
BRITISH MEDICAL JOURNAL 1 JUNE 1974 499

CORRESPONDENCE

Correspondents are asked to be briet

Hospitals in Developing Countries
A. D. Roy, F.R.C.S ....................... 499

Deep Venous Thrombosis: a Hypothesis
J. Charnley, F.R.C.S ..................... 499

Abdominal Decompression in Pregnancy
P. Curzen, F.R.C.O.G ..................... 499

Antioestrogens in Treatment of Breast
Cancer
H. W. C. Ward, F.F.R.; J. R. Hobbs, F.R.C.P.,
and others .......................... 500

Attitudes to Abortions
Sir John Stallworthy, F.R.C.O.G.; Madeleine
Simms, M.A........................... 500

Gonorrhoea of the Pharynx
D. K. Robinson, M.B ..................... 501

Isolation System for General Hospitals
A. G. Ironside, M.R.C.P.ED ............... 501

Drugs for Gastric Ulceration
A. B. S. Mitchell, M.R.C.P ................. 501

Oncology Centres
E. A. Benson, F.R.C.S ..................... 502

Sequelae of Virus Infection in Pregnancy
J. W. Donovan, PH.D., M.F.C.M., and others. . 502

Treatment of Aspergillosis
S. Freedman, PH.D., M.R.C.P ............... 502

Airborne Lead in Aberystwyth
J. D. Butler, PH.D., and S. D. MacMurdo,
B.SC ................................... 502

Adverse Reactions to Beta-Adrenergic
Blockade
A. Mithal, M.R.C.P ....................... 502

Sodium Citrate and Hypernatraemia in
Infancy
Rosemary S. Shannon, M.R.C.P., and R. P.
C. Barclay, M.R.C.P ....................... 503

Thromboembolism and Oral Contracep-
tives
M. H. Briggs, D.SC ....................... 503

Evolution of an Examination
B. Williams, F.R.C.O.G ................... 503

Radiographic Location of the Dalkon
Shield
Ursula E. Mountrose, M.R.C.O.G., and W.
L. Whitehouse, F.R.C.S.ED ................. 503

Musical Bumps
J. M. Thomas,; R. Semple, F.R.C.P., and J.
Gillingham, M.B.; P. J. Scheuer, M.D....... 503

Amitriptyline and Imipramine Poisoning
in Children
R. J. Postlethwaite, M.R.C.P., and D. A.
Price, M.R.C.P ........................... 504

Was it a Drug? (Optimax)
J. W. Brooke Barnett, M.B ................. 504

Adjustment of Plasma Calcium
Measurements
R. B. Payne, M.D., and others ...... ........ 504

Surgery in Crohn's Disease
A. R. Moossa, M.D . .................... 504

Assessing the Safety of Comatose and
Postanaesthetic Patients
E. N. S. Fry, F.F.A.R.C.S ................... 504

Diet and Colonic Cancer
F. R. Ellis, F.R.C.PATH., and T. A. B.
Sanders, B.SC ........................... 505

Self-administered Clinical Questionnaires
for Outpatients
D. N. S. Kerr, F.R.C.P ................... 505

Nurses in Administration
H. B. Devlin, F.R.C.S ...................505

G.P.s and Family Planning
M. J. V. Bull, M.R.C.G.P ...................506

Jamaica Meeting
S. Bradshaw, M.B ....................... 506

Private Beds in N.H.S. Hospitals
R. W. Howell, F.M.R ..................... 506

Payment for Teaching
J. K. B. Waddington, F.R.C.S.ED........... 506

Practice Expenses
T. W. May, M.B., and others ...... ........ 506

Mileage for Consultants
0. Troughton, M.R.C.P ................... 507

Car Allowance for G.P.s
D. Goldsteirn, M.B ............. ............507

Nursing Problems and the Clinician
J. A. G. Horton, F.F.A.R.C.S ...............507

Hospitals and Developing Countries

SIR,-Having been present at the Jamaica
Medical Congress I read with interest your
report of it (11 May, p. 313). Being con-
cerned with problems of providing medical
care in developing countries and being only
too aware of the ways in which the achieve-
mnent of a reasonable level of care in de-
veloping countries can be frustrated, I
should like to draw attention to two items
in the report.

In the symposium on primary health
care teams (p. 317) Dr. M. S. Ragbeer, the
Dean of the University of the West Indies
Medical School, informed us that the
present health expenditure in Jamaica waas
$20 per person for a population of approxi-
mately 2m people-that is, $40m annual
expenditure (£16m). On p. 323 you report
the visit to the new Montego Bay Hospital,
which serves 60,000 people and whose
estimated annual running costs are £1-3m
pqr year. In other words, 60,000 people
(3% of the population) are going to

monopolize between 10 and 20% of the
national health budget for the provision of
hospital services alone.

This kind of development is an absolate
barrier to the provision of the kind of health
care which developing countries need. The
implications of building an £8m hospital in
this area should have been clear from the
beginning and the temptation to build
such an establishment should have been
resisted. I believe passionately in the im-
portance of surgery, being a surgeon, but
I have no doubt whatsoever that the
priority in developing countries is to pro-
vide primary health care. It is the respon-
sibility of the surgical or medical specialist
not to demand such a level of facilities that
primary health care is denied to the popula-
tion.-I am, etc.,

A. D. ROY

Departmnent of Surgery,
The Queen's University,
Belfast

Deep Venous Thrombosis: a Hypothesis

SIR,-I would like to put forward for
criticism a hypothesis regarding the events
leading to the clinical manifestation of
deep venous thrombosis.
The feature which to me has always

seemed unsatisfactory in current concepts
of the aetiology of postoperative deep
venous thrombosis is that it is necessary
to assume a process of active cot forma-
tion persisting for three or four weeks
after an operation such as total replace-
ment for hip arthrosis. Operations of this
type concern patients who are selected as
representing perfectly healthy subjects with

a mechanical disorder of the locomotor
system and without any known systemic
involvement likely to favour thrombosis.
Deep venous thrombolsis developing "out of
the blue" three weeks after total hip replace-
ment occurs at a time when the patient is
at the heigh,t of rehabilitation and it
would be necessary therefore to postulate
a very active clotting mechanism to over-
ride the prophylactic mechanism of re-
habilitation-more active than early in
the postoperative period when stagnation
will enhance a feeble tendency to clot.
The events leading to embolism, on the

other hand, at any time during the post-
operative period can readily be explained
by Virchow's hoary old triad in the early
postoperative days, followed by detachment
of an old clot at a later date when the
-triad is no longer operative.
The hypothesis I propose is that the

clinical manifestations of deep venous
thrombosis are caused by emboli from
calf veins causing sudden mechanical ob-
struction at points of confluence with
larger veins. In this way a "silent" clot
can suddenly move to obstruc a much
greater drainage area and so produce
swelling of the leg in the absence of re-
newed activity of the clotting mechanism.
If this hypothesis can be upheld its sig-
nificance in relation to therapy is obvious
and far-reaching.-I am, etc.,

JOHN CHARNLEY
Centre for Hip Surgery,
Wrightington Hospital,
Wigan, Lancs.

Abdominal Decompression in Pregnancy

SIR,-I read your leading article on this
subject (4 May, p. 238) and your evaluation
of the papers by Coxon et al.i and ourselves2
with interest. Your evaluation led you to
opine that the twwo papers came to "some-
what contrary conclusions" and to infer
that the seemingly beneficial results of de-
compression which we reported might have
been influenced by the fact that our trial
"was not a blind one" while that by Coxon
et al. who reported essentially negative find-
ings, "was more sulbtle, larger, and double-
blind with randomization."

I would point out that analysis of our
control and treatmnent groups for various
factors which might have influenred our
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results, such as age, parity, and social status,
failed to show any apparent bias. Further-
more, you appear to have overlooked the
fact that the two studies differed in two
essentials: (1) Coxon et al. investigated the
use of abdominal decompression in a
population of normal pregnant women and
found that this had no prophylactic effect
on the incidence of pre-eclampsia or the
mean birth weight. We studied only those
patients in whom the fetus seemed "small-
for-dates," since this is an important and
not unconmmon problem in obstetrics, and
found that abdominal decompression seemed
to have a therapeutic effect on fetal growth
retardation. (2) The patients studied by
Coxon et al. received abdominal decompres-
sion twice a week, whereas our patients re-
ceived this treatment every day-that is, the
frequency of treatment was more than three
times as great in our study. The results of
these two studies showed that twice-weelly
decompression applied to normal pregnant
patients had no prophylactic effects, while
daily decompression applied to patients with
fetal growth retardation had some thera-
peutic effects. I find nothing contradictory
about these conclusions.
The final paragraph of your leading

article seems to rely on reductio ad
absurdum in order to arrive at the conclu-
sion that "for most obstetricians and their
patients nature's abhorrence of a vacuum
seems likely to prevail." While this is
elegant and epigrammatic from a literary
point of view, it does little to enhance the
reputation of your leading articles for ex-
pressing balanced judgements.-I an, etc.,

PETER CURZEN
Westminster Medical School,
Obstetric Unit,
Queen Mary's Hospital,
London S.W.15

I Coxon, A., et al., Yournal of Obstetrics and
Gynaecology of the British Commonwealth,
1973, 80, 1081.

2 Varma, T. R., and Curzen, P., Yournal of
Obstetrics and Gynaecology of the British
Commonwealth, 1973, 80, 1086.

Antioestrogens in Treatment of Breast
Cancer

SIR,-The paper by Drs. H. J. G. Bloom
and Evelyn Boesen (6 April, p. 7) confirms
the value of antioestrogens in the treatment
of breast cancer. Comparison of the results
of trials from different centres is notoriously
difficult because of differences in the defini-
tion of response and the selection of patients.
With this in mind I think it would be useful
for me to elaborate on the results of the
trial of tamoxifen in breast cancer carried
out in Birmningham.1

It is important to note that 45 of the
patients selected for treatment with nafoxi-
dine had previously received endocrine
therapy. Drs. Bloom and Boesen do not
state whether a time gap was allowed be-
tween the previous endocrine treatment and
the administration of nafoxidine to ensure
that the response was not merely due to the
rebound effect of withdrawing endocrine
therapy. Similarly, in the 30 patients treated
with nafoxidine who were either less than
five years from the natural menopause or
were treated after endocrine ablation they
do not state the minimum time allowed
before treatment began. If a sufficient time
gap was not allowed in all patients the

tumour response cannot be ascribed to the
drug rather than to the endocrine ablation.
No patient was admitted to the tamoxifen
trial unless at least three months had
elapsed since previous hormone therapy or
the menopause, either natural or induced.
Another difference between the trials is that
the patients treated with nafoxidine pre-
sumably included some with only skeletal
metastases whereas -in the tamoxifen trial
such patients were excluded.
As regards the definition of tumour re-

sponse Drs. Bloom and Boesen commment that
my criteria of objective change were less
critical than theirs. I would prefer to de-
scribe*my criteria as more comprehensive
because I gave response data for three
clearly d.fined groups-namely, tumour
growth arrested for at least three months or
tumour regression followed by regrowth
within three months 9/68 (13%), tumour
size reduced to between 99% and 51%
12/68 (18%/o), tumour -size reduced to
between 50% and zero 26/68 (38%). The
third group corresponds roughly to the
combined groups of "partial response" and
"complete tumour response" as defined by
Drs. Bloom and Boesen. For patients with
advanced local tumours or nodes they ob-
served response to nafoxidine. in 11/26
(42%). For the sake of comparison it would
have been interesting if they had reported
their observations for the lesser degrees of
response, though one would not expect any
important difference between nafoxidine and
tamoxifen.
For completeness, though not mentioned

in my paper,' I would add that with
tamoxifen the number of patients showing
"arrested" disease was only 3/68 (4%), the
number showing "complete tumour regres-
sion" for at l-east two months wvas 13/68
(19%), and that if tumour response was
measured at two months instead of three the
number showing "partial response" was
16/68 (23%). Taking the two month
criterion the combined groups at "partial
response" and "complete tumour regression"
showed a rate of 42% for tamoxifen-exactly
the same as for nafoxidine. This suggests
that as far as tumour response is concerned
there is no imnportant difference between
nafoxidine and tamoxifen.
The relative importance of the side effects

is more debatable. My colleagues and I have
now used tamoxifen in the treatment of over
200 breast cancer patients in the Birmingham
region and the previously reported response
rates have been maintained. No serious side
effects have been observed. For the primary
endocrine management of soft tissue breast
cancer (as opposed to skeletal metastases)
many of us now prescribe tamoxifen in
preference to the standard hormonal agents.
-I am, etc.,

H. W. C. WARD
Queen Elizabeth Hospital,
Birmingham
1 Ward, H. W. C., British Medical Yournal, 1973,

1, 13.

SIR,-DTs. H. J. G. Bloom and Evelyn
Boesen (6 April, p. 7) cite two dfferent in-
cidences for oestrogen-binding receptrs-
39%1 to agree with their 37% of post-
menopausal patients deriving benefit from
the antioestrogen nafo&idine, and 70%2 to
agee with the 69% of patients clai to
respond to tamoxifen.3

The mere presence of oestrogen bind-
ing does not imply that such oestrogen
can t-hen go on to promote that breast
cancer or that antioestrogens will induce a
regression.4 Using a test5 which reveals
five different patterns of -hormone depen-
dence (and a s±xh, independence) and
depends on finding increased enzyme ac-
tivity together with improved his,tological
appearance of the cancer tissue, we found
that oestrogen promoted their breast can-
cer in 14% of 95 menopausal women.
This agrees extremely well with the com-
plete tumour regression seen in 7 of the
52 patients of Drs. Bloom and Boesen.
More often in-vitro oestrogen depen-

dence ocours together with prolactin and
growth hormone dependence, so that the
use of substances which act solely as anti-
oestrogens cannot prevent the tumours
*thriving on the residual pituitary hor-
mones. This emnphasizes the limitations of
tests that indicate only oestrogen binding.
Furthermore, the use, for example, of an
androgen-ike compound as an antioestro-
gen could, and does in our experience, ac-
tually promote androgen-dependent tum-
ours, so that a blind trial without know-
ledge of this can do harm.

Surely the time has come for trials of
selected antihormonal treatment coupled
with concurrent studies preselecting the
six different in-vitro behaviours asready
shown by us to exist among human breast
cancers.-We are, etc.,

JOHN R. HOBBS
K. A. NEWTON

G. C. WESTBURY
Tumour Biology Group,
Westninster Hospital,
London S.W.1
1 Maass, H., et al., American 7ournal of Obstetrics

and Gynecology, 1972, 113, 377.
2 Feherty, P., Farrer-Brown, G., and KeUlie, A. E.,

British lournal of Cancer, 1971, 25, 697.
3 Ward, H. W. C., British Medical 7ournal, 1973,

1, 13.
4 Braunsberg, H., et al., Lancet, 1973, 1, 163.
5 Flax, H., et al., Lancet, 1973, 1, 1204.

Gonorrhoea of the Pharynx

SIR,-Your leading article (4 May, p. 239)
asks for more information about the in-
cidence of gonococcal infection of the
pharynx in this country. Aware of the high
incidence reported in Scandinavia, parti-
cularly in homosexuals, I have in the past
two or three years made a practice of taking
cultures from the pharynx of all homo-
sexuals seen by me at James Pringle House
of the Middlesex Hospital admitting to
orogenital contact in the preceding month.
Swabs from the pharynx have been directly
inoculated on to Columbia agar plates and
sugar fermentation tests carried out to
distinguish the gonococcus from the other
neisseriae so frequently grown.
A total of 450 pharyngeal cul.tures have

now been obtained from these patients, but
the gonocoocus has been found on only
eight occasions. At the time of these cultures
being taken 100 of the patients had
gonorrhoea elsewhere-38 urethral, 55 rectal,
and seven in both sites; 59 of the patients
were known to have been in contact with
an identified case of gonorrhoea-40
urethral, 28 rectal, and one pharyngeal.

None of the eight patients with gonococcal
infection of the ,pharynx complained of a
sore throat. In five of themn it was the sole
site of infection but the remaining three
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