkins and others (20 May,
p. 423) on the importance of controlled
clinical trials, we would point out that the
value of any conclusions reached depends to
a considerable degree upon the questions put
to trial.
The authors state that their aim was to

compare radical mastectomy with extended
tylectomy. Adjunctive chemotherapy was
discontinued after the first seven years of
the trial but all patients received radio-
therapy to those areas not covered by
operation.
The doses of radiation quoted in this trial

are on average 2,600 rads tumour dose in 14
treatments over 18 days at 300 kV, given to
the lymphatic drainage areas of those
patients who had a radical mastectomy. An
average tumour dose of 3 650 rads in 15
treatments over 19 days at 6 MeV was given
to the residual breast tissue and internal
mammary chain after tylectomy. Using the
formula of Ellis' and allowing for relative
biological efficiency, the nominal standard
dose (N.S.D.) of these regimens is 1,164
ret (rad equivalent therapy) and 1,378 ret
respectively. Adenocarcinomas are con-
sidered to be moderately radioresistant, and
doses approaching the tolerance of normal
tissues are needed to sterilize them. Many
radiotherapists feel that up to 6,000 rads
given in six weeks (N.S.D. approximately
1,800 ret) is necessary to prevent local re-
currence of carcinoma of the breast. Fletcher2
has recently shown that a regimen giving a
similar N.S.D. to the treatment in this trial
can be expected to control subclinical disease
in only 60-70% of instances while 4,500-
5,000 rads in five weeks (average N.S.D.
1,494 ret) will achieve control in more than
90%. Shukovsky3 has shown that in other
sites where local control has been related to
dose, small differences in total dose at the
upper limit of tolerance produce a significant
difference in the tumour response.
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