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may be an adaptive enzyme in rats, there is no evidence that
lactose feeding prevents lactase deficiency in man or that
lactose exclusion will produce it.15 Moreover, several small
family studies have suggested a genetic aetiology,16 17 and a
large family study with detailed analysis performed in Finland
has recently indicated that inheritance is by a single autosomal
gene.6 18 The differences in frequency of the gene around the
world are probably due to evolutionary selection associated
with milk consumption. North Europeans may have become
lactose tolerant owing to the advantage of lactose-induced
enhancement of calcium absorption in an environment with
little ultraviolet light and insufficient vitamin D in the diet.19

British patients with lactose malabsorption rarely present
with chronic diarrhoea unless they suffer from a second
gastrointestinal disorder such as Crohn's disease. If a patient
with long-standing abdominal symptoms is found to have
lactase deficiency it is likely to be a coincidental finding from
thorough investigation; such patients often have symptoms due
to psychological disturbance. The clinical significance of
lactose malabsorption depends on how much milk the patient
drinks and how quickly he consumes it. A 50 g test dose of
lactose almost invariably produces symptoms. Nevertheless, a
litre of milk contains only 40 g lactose, and if milk is taken in
smaller amounts throughout the day symptoms are unlikely
to occur. A study20 in the U.S.A. not surprisingly showed that
the smallest amount of lactose which would cause symptoms
varied: 240 ml milk produced symptoms in 75% of subjects
but 60 ml only occasionally caused diarrhoea and abdominal
pain. Rarely individuals may be found who are sensitive to
minute quantities such as those found in the lactose coating
of drugs.2'

In view of the rather vague symptoms and their uncertain
relation to milk, it has been postulated that the irritable bowel
syndrome might be due to occult lactose malabsorption. One
study from Oxford suggested that patients with an irritable
colon did not have a higher incidence of lactose malabsorption
than the normal population22; but lactose malabsorption was
found more often in Danish patients with an irritable colon,
though a history of milk intolerance had no diagnostic value.23
Nevertheless, elimination of milk often improved their
symptoms. A controlled study from Finland has also shown
that when lactose malabsorption was diagnosed in patients
with nonspecific abdominal symptoms there was an excellent
chance of improvement on a lactose-free diet.24 A lactose
tolerance test is, therefore, worthwhile in patients with
irritable bowels who do not respond to the usual measures;
the effect of milk withdrawal should be tried if the curve is
flat. Conversely, chronic abdominal symptoms should not be
attributed to lactose even in the presence of lactase deficiency
if they do not respond to milk withdrawal; another possible
cause should always be sought.
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A Criminal Approach to
Abortion
Discussion and debate about abortion might have been
expected' to fade away after the publication a year ago of the
report2 of the Lane inquiry into the working of the 1967
Abortion Act. The committee of doctors, lawyers, nurses, and
laymen had made a detailed, exhaustive examination of
practices in the N.H.S. and private hospitals and clinics and
had concluded that the positive gains resulting from the Act
had much outweighed any disadvantages for which it had
been criticized. In particular, the report stated that most
N.H.S. abortions and many in the private sector had been on
grounds within the terms of the Act; and its main criticism
was of the inequalities in the Service offered to individuals
throughout the country: "too many women," it said, "have
been forced to pay for abortions when they had legitimate
medical grounds for termination of pregnancy."

Yet a year later an Abortion (Amendment) Bill has received
a second reading, and a select committee of the House of
Commons is holding what is in effect another inquiry into the
working of the Act.3 If made law, the amendments would
restrict the legal indications for abortion (other than in cases
of the likelihood of fetal abnormality) to grave risks to the life
of the woman and risks of serious injury to the physical and
mental health of the woman or any existing children of her
family. It would also, among other changes, make it an offence
for a doctor to give advice on obtaining an abortion to a girl
under the age of 16 unless her parent or guardian (if ascertain-
able and willing to be present) was included in the consulta-
tion; or for a doctor to discuss abortion without giving advice
as to available alternatives. Furthermore, if a doctor who had
terminated a pregnancy was charged with contravention of the
(amended) Act, "the onus of proof that the regulations had
been complied with ... would rest with the accused person."
Finally the Bill would guarantee anonymity for anyone giving
evidence in legal proceedings under the Act.
These provisions represent a serious threat to the profes-

sional freedom of doctors. In assessing an individual case the
question would no longer be what was best for the patient: the
legal test would be whether or not a court would regard the
risks to life or health as "grave" or "serious." And what is the
general practitioner to do when faced with a pregnant 15-year-
old who refuses to let him tell her parents of her condition?
The Lane Committee had suggested that every effort should
be made to involve parents in the discussion; the amendment
Bill requires a doctor to tell such a girl that he could not
discuss even the possibility of termination of her pregnancy
unless her parents were present; and he might later be called
on for proof of his version of the consultation in court. The
extraordinary provision on onus of proof is, indeed, a denial
of the fundamental legal presumption of innocence until guilt
has been proved.

Clearly the intention of the sponsors of the Bill is to reduce
the number of terminations of pregnancy by making the
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procedure legally hazardous, especially in girls under the age
of 16 (last year there were 3243 terminations in that age
group). Their reaction was anticipated in the Lane report,
which commented: "Our generally tolerant attitude may
disappoint those who see the Act and its workings as evidence
of a serious and progressive decline in the standards of
morality in sexual behaviour of this society." A fundamental
conclusion was that the legal grounds for abortion should not
be restricted; indeed the report stressed that when a woman
had after heart-searching, anxiety, and doubt decided to seek
an abortion, then in most cases a refusal of her request was
both unfeeling and ineffectual.
One of the committee's main recommendations was that

the N.H.S. hospital service should review the extent to which
it was providing for the needs of women entitled to abortion;
and that where necessary the service should be improved by
appointing additional medical staff or providing new depart-
ments. So far little or nothing has been done to carry out that
policy. Yet the report made it plain that N.H.S. deficiencies
had been responsible for much of the growth of the private
sector, in which the most notorious abuses have occurred.
There have been and still are abuses-though all the horror
stories of Babies for Burning should not be taken seriously.4
But repressive legislation is not the answer. The sordid
racketeers will go out of business when women no longer need
to go to them; and a determined effort by the Department of
Health could achieve that objective.
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Salvage in Melanoma

It is has become almost a Pavlovian reflex to greet a new
publication with the exasperated exclamation "not another
journal; where will the information explosion end?". The
first issue of Clinical Oncology1 might provoke this response
were it not that in our developed society more and more of our
interests and resources are being devoted to the manageInent
of malignant disease. This not only because it represents,
along with degenerative processes, one of the last apparent
barriers to immortality, but also that the understanding of the
processes that lead to malignancy seem fundamental to so
much of cell biology. So it is not surprising that oncology is
developing into a discipline (some would say a creed) and that
a journal has been started to expound its clinical aspects.
The new journal will inevitably find itself ranging from

biology through early diagnosis to those manoeuvres which
can bring relief if not cure to sufferers from disorders ill-
understood and in consequence poorly controlled. In their
drive for cure those concerned with the care of patients with
cancer sometimes neglect the possibility of salvage and
palliation in situations where it is highly probable that the
neoplastic process will ultimately destroy the victim. Such a
situation has been confronted realistically by Weaver and his
colleagues2 from the Westminster Hospital in the inaugural
issue of Clinical Oncology, when they describe their experience
of salvage procedures based on isolated limb perfusion and
radical lymph node surgery for malignant melanoma. The

drive to treat local disease in this condition is much the same
as in cancer of the gastrointestinal tract: the outlook for
survival may be limited, but the quality of life may be vastly
better if the primary and its regional manifestations are dealt
with. In addition the capricious nature ofmalignant melanoma,
to which the Westminster group refer, may sometimes yield a
long term survivor against all the pathological odds.

Regional perfusion for limb malignancy is based on three
principles: that a higher concentration of cytotoxic agent can
be established than is possible by systemic administration;
that cells in transit between the primary and regional nodes
may be killed; and that metastases locked in after dissection of
the regional lymph node may subsequently be destroyed-
perhaps with more certainty than by the alternative technique
of endolymphatic perfusion, though the latter seems also to
have a place.3 Though perfusion has been used for several
types of cancer in the limbs, it is in malignant melanoma that
these criteria are most often met. In Britain about 500 patients
die of this disease each year.4 This may not be a large number
when viewed against other killing diseases, but the dead are
often young and the manner of their going can be painful for
them and distressing to others. The fortunate ones develop
(perhaps because of some immunological quirk) widespread
visceral metastases which lead to a quick exit; miserable by
contrast is the lot of an individual who sustains massive and
repeated local recurrence, with a swollen, sometimes ulcerated
limb which comes to be an increasing physical burden.

Perfusion has a possible part to pay both in the primary
management ofthe disorder and in the treatment ofrecurrence.
From both may come what Weaver et al. term salvage. The
results-the product of enthusiasts working with selected
patients, though the bias may not always be in favour of cure
in such circumstances-are extremely difficult to interpret.
Reports from the Tulane group,5 which has the longest and
greatest experience, suggest that when phenyl alanine mustard
(melphalan) is used for "early" patients (those with no more
than histopathologically established regional lymph node
metastases and without evidence of distant spread) there is a
greater than 10% improvement in five-year survival; other
smaller but well-studied series4 6 7 indicate a similar trend.
The Westminster workers have shown that when the disease
is further advanced radical lymph node dissection and per-
fusion, alone or together, may salvage some patients which our
knowledge of the natural history of melanoma would suggest
are otherwise doomed. The numbers are not large-perhaps a
further 5 to 10% of all the patients who present-but of equal
importance is the high incidence of response by local disease.
This is in excess of 70%, a figure which has also been reported
by others. Though these procedures may be regarded as
sledge hammers for nuts, in the hands of experts both are
standard procedures, reasonably free from complications-
though with perfusion the loss of a limb is always to be feared
and has very occasionally occurred from either misjudgement
of the temperature of perfusion or from a vascular accident
associated with cannulation. Troublesome oedema may also
occur but is no worse than that after radical lymph node
removal and considerably less of a problem than that posed by
lymphatic blockage by recurrent tumour.

Perhaps the most important lesson to be learnt from this
experience of regional perfusion, which has now been with us
for 17 years,8 is that we are still in an early stage of thera-
peutic understanding, a stage where the need to comfort and
control outweighs the urge to cure. Neville Davis9 rightly says
that every patient with malignant melanoma of a limb must be
considered as a separate therapeutic problem. This will be so
until more is understood about its biological behaviour and,
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