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controlled (it is, of course, convincing-is
"proof" ever possible ?), but this is still
acceptable.

It has, however, been obvious for years that
this vast field needed expansion. I selected
eczema as an example of a case where un-
scientific scepticism was depriving patients of
effective treatment. I, and many parents,
knew that some children with eczema got
better when they avoided certain foods, but
most British paediatricians and dermatologists
did not believe it. These sceptics included my
colleagues Dr D J Atherton and Dr R S Wells
but they had the intellectual integrity to test
their view, by doing the first double-blind
controlled trial of food antigen avoidance in
any disease.2 My purpose was education of my
colleagues, immediate and nationwide, of
what was obvious to me; and I hoped that
people would then extrapolate in planning
more positive approaches to other syndromes
suspected to be due to food intolerance.
Since your leading article gives it as an
example of "uncontrolled enthusiasm" clearly
it has been less educationally effective than I
had hoped. Your article recommends main-
taining the present scepticism, which I think
is based on ignorance, arrogance, and lack of
scientific criticism. Clearly some of the wilder
claims are wrong; but many may be right, and
the ostrich posture of the profession is
driving more and more intelligent and
observant parents into the hands of quacks
and cranks-and so depriving them of
critical dietary treatment, properly dietetically
controlled to avoid the dietary deprivation
which may occur, as you stress. The overall
negative attitude of your article, however, will
not reduce this risk but increase it, as the
patients are forced into the hands of cranks.
There is now impressive preliminary

evidence of food allergy symptoms, very
commonly, in nearly every organ; and much
more work is needed. But allergy is only a
part of the subject covered by your title.
Food intolerance includes idiosyncrasy
(systemic-for example, phenylketonuria-as
well as gastrointestinal-for example,
alactasia) as well as allergy, though some of the
soft literature uses the word allergy for
diseases which are probably idiosyncrasy. The
medical profession has done far better in
these diseases, whose treatment falls under
your title; but neither you nor the cranks
give us the credit, and your article may
reduce the availability of the necessary
services for managing them as well as the
allergies. May I urge the BMJ to try to help
us to supply these treatments, which may be
dangerous as well as very effective, and so
need expert hands, in these difficult times
when resources are liable to be cut, and not
just to add to our difficulties ?
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Unsolved problems for the '80s

SIR,-Your leading article (5 January, p 3)
rightly points out that the global problems of
greatest concern for the next decade will be
those pertaining to the availability of resources
in relation to an increasing world population.

And since most of this population lives in
poverty which is often desperate, it is reason-
able to assume that such people will as they
develop need a larger share of resources.
To suggest, however, that the developed

countries should be primarily concerned with
reducing the increasing Third World's popu-
lation is poor advice, unlikely to be heeded or
result in successful projects. May I quote from
Barbara Ward's recent book:' "For the poorest
peasant the chief resource of energy is human
labour. It is perfectly rational, in such a
context, to try to ensure that there is enough
of such labour. Children perform a multitude
of farm duties, they take care of little brothers
and sisters, and the farmer expects at least
some of them to survive and care for him in his
old age.... In the Third World falling birth
rates everywhere coincide with the diversi-
fication and increasing sophistication of
resources, including energy, in the rural
scene."

Further, such a child consumes in his life-
time only a fraction (some 1/36th) of the non-
renewable resources a European child disposes
of. When industrial societies use energy less
wastefully (as your leading article says, deploy-
ing energy from the sun, conserving, wasting
less in processing and packaging, deriving
more protein from cereal) more will become
available to the less industrialised. Exhorta-
tions on populations may then have greater
effect.
As you point out, one fears that politicians

in responding to short-term problems will fail
to come to grips with those of greatest sig-
nificance. We will need strategies such as those
outlined by Barbara Ward, strategies which
include a frugal use of non-renewable re-
sources, a sharing of technology and skills,
and the direction of research to appropriate
problems. Articulate and intelligent members
of the electorate, one hopes, will persuade
their government of the urgency of the task to
preserve and improve the wellbeing of our
global village.

M ANNE CHAMBERLAIN

General Infirmary,
Leeds LSl 3EX

Ward B. Progress for a small planet. Harmondsworth,
Penguin, 1979.

SIR,-In your leading article "Unsolved
problems for the '80s" (5 January, p 3) you
note that "In both Northern and Western
Europe the annual rate of population increase
is now 01%" or lower." You go on to report
that "if the population became stabilised at an
average of two children per family in the year
2000 total numbers would continue to grow to
a plateau of 8000 million."

In Britain we have over 50 million people.
Why do we suppose that this figure should be
stabilised ? It is obvious that it should be
reduced. In the long term (say 200-300 years)
we must obtain a population size which will
be able to live safely without fossil fuels. This
is certainly well below 10 million people. In the
nineteenth century the population expanded
from 10 to 30 million. The situation of
populations struggling at about subsistence
level has been terrible. What will occur when
huge populations face relatively sudden
collapse of resources ? Even in the short term
the prospects of unemployment among our
children surely point to the need for a prompt
reduction of population.
The only possible general recommendation

must be that the ethical size for a family is one
child only. Our voice would be better heard in
the rest of the world if we accepted our own
responsibility in this matter. With such a
policy population may fall, say, 10%' every 20
years. This would be well within tolerable
limits. Resources released from child care and
unemployment benefit would abundantly
provide for the elderly.
Must humanity continue its tragic course;

struggling from tragedy to tragedy ? Can we
not take warning from the hideous record of
human conflict? Must our leaders always opt
for disastrous policies? Governments are
looking for cannon fodder and churches are
trapped by the muddled moral philosophy of a
brutal past.

KEITH NORCROSS
Department of Accident Surgery and Orthopaedics,
Dudley Road Hospital,
Birmingham B18 7QH

Incidence of gallstones and ischaemic
heart disease in the West of Scotland

SIR,-Since several factors-for example,
obesity and high cholesterol diet-,are classi-
cally considered of aetiological importance in
both cholelithiasis and ischaemic heart disease,
we were surprised to read of the negative
correlation between the two conditions recently
reported by Dr D J P Barker and others
(1 December, p 1389). Accordingly, we have
tried to review the relationship between
gall stones and ischaemic heart disease in the
West of Scotland, which appears to have a
high incidence of coronary artery disease.

In a previously reported review of the
prevalence of gall stones in 10 748 necropsies
in two Glasgow hospitals, it was found that
the prevalence in males under 60 years was
3 40%.' The WHO statistics for 1977 reported
the death rate from ischaemic heart disease in
male Scots aged 45-54 as 364-9/100 000.2 In
females, corresponding figures were a gall-
stone prevalence of 10% and an ischaemic
heart disease death rate of 84 1/100 000. The
prevalence of gall stones at necropsy in the
nine English cities reported by Dr Barker and
his colleagues was strikingly similar to our
experience in the West of Scotland. In contrast,
the figures for ischaemic heart disease were
considerably lower. This latter finding is
reflected in the WHO statistics which report
the death rate from ischaemic heart disease in
England (age 45-54 years) as 289 5/100 000
for males and 51-3/100 000 for females.'

Like Dr Barker, we found the prevalence
of gall stones at necropsy greater in females
but we feel this is unlikely to be associated
with exogenous oestrogen administration.
Oral contraceptive and postmenopausal oestro-
gen therapy has become widespread in
Britain only over the past 15 years; accordingly,
we would not expect to see this reflected in
necropsy studies until the present generation
dies-that is, around the turn of the century.
We would also question whether economic
differences-while of significance globally-
are sufficiently markLd between various parts
of the United Kingdom to be major factors in
the incidence of these two multifactorial
diseases. Regional variations in other factors-
for example, hardness of water, diet, and
amount of salt ingestion, would appear just as
likely reasons for the differences in the
incidence of gall stones and ischaemic heart
disease noted by Dr Barker.

In conclusion, the West of Scotland, with
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