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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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dose, adjuvant has been reintroduced, and
the recommended schedule for the vaccina-
tion of children has been changed.

In Israel a similar improvement in the
efficacy of pertussis vaccine has been noted,7
but with fewer accompanying changes. In
that country the improvement dates from
1968, when the inclusion of agglutinogen 3
in their vaccine was ensured. The earlier
vaccine, which gave unsatisfactory protection,
did, however, contain adjuvant and it also
achieved a mouse-protective potency of four
international units per human dose.8 More-
over, the vaccination schedule in Israel has
not been altered.
The one feature common to the improve-

ments in British and Israeli vaccines is that
their manufacturers now make deliberate at-
tempts to ensure that their products contain
enough agglutinogen 3. But ought our hopes
for the wellbeing of vaccinated children to
be based merely on the good-will of present
well-informed staff, adequate though this
proves to be at present? Or should we for-
mulate requirements which would ensure that
present knowledge is not forgotten?
To conclude: though there is evidence

that for some years before 1967 the pertus-
sis vaccine of Glaxo Laboratories was less
effective than that of Wellcome La;boratories,
there is ample reason to believe that this does
not apply to vaccine made during the last
six years. There is also further evidence that
effective pertussis vaccines are those that con-
tain sufficient agglutinogen 3.-I am, etc.,

NOEL W. PRESTON
Department of Bacteriology and Virology,
University of Manchester

Preston, N. W., British Medical Yournal, 1963,
2, 724.

2 Preston, N. W., British Medical Yournal, 1965,
2,11

3 Preston, N. W., British Medical Yournal, 1965, 2,
1001.

4 Abbott, J. D., Preston, N. W., and Mackay, R. I.,
British Medical Yournal, 1971, 1, 86.

5 Preston, N. W., and Stanbridge, T. N., British
Medical 7ournal, 1972, 3, 448.

6 Perkins, F. T., British Medical 7ournal, 1969, 4,
429.

7 Shmilovitz, M., Preston, N. W., Zaltser, H., and
Cahana, A., Israel 7ousral of Medical Sciences,
1972, 8 1936.

8 Singer, E. D., 1973. Personal communication.

Discrimination against Rhodesian Nurses

SIR,-In Personal View (28 April, p. 238)
Professor Levy says that regulations govern-
ing the entry of Rhodesian students into the
U.K. have recently come into effect and are
manifestly discriminatory against the young
Rhodesian girl who seeks to train as a nurse
in the U.K. It would even appear that the
discrimination is maximal against the less
well-educated girl who wishes to train for
the S.E.N. diploma rather than for the
S.R.N. The raised educational standards de-
manded by the new regulations apply ex-
clusively to applicants from Rhodesia.

Personally I have no sympathy with the
present rebel Rhodesian regime and I would
approve any whole-hearted action our
Government might take against it. When,
however, the action involves petty discrim-
ination against trainee nurses, then surely
it is time our nursing institutions and the
B.M.A. united to protest that the profess-
ions of nursing and medicine have a long
tradition of international co-operation and
have in the past striven to rise albove
national disputes. Our British institutions

should protest against the new discrimina-
tory measures.
World opinion is hardly likely to view our

new regulations as evidence of our Govern-
ment's firm determination to deal with the
Rhodesian problem, but our colleagues
abroad will note the profession's silent ac-
quiescence as evidence that we care less
about our international obligations than we
did.-I am, etc.,

PETER DIGGORY
London W.1.

Resources and Needs in Africa

SIR,-In your leading article (5 May. p. 255)
you commented with editorial sympathy on
the first International Congress on Basic
Medical Sciences in Africa, held at Lusaka
in March.

Will you allow me, in the name of the
trustees of the Commonwealth Foundation,
to mention that the presence of many of the
distinguished Commonwealth African dele-
gates at this meeting was made possible by
a Foundation grant of £4,250? This does
not in the slightest detract from the imagina-
tive and far-sighted planning of Professor
Ezeilo and his colleagues, with whom the
writer had the privilege of discussing plans
for the conference as far back as November
1971. The main point is that you have com-
mended the value of this meeting-a judge-
ment which will certainly not be lost on our
trustees.-I am, etc.,

JOHN CHADWICK
Director,

The Commonwealth Foundation
London S.W.1

Prescribing Mandrax

SIR,-I was interested to read the letters of
Drs. G. C. Mathers and R. W. Green (28
April, p. 243) and of Dr. H. J. S. Matthew
(12 May, p. 367) com-menting on my letter
published earlier in the B.M.Y., (7 April, p.
54).

I would like to stress that I did not write
my letter to extol the virtues of Mandrax
(methaqualone and diphenhydramine). My
comnplaint was of a communication I had re-
ceived from the senior medical officer. I can
assure Dr. Mathers that I am aware of the
addictive qualities of Mandrax, and if he will
refer to my letter again he will note that only
a little over 1 % of my patients had been
prescribed this drug, and all the recipients
were of a mature age. I cannot ever re-
member prescribing the drug to a youngster
-in fact I find it unusual for a teenager to
come to me with a sleep problem, and when
they do it is usually amitriptyline which
they receive.

I completely reject the advice of Dr. Green
that I should accept the S.M.O's communi-
cation "in the manner intended." I con-
sidered that the letter was unnecessary, and
it is my interpretation, devoid of paranoia,
that the "manner intended" could have had
but one object, and that was to intimidate
me, and I think that intimidation should be
resisted. I should imagine that the S.M.O.
has powers that he can exercise over erring
doctors, and I am very pleased that he should
have such power, but he should abandon
his tactics of attempted intimidation.

I have before me the last published details
of suicidal poisoning in England and Wales
during the year 1971 which have been ex-

tracted by the General Register Office.' The
list of drugs is a very formidable one and,
as one would expect, deaths due to barbitu-
rates outweigh those due to any other listed
drug; contrary to Dr. Green's and Dr.
Matthew's assertion there were six listed
deaths attributable to Mogadon (nitrazepam).
Though as I stated earlier the intention

of my letter was to draw attention to a letter
I received from the S.M.O. and not to discuss
the virtues or otherwise of drugs, I would
like, if I may, to comment on Dr. Matthew's
letter. Dr. Matthew suggests that a voluntary
ban on Mandrax could help to prevent thefts
from chenmist's shops. Why did he not follow
his suggestion to its logical conclusion and
suggest a ban on barbiturates as well? It is
not my experience to find that Mandrax is
a drug that my patients becone addicted to.
There is not a demand for increasing dosage
by those to whom the drug is prescribed.
A half to one tablet at night are the require-
ments of my patients. and I could count on
the fingers of one hand those who require
two tablets at night. I am in no position
to know the most popular drug of addic-
tion apart from alcohol-and I'll wager
that most of us have a tipple at this-but my
guess would be that barbiturates would far
outweigh all other prescribable drugs put
together, and as to the cause of death by
drug overdosage there were 286 deaths from
Tuinal (quinalbaiblitone and amylobarbitone)
alone in 1971, and 43 from Mandrax.1
That the S.M.O. should "politely draw"

my attention to those of my patients to
whom I prescribe Mandrax is what irritates
me, besides the implied threat already
mentioned. I regard it as an inrpertinence
that a remote Ministry official should write
and tell me what I'm prescribing for my
patients. I do not prescribe sleeping tablets
willy-nilly; it often happens that patients
with a sleeping problem do not require
hypnotics at all. I wish to remain master of
my own house, and be free to practise as I
see fit. If I err, then let officialdom act.
The day has drawn to a close and bedtime

has arrived. Rather than risk taking half a
Mandrax to soothe me off to sleep I'm going
to have a nice stiff whisky instead. Good
health and good night.-I am, etc.,

C. G. BROWN
Slough, Bucks
I General Register Office, Pharmaceutical Yoursal,1973, 210, 77.

Behcetes Syndrome and Oral Fibrinolytic
Therapy

SIR,-We were interested to read the paper
of Drs. T. Chajek and M. Fainaru (31
March, p. 782) and, by reference to a similar
case, would like to support their observation
that impaired fibrinolysis is an important
factor in the pathogenesis of Behget's syn-
drome.
We have under our care a male patient now

aged 32. For eight years he has had recurrent
attacks of deep venous thrombosis and one
episode of pulmonary embolism. During this
time he has also suffered from recurrent mouth
ulcers, scrotal ulcers, erythema-nodosum-like
lesions, and superficial phlebitis. When referred
to us he had lower inferior vena caval obstruc-
tion but there was no proteinuria, suggesting
that the renal veins were not affected. For a few
years he had been treated with intravenous
heparin and oral anticoagulants. Though this had
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