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was based on a significant rise in the titres
of complement-fixation and metabolism-
inhibiting antibodies to the organism. Cold
agglutinins were present in all cases. In two
of them agglutination also occurred in blood
samples kept at room temperature. All the
patients had high serum levels of IgM
(330-500 mg/ 100 ml), while the concentra-
tions of IgG and IgA were normal. Such a
selective increase in IgM is known to occur
in infections caused by mycoplasmas.34 All
the patients had raised serum and urine
concentrations of amylase. Analysis of
isoenzymes of amylase in serum suggested
that the increase in this enzyme in the
serum originated from the pancreas. None
of the patients had a history of gall stone
disease and none took alcohol. No virus was
isolated from throat washings and faeces and
serological tests for coxsackie B, cytomegalo,
and mumps virus were also negative.
Three of the four patients had a severely

depressed respiratory exchange and two of
them had to be treated with a respirator. One
patient had E.C.G. changes of the type seen
in pericarditis. One of them developed a
hyperosmnolar diabetic coma one week before
she died. She had a high titre of cold
agglutinins and multiple thromboses were
found at necropsy. The three patients who
survived had an increased concentration of
serum amylase for several weeks after the
clinical symptoms of pancreatitis had dis-
appeared. Two of them had a transient rise
in the blood glucose level.
A relationship between infectious pan-

creatitis, such as in mumps5 and coxsackie B
infections,68 and diabetes mellitus has been
suggested. In this respect pancreatitis in M.
pneumoniae infections requires further in-
vestigation.-We are, etc.,

P.-A. MA~RDH
B. URSING

Devartment of Infectious Diseases,
University Hospital,
Lund, Sweden
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Effect of Respiration on Parkinsonian
Tremor

SIR,-A tremor artefact on the electro-
cardiogram is a now well-recognized feature
of Parkinson's disease. The accompanying
figure shows such an artefact varying with
the phases of resting respiration-an ob-
servation which to my knowledge has not
been recorded previously.

In this case quiet inspiration (centre of
record) was associated with a marked re-
duction of the gross tremor, which returned
during the period of expiration. Although
there was no obvious change in the heart

rate during the phases of resting respiration,
I wonder if the decrease in vagal tone which
is believed to occur during inspiration con-
tributed its own anticholinergic effect which
reduced the tremor? Since inspiration re-
quires the positive contraction of the
respiratory muscles it is possible that this
effort alone could have been sufficient to
reduce the tremor, especially since resting
expiration is mainly the result of elastic
forces. However, the presence of a greater
tremor artefact during the period of forced
expiration at the end of the E.C.G. record
would appear to contradict this latter sug-
gestion.-I am, etc.,

BRIAN LIVESLEY
King's College Hospital,
London S.E.5

Radioimmunossay Foliow-up of
Hydatidiform Mole

SIR,-The letters of Sir John Stallworthy (3
March, p. 550) and Professor W. S. Tow
(7 April, p. 49) seem to be answered by the
data in my letter (17 February, p. 414). Re-
petition is justified only to counter the ten-
dency to rate data from Singapore as more
relevant to patients in the United Kingdom
than data collected here. Professor Tow
refers to a Singapore "malignancy rate" of
36.6% in women aged 40 or more, whereas
in our series of 280 patients followed up after
hydatidiform mole the "malignancy rate" for
women aged 15 to 54 was 5.7 % and for
those aged 32 o, more it was 0%. Singapore
and t-he U.K. might differ in their disease
patterns, or in their criteria of malignancy,
or in both these factors. Extrapolation from
one to the other has its limitations.

I see no objection to primary hysterectomy
for the elderly or multiparous woman pro-
vided the follow-up be as careful as without
hysterectomy. The suggestion that I am rash
to claim that hysterectomy would not reduce
the mortality rate is intriguing, since the
rate was zero without routine hysterectomy
in the series under discussion. However, if
hysterectomy is life-saving in Singapore, why
is it not advocated routinely for young and
old alike? Either a life-saving procedure is
withheld so that the survivors preserve their
reproductive function or its benefits are
judged to be marginal. What is the current
rate of exchange between saving life and
saving reproductive function and who fixes
it?

Unfortunately, the place of hysterectomy
is unlikeiy to be defined by the "scientifically
designed prospective study" advocated by
Sir John. It is a first principle to compare
like with like. Our data showed that com-
paring hysterectomized elderly patients with
non-hysterectomized younger patients, as he
suggests, would be fruitless. Instead, patients
would have to be defined by age and parity
and allocated at random to hysterectomy and
non-hysterectomy groups. Since we have
seen choriocarcinoma presenting up to 17
years after primary hysterectomy for mole,
the follow-up would need to be protracted.
Such a trial might be difficult to organize,
but the recently introduced registration
scheme for patients with hydatidiform mole
should go some ways to providing more ex-

tensive data than have been available
hitsherto.-I am, etc.,

K. D. BAGSHAWE
Charing Cross Hospital (Fulham),
London W.6

Anaesthetic Contamination
SIR,-I read with interest your leading
article on anaesthetic contamination of
operating theatres (24 March, p. 693) and
the article by Dr. R. S. Vaughan and others
on its prevention (p. 727). While I congratu-
late Dr. Vaughan and his colleagues on their
valuable contribution to this subject I would
like to point out that the solution offered
by them solves only part of this problem.
The activated charcoal filter will remove only
the vapours of volatile anaesthetics, still
leaving anaesthetic gases such as nitrous
oxide and cyclopropane to pollute the op-
erating theatre environment.
Nitrous oxide is a major cause of pollution in

operating theatres, perhaps because it is used
in high flow and concentration. In one study
nitrous oxide has been measured in end-tidal
samples and found to average 20 p.p.m.1 and
another study showed that the level of nitrous
oxide could be as high as 7,000 p.p.m. in
the inhalation zone of anaesthetists using non-
rebreathing systems.2 Chronic exposure to
nitrous oxide is known to cause bone marrow
depression.3 Bruce et al.,4 in their survey of
causes of death in anaesthetists over the
period 1947-66, concluded that the incidence
of lymphoid and reticuloendothelial malig-
nancy was two to three times greater than ex-
pected, amounting to almost 25% of all
deaths due to malignant causes. Bruce John-
son5 suggests that nitrous oxide may be the
causative agent of these malignant condi-
tions and possibls of other problemns asso-
ciated with the operating room. In a recent
study my associates and I have shown that
nitrous oxide and cyclopropane in clinical
concentrations inhibit the growth of re-
spiratory pathogens and that this inhibition
is related to the time of exposure rather than
to the concentrations of anaesthetic gases
(unpublished observations). The antimitotic
effect of nitrous oxide has been demon-
strated in studies on cultures of mouse myo-
blasts and on the growth of cells in mono-
layer culture.7 8 It may be that the anaes-
thetic gases do cause abnormalities of cell
division, and nitrous oxide may be re-
sponsible for congenital abnormality, spon-
taneous abortion, and involuntary infertility.

In a study now in progress Dr. W. J.
Cole and I have found a high concentration
of isopropyl alcohol vapour along with the
anaesthetic agents causing contamination of
the environment. In all air samples taken
from the operating theatre this consistently
produced a most intense peak on the gas
chromatograph trace which was observed
after the halothane peak. A 70% solution of
isopropyl alcohol with chlorhexidine is com-
monly used for the preparation of skin before
surgery. With the help of an Askrog exhaust
valve we have been able to eliminate
effectively the anaesthetic gases and vapours
from the operating theatres. In the air
samples from the theatre where the system
is in use the concentration of halothane
vapour has been found to be less than 01
p.p.m. We consider that venting of anaes-
thetic gases and vapours from the theatre is
a simple, effective, and inexpensive method
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of dealing with the problem of anaesthetic
contamination. This venting system has been
in use for over six monthes in two operating
theatres.

Although the whole problem of operating
theatre pollution seems to merit further in-
vestigation, it is clear that until such time
as the agent causing the possible deleterious
effect on operating theatre personnel is
identified all the anaesthetic gases and
vapours should be vented from the operating
room.-I am, etc.

S. MEHTA
Burnlcy General Hospital,
Bumncy, Lancs
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SIR,-In recent years evidence has been
accumulating that doctors tend to reach hasty
conclusions when confronted by a problem.
In your leading article (24 March, p. 693)
you refer to a paper by E. N. Cohen and his
colleagues1 showing that spontaneous abor-
tion in nurses working in operating rooms
was significantly higher than in those on
general duties. This reference was associated
wit.h work by Whitcher et al.,2 who measured
halothane concentrations in two large operat-
ing rooms.
Any contamination of the environment

should be avoided, but it is dangerous to
assume that the solution to a problem has
been found before it has been fully investi-
gated. Obviously we want to reduce the
spontaneous abortion rate among nurses in
operating theatres, but there appears to be
no scientific evidence that it is the theatre
halothane concentration which is responsible.
It would be sad if we filled our operating
theatres with cumbersome devices in order
to minimize a risk which has not been
proved. It may well be that the mental srtain
of working in a theatre with people like
anaesthetists and surgeons is more than
enough to increase the spontaneous abortion
rate. Many other possible causes could be
adduced.-I am, etc.,

T. H. S. BURNS
St. Thomas's Hospital,
London S.E.1
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Coeliac Disease and Schizophrenia

SIR,-The paper by Dr. M. Mylotte and
others (24 March, p. 703) showing a greatly
increased incidence of coeliac disease in the
West of Ireland in an area where the first-
admission expectancy for schizophrenia is
also greatly raised1 resurrects the possibility
of a relationship between these two disorders
which has been documented by Dohan.2
The evidence for such a relationship de-

rives from four sources: (1)-The apparently
increased incidence of schizophrenia in those
suffering from coeliac disease. (2)-Certain

immunological and biochemical associations
between schizophrenia and coeliac disease.3
(3)-A close association between national
morbid risk for schizophrenia and national
consumption of wheat and other cereals.4 (4)
-The alleged clinical improvement of schizo-
phrenics fed a cereal-free diet.5
The crucial factor in these observations is

the validity of the application of the diag-
nosis "schizophrenia." Most of the clinical
descriptions of the psychiatric conditions of
coeliac children regarded as schizophrenic
would not support this diagnosis but rather
that of a non-specific reaction to the symp-
toms of coeliac disease. This matter has al-
ready been alluded to by Challacombe.6

Nevertheless, it would seem that a good
case can be made for looking at the relatives
of coeliac children in the West of Ireland
using standardized diagnostic criteria to see
whether there is a raised incidence of schizo-
phrenia among them by comparison with a
control group of relatives of non-coeliac
children in a community where the incidence
of schizophrenia appears to be generally
high.-I am, etc.,

DERMOT WALSH
Medico-social Research Board,
Dublin

1 Walsh, D., British 7ournal of Psychiatry, 1972,
121, 233.

2 Doban, F. C., in Schizophrenia. Current Concepts
and Research, ed. S. Sankar, New York, P.J.D.
Publications, 1969.

3 Lancaster-Smith, M., and Strickland, I., Lancet,
1970, 2, 1090.

4 Dohan, F. C., Acta Psychiatrica Scandinavica,
1966, 42, 125.

5 Dohsn, F. C., Grasberger, J. C., Lowell, F. M.,
Johnston, H. T., Jun., and Arbegast, A. W.,
British 7ournal of Psychiatry, 1969, 115, 595.

6 ChaJhtcombe, D. N., Lancet, 1971, 1, 89.

Treatment of Depression in General
Practice

SIR,-In his article on the treatment of de-
pression in general practice (7 April, p. 18)
Dr. D. A. W. Johnson onits to say definitely
whether the patients studied recovered from
their depression. One assumes that they did
from such statements as "the patients made
the ratings after their recovery from de-
pression" and "the cases of depression seen
in these general practices seem . . . to have
been mostly a self-limiting illness." Surely it
is not possible to judge the effectiveness of
treatment without reference to whether or
not the patient gets better from his illness.

Dr. Johnson states that the study indicates
that "patients with depressive illness do not
receive the best possible treatment" in
general practice. It seems to me that this
conclusion can be reached only if it is shown
that patients receiving treatment in general
practice do not get better, or that they get
better more quickly and more permanently
with some other treatment. This has not
been shown. After all, these patients re-
ceived treatment, they had contact with their
doctor, and they were given drugs. If they
got better, and there is no evidence in this
article to suggest that they did not, then no
more is required. The fact that they did not
receive the kind and amount of drugs which
the author would have used is beside the
point. Indeed, if they did get better without
adequate drug treatment, this suggests that
perhaps the doctor-patient contact was the
therapeutic agent.-I am, etc.,

K. B. THOMAS
Waterlooville,
Near Portsmouth

SiR,-I wish to comment on the study of
depressed patients in general practice re-
ported by Dr. D. A. W. Johnson (7 April,
p. 18). Many important facts are not given,
the outcome of the illnesses is left vague, and
few useful oonclusions can be drawn.
The number of patients in the study was

small and agreement on diagnosis between
t-he G.P.s and the psychiatrist was good.
The psychiatrist regarded the treatment as
poor, but apparently most of the patients
were better within four months of first
attending their G.P. Dr. Johnson concludes
that patients with depressive illness do not
receive the best treatment in general prac-
tice. Such a conclusion is not self-evident
and may cause one to wonder just what he
set out to prove.
The five general practices were held in

high esteem; they also represented a cross-
section of G.P.s and practices. Perhaps Dr.
Johnson is trying to be polite, but he comes
over as confused. A total of 112 patients
were referred for his study, and he saw 97
of them. We have his opinion that two were
not depressed, and we hear no more of them.
Fifteen were given a primary diagnosis of
"'personality disorder"-perhaps more of a
social judgement or expression of doctor-
patient incompatibility than a diagnosis and
one which certainly does not exclude the
presence of depression. Again we hear no
more of them. Eventually more than a third
of the patients were excluded and 73 were
studied, a number which scarcely permits
the use of percentages in subsequent
analyses. With a panoply of professional
skills and diagnostic inventories the
psychiatrist agreed with the G.P.s about the
condition of these patients, 30 of whom were
in the early stages of their illness.
None of the pat-ients received psycho-

therapy, none received help from social
agencies, very few took an "adequate" dosage
of antidepressant tablets, and only 11 said
they had received personal help or support
from their G.P. This sounds so appalling
that one wonders what happened to them.
Dr. Johnson is remarkably vague about this.
Half had been unable to follow their usual
life, but they are not identified against the
variables considered, nor do we learn if they
did resume normal life. Two took overdoses,
but we are not told if they differed from the
rest in other respects. It is merely stated
that the depressive episodes seem to have
been mostly self-limiting within a four-
month period.
Most of the patients were apparently re-

sponding to stresses of various kinds (Dr.
Johnson is lucky to be able to categorize
these so precisely) and recovery was asso-
ciated with relief from the stress. Since re-
covery was pretty rapid and the stresses
relieved without medical or social help, we
may suppose that the patients had illnesses
of a kind not usually referred to psychiatrists
and therefore perhaps difficult for Dr.
Johnson to evaluate.
The patients were nearly all very satisfied

with their G.P., though few reported any
help from their relationship with him in tihis
illness. This extraordinary juxtaposition of
statements might have caused Dr. Johnson
more thought than he records. Were they
really so satisfied? Did they really receive
so little help? Can Dr. Johnson think of any
psychological mechanisms that might under-
lie these statements of patients recently re-
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