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particularly those with HLA 8 antigen born
in coeliac families, not be fed wheat cereals
in their mixed feeds till, say, 6 months of
age?-I am, etc.,

P. AsQuiTH
Department of Experimental Pathology,
University of Birmingham

W. T. COOKE
General Hospital, Birmingham
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Medical Staff Dining-rooms
SIR,-The publication of Dr. M. W. Rout's
letter (28 April, p. 244) was very timely, for
just recently our hospital management com-
mittee has decided agamst a separate medical
staff dining-room for lunches (following a
Ministry directive) in spite of strong
opposition from the medical staff here. We
have yet to receive a satisfactory reply to
what we consider the most important arg,u-
men-t in favour of such a provision-the
need for a forum isolated from prying ears,
for the informal discussion of medical prob-
lems across the specialties. This eliminates
the need for impersonal, cumbersome, and
inefficient referral forms or letters on often
trivial problems, with a consequent saving
of time for inpatients, more rapid institution
of their treatment, and improved inter-
departmental relations and co-operation-
something that cannot be valued in strictly
economic terms.-I am, etc.,

R. C. REDMAN
Battle Hospital,
Reading

Actinomycin D for Wilms's Tumour

SIR,-The data given in Dr. H. W. C.
Ward's letter (17 February, p. 420) can be
used to question the value of actinomycin D
in the management of Wilms's tumour only
in a negative sense. Preference must be
given to positive data.
A good example is the cure rate for

pulmonary metastases in Wilms's tumour.
At this hospital 14 out of 21 children have
survived longer than three years after the
treatment of pulmnonary metastases by total
lung irradiation (270 kV, 2,000 rads in 28
days) combined with a single course of
actinomycin D (15 ,g/kg body weight daily
during the first five days of irradiation).
Using an exactly similar method of irradia-
tion only one out of eight children sur-
vived without the use of actinomycin D.
Since the latter experience was the rule
before the introduction of actinonycin D our
more recent results have to be attributed to
the increased effect of the combination of
these agents. The comparison of sequential
retrospective data admittedly is of limited
value, but in this instance the magnitude of
the difference must surely dictate that the
effect is real, and a random trial with and
without actinomycin D cannot be justified.

If the value of actinomycin D in the

management of pulmonary metastases is
accepted, its use in a single course during
postoperative irradiation seems logical. The
value of the combination in this situation
is not so easily demonstrable, for abdominal
recurrence after surgery and irradiation alone
is relatively uncommon. However, our im-
proved survival results at three years can
be attributed only in part to the salvage of
children with pulmonary metastatic disease.
It seems reasonable to infer that actinomycin
D given with postoperative irrdiation is
relevant to this improvement. The three-
year survival results from the Toronto
region, as reflected by the registry at this
hospital for the years 1964-8 inclusive, are
compared below with the results from the
Birmingham region for 1965-9 as given by
Dr. Ward.

Toronto Birmingham
All Stages .. 49/66* (74%) 13/46 (28%)
Stages I + II .. 25/30 (83%) 11/18 (61%)
Stage III .. 10/15 (67%) 2/16 (12%)
Stage IV 3. 4.03/Stage V 3/3 jO/7
Stage uncertain .. 8/12 0/5

* Two lost to follow-up, counted as dead.

It is not possible to attribute as large a
difference in overall survival as 74% versus
28% to different policies in relation to
actinomycin D alone. It is quite clear that in
Wilms's tumour good results are obtained
only when the surgeon, radiotherapist, and
paediatrician work with a conumon policy in
a unit seeing a reasonable number of these
children each year. It may be that these
factors are more relevant to the results
from Birmingham than the simple question
of the value of actinomycin D.-I am, etc.,

R. D. T. JENKIN
Princess Margaret Hospital,
Toronto, Canada

SIR,-Dr. H. W. C. Wards' letter on this sub-
ject (17 February, p. 420) leads me to re-
count the experience in Mellbourne which
was briefly reviewed in 1970.1

Sixty-three cases were seen in the period
1930-65 at the Peter MacCallum Clinic and
the Royal Children's Hospital, Melbourne.
Seven were excluded from the radically
treated series because of the inadequate
treatment or metastatic disease. None sur-
vived and none had actinomycin D. The
remaining 56 were treated in two non-con-
temporaneous groups in a very similar fash-
ion with the exception that the later cases
had actinomycin D as soon as the diagnosis
was suspected. Survival at three years was as
follows.

No Actinomycin Actinomycin D

Clean nephrectomy 6/15 (40%) 10/14 (71%)
Tumour spill or

definite residual
disease .. .. 2/10 (20%) 9/16 (56%)

Preoperative x-ray
therapy .. .. 0/1 -

Total 8/26 (31%) 19/30 (63%)

These results are significantly different at
the 5% level using the corrected x2 test and it
would therefore be difficult to convince any
paediatric surgeon or radiotherapist in Mel-
bourne that a controlled trial was ethically
defensible.

There is one obvious difference between
Birmingham and Melbourne in the method
of dealing with such cases. While in Bir-
mingham actinomycin D is given only when
the diagnosis has been confirmed at opera-
tion, in Melbourne the drug is started as
soon as there is a high index of suspicion-
usually on the evidence of an aortogram or
inferior vena cavagram-with operation fol-
lowing on the t-hird day. All aibdominal
masses in children are treated as emer-
gencies, and handling of the child is kept
to a minimum. This policy is rendered easier
by the centralization of paediatric and radio-
therapy services.-I am, etc.,

T. F. SANDEMAN
Melbourne, Australia
1 Sandeman, T. F., Australasian Radiology, 1970,

14, 285.

Efficacy of Whooping-cough Vaccines

SIR,-A recent report of the Public Health
Laboratory Service (3 February, p. 259)
showed that the pertussis vaccines produced
by two manufacturers, whose names were
published, gave significantly different levels
of protection in children. I feel, therefore,
that I can now disclose the identities of
some vaccines which we have tested here in
Manchester over the past 10 years but which
were given only code letters in the papers
previously submitted to you for publication.
The P.H.L.S. report showed that vaccines

produced by Wellcome Laboratories were
more effective than those of Glaxo Labora-
tories but that the vaccines concerned were
made more than and, for some children in
the survey, much more than-six years ago.
The findings justify my own misgivings at
that time'-3 about vaccines made before 1967.
Pertussis agglutinogens 1, 2, and 3 were all
present in Weilcome vaccines (designated 0)1
but agglutinogen 3 was not detected in Glaxo
vaccines (A and R).12 Indeed, in referring to
the Glaxo product of that time I said3 that
it was "unlikely that such vaccines would
give satisfactory immrunity against prevalent
strains" of type 1, 3.
The si-tuation since then is very different.

Of vaccines made in 1967 the Glaxo product
(vaccine X)4 gave an even better respon.se
to agglutinogen 3, in both children and
rabbits, than did the Wellcome product
(vaccine Y); and a similar excellent response
has been found with vaccine made in 1970.
It would therefore not be in accordance with
the available evidence if those administering
pertussis vaccine to children were to think
that recent Glaxo vaccine was sitill inferior
to Wellcomne vaccine. Indeed, these results
support our optimistic view of the future
efficacy of British pertussis vaccines,5 which
was based on the improved protection given
to children by vaccines made during and
after 1967.

Unfortunately for those who wish to en-
sure that suitable laboratory tests are used to
monitor the protective potency of batches of
pertussis vaccine this recen-t improvement in
the efficacy of British vaccine has been
accompanied by four changes that were all
introduced at about the same time.6 In ad-
dition to the inclusion of detectable amounts
of agglutinogen 3, mentioned above, the
minimal acceptable mouse-protective potency
of British vaccine has been raised from
two to four intemational units per human
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