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organized ambulance service can relieve the hospital service
of providing a team of doctors and nurses just at the time
when their skills are most needed in the hospital.

Control of nearly every disaster fails because of inadequate
communication and co-ordination at all levels of every emer-
gency service. With modern radiotelephonic techniques it is
possible to connect a radio link into a telephone switchboard,
and the provision of this means of communication between
every casualty receiving hospital and ambulance control is
long overdue.
There are still many difficulties in disaster planning, and

the ultimate responsibility for maintaining the readiness of
hospital and community plans, both local and national,
remains unresolved. Hospitals in the United Kingdom are
ill-prepared to deal with disasters. This needs knowledge, will,
and money. The knowledge is already available.
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Plasma Proteins in Cancer
Surveillance

For many years there have been reports of non-specific
changes in the composition of the plasma proteins in cancer.
Pronounced alpha globulin bands may be an obvious feature
when the proteins are separated by electrophoresis. Similar
disturbances of the plasma proteins have also been observed
in animals with transplantable tumours, in particular a rise
in the acute phase proteins1 2-those produced during the
acute stage of an inflammatory response. However, such
changes mainly take the form of an increase in serum glyco-
proteins, which may also accompany several forms of benign
disease; and as the main interest has been in the quest for
specific cancer markers this work has been overshadowed by
a clinical evaluation of assays for alpha fetoprotein, carcino-
embryonic antigen, and other oncofetal antigens. Nevertheless,
more careful attention should perhaps be given to the alteration
in patients with cancer in the alpha globulins and in particular
the acute phase proteins (alpha fetoprotein is, of course,
already known to have a high specificity for hepatoma and
teratoma).

Raised alpha globulin levels have been observed in carci-
noma of the prostate4 and appear to be correlated with the
extent of the disease. The level falls as the patient responds
to treatment. Both alpha, and alpha2 globulin levels are raised
in gastric cancer,5 and again the trend becomes reversed in

patients responding to chemotherapy. Some investigators have
attempted to refine the analysis of the proteins contributing
to the rise in alpha globulins. Haptoglobins-proteins that
bind haemoglobin-have been found to be increased two to
threefold in bronchial carcinoma, though once again this is a
non-specific change, for the level may be equally high in
inflammatory diseases of the lung6; while the alpha globulin
spike that may accompany renal carcinoma may have a large
haptoglobin component.7
A promising line of research has been followed by Buffe

and Rimbaut,8 who have studied alpha2H globulin, so called
as this protein is present in normal fetal liver and was at first
thought to disappear from serum within two months of birth.
Alpha2H is an acute-phase glycoprotein, rich in iron, origina-
ting in the liver. It was found to reappear in the sera of 80%
of 452 children with various solid tumours but was present
in only 9% of 177 children who were healthy or had non-
malignant diseases. In 496 adults with tumours 51% had
alpha2H titres above 200 ng/ml., whereas that level was
exceeded in only 20% of 413 patients with severe non-
malignant diseases. Stomach and intestinal cancers produced
the highest percentage of positive alpha2H responses. Serial
observations of alpha2H titres in patients with head and neck
tumours showed that the level rose before there was any
clinical evidence of recurrence; in children with hepatoma a
rise of alpha2H globulin was found to precede the increase of
alpha fetoprotein as an early warning signal of a relapse after
chemotherapy.
Alpha globulins are known to contain immunosuppressive

proteins in man and animals, and it has been suggested that
the rise in alpha proteins may be related to the energy of
delayed hypersensitivity reactions in cancer.9 Recently,
Glasgow et al.10 purified an immunosuppressive polypeptide
from the sera of cancer patients containing components of
molecular weight of less than 10 000, which normally migrate
with the alpha globulins. This polypeptide fraction suppressed
the responses of lymphocytes to stimulation by phytohaema-
glutinin, while a comparable fraction from normal sera had
no immunosuppressive action when tested in the same dose
range. However, it still remains to be found whether the
various immunosuppressive proteins in crude preparations of
the alpha globulins have the same identity-certainly alpha2H
has been found to have an immunosuppressive effect on the
response of lymphocytes to stimulation by phytohaemaglu-
tinin.8

Possibly the measurement of certain fractions within the
globulins may be useful in cancer surveillance. Several of the
acute-phase alpha globulins are known to be increased in
advanced cancer, and in some patients they appear to be
raised at a time when there are only small tumour masses
present; clearly, however, there would be very real difficulties
in deciding what fractions to measure and in the eventual
standardization of assay procedures. The lack of specificity
for cancer of raised alpha globulin levels should not be a
deterrent to exploration of their potential for the follow-up
of cancer patients; indeed this is the main message that has
come from the long-term clinical studies of carcinoembryonic
antigen," whose value as an aid to diagnosis is now accepted
to be small but which undoubtedly has a place in the follow-up
of patients with gastrointestinal neoplasms.
The selection of patients for chemotherapy is posing more

problems as the range of solid tumours that may be treated
has increased. These difficulties can in part be overcome by
developing batteries of tests for each tumour type, which when
used repetitively can provide an early warning of recurrence
or metastasis. The alpha globulins may be able to contribute
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to this cadre of tests; and as their role in immunoregulation
becomes better understood, their measurement may also help
in the assessment ofthe immune status-which may soon have
to be taken into account in the design of therapy.
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Influencing Governments
As the Standing Committee of Doctors moves into a closer
relationship with the E.E.C. Commission the 26 years'
experience of British doctors in influencing government
policy could be invaluable. Unlike most countries in the
Community the profession and successive governments in the
United Kingdom have long recognized the value of their
contributing directly in official committees, inquiries, and
advisory bodies. In fact, without this professional commitment
the N.H.S. could hardly have survived.

Last weekend the Heads of Delegations of the Standing
Committee of Doctors of the E.E.C. discussed the political
problems of the transitional period in their regular two-day
Spring meeting-including how best to influence the Com-
mission. With the medical directives' about to be signed
it is only 18 months before they come-into effect. The con-
sequences of these directives for the free movement of doctors
throughout the Nine are hard to predict but Dr. Alan Rowe,
who leads the British delegation, makes his forecasts on p. 438.

After 15 years or so ofshadow boxing between the Standing
Committee and the European Commission about the directives
their imminence caused a surprising amount of anxiety in the
Committee. Despite the doctors' increasing official influence
at Common Market headquarters members were not euphoric.
Indeed, the old hands were playing it cool, wary of anything
that emanated from official sources. Several speakers were
critical that the Standing Committee's proposals for an
advisory committee on the quality of doctors' training2 had
not been fully accepted. A resurrected proposal for non-
cooperation with the Commission unless each government
accepted its national delegation's recommendation for the
"practising doctor" representative on the advisory committee
failed again, but only because it did not command unanimous
support-a prerequisite for major policy decisions. Neverthe-
less, Mr. Walpole Lewin, President ofthe Standing Committee,
argued forcefully that much has indeed been achieved in
getting doctors' views accepted. He is right: it would have
been politically unrealistic to expect the Community's Council
of Ministers (see p. 438), whose decisions stem from national
government policies, to have adopted all the profession's
proposals.

The Standing Committee was right, however, to be sus-
picious of an unexpected arrival in the medical directives:
a committee made up of senior officials in public health from
each government and intended to deal with difficulties during
the transitional period-and after. Members thought the new
committee, which might well contain no doctors, could trespass
on the functions of the Standing Committee-and because of
its composition the result could be only to the disadvantage of
the medical profession. The committee had arisen, apparently,
because of internal political difficulties in one of the Nine but
its arrival did not impress the Heads of Delegations. So they
decided to set up a watchdog group to keep an eye on the
unwelcome newcomer and at the same time advise the Com-
missioners about any transitional problems.
The meeting's customary reception was on this occasion

held, appropriately enough perhaps, at the Palace of West-
minster, where Dr. Gerard Vaughan, M.P., and Mr. Geoffrey
Rippon, M.P., were hosts at an excellent evening. This was,
surprisingly, the only occasion throughout the two days
when Britain's future in-or out-ofthe European Community
was formally mentioned in a speech. Were delegates confident
that the United Kingdom would stay in or were they too
polite to refer to their hosts' temporary national uncertainty ?
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Dental Anaesthesia:
The Final Act

"A practitioner who regularly administers general anaesthetics
single-handed for conservation work is, in my view, acting
inexcusably." With these words, spoken in his first address to
the General Dental Council, its new president Mr. Rodney
Swiss effectively puts to an end a practice that has led to
too many deaths in the dental chair.' In his speech (quoted at
length at p. 453) Mr. Swiss makes it clear that the administra-
tion of a general anaesthetic and the care of an unconscious
patient require the full attention of a qualified doctor or
dentist, and that (except in an emergency) no dentist should
attempt to act as operator and anaesthetist combined. This
view, strongly urged by a Ministry of Health inquiry2 as long
ago as 1967, is one which we have pressed repeatedly,3 and it
was at the heart of the long libel action brought against the
B.M.j. by Mr. S. L. Drummond-Jackson.4 In his address,
Mr. Swiss described the role of the G.D.C. as promoting high
standards of professional conduct among dentists; and this
he has certainly done by stating his position on dental anaes-
thesia so unequivocally.
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