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device may have been registered for sale with
the Food and Drug Administration, this does
not necessarily mean that the FDA has given
approval for the sale of the said device.

Furthermore, in citing the review by Maki,2
Mr Swift quotes incidences of cannula-related
sepsis varying between 3-8% and 57%, and
the company appears satisfied that the results
of studies with Venflon are in the 20-25%
range. Surely the aim of all should be to better
the lowest of these figures rather than settle for
being equal to the average. We do not follow
his logic that the trinity of papers he has
mentioned reflects the optimum care of intra-
venous infusions and cannulae which may be
achieved in the future. I

It should be noted that the British Viggo
reply in this journal, and recently in the Lancet,
has been made by a senior sales and marketing
executive. Are there no medical, scientific,
technical, or microbiological advisers in
the British Oxygen Company, British Viggo,
or the DHSS who will bring the preliminary
research on the Venflon side-port principle
prior to its introduction for clinical use to the
notice of those who are expected to insert the
device ? The fact is that intravenous cannulae
are being marketed without adequate consulta-
tion with the medical profession.
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*** We sent these letters to Mr Swift, who
replies below.-ED, BM7.

SIR,-We will attempt to address the issues
raised by Mr Peters and others as concisely as
is possible.
The occurrence of cannula-related sepsis is

indeed serious, and fortunately the incidences
of 3 8-57% reported by Maki' and cited by me
are rates of positive cannula tip colonisation,
not sepsis. The incidence of cannula-related
sepsis quoted by Maki was in fact in the range
0-8% and studies involving the Venflon
cannula have shown equivalent figures of

The small but interesting study carried out
by Dr Oberhammer, which involved circum-
ferential cultures, and the cinephotographic
work carried out by University College
Hospital do not provide indication of the risks
associated with the alternative methods of
intravenous access, nor do they give indications
of the relative clinical significance compared
with other risks associated with intravenous
therapy.
Mr Peters and his colleagues criticise

British Viggo for offering the clinician an
additional option-an option which is con-
venient, has advantages over the alternative
methods, and has not been shown to give rise

to an increased level of cannula-related sepsis,
phlebitis, or positive tip cultures. They also
imply that, since the results obtained from
studies involving the Venflon are equivalent to
or better than the averages reported by Maki,
we "appear satisfied." We must apologise if
the impression given was one of complacency;
the facts are that British Viggo is doing its
utmost, as we said in our previous letter, to
help in the general improvement of intravenous
therapy, and it is relevant that British Viggo
was instrumental in the instigation of the
foundation of the British Intravenous Therapy
Association.

Currently we are supporting four separate
studies designed to produce information which
will help clinicians to reduce venous complica-
tions. With reference to the comment "surely
the aim of all should be to better the lowest of
these figures" (with which we wholeheartedly
agree), we suspect that Mr Peters and his
colleagues may be interested in the latest
results of one of these studies (reference 2 in
the letter by Dr Oberhammer).... We would
also encourage Dr Oberhammer to continue
his work in identification of the causes of the
positive cultures found in his study.

Finally, although my personal background
is, as it happens, scientific, facts and quotations
of published evidence, provided that they are
correctly quoted, are unchanged whoever the
author is, and as general manager of British
Viggo I have acted as spokesman on this subject
for Viggo since, although the availability of
Viggo products in different parts of the world
is unconnected with this subject, it does relate
to confidential issues. We feel sure that the
medical profession will understand that a
British-owned company currently building a
new major production facility in the UK is
reluctant to disclose commercially sensitive
information to overseas competitors.
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Pertussis vaccination uptake

SIR,-Dr D Jenkinson and others (18 April,
p 1314) seem to take the fatalistic attitude that
the pattern ofimmunisation unalterably follows
what was given to the first child.
A strong argument for giving pertussis

immunisation to the second, or subsequent,
children is that the elder unimmunised child
may well contract the disease at a time when
the younger one could get it in a severe or
even fatal form.

I find this will often persuade parents to
accept the triple vaccine, even if the elder
child has not had it.

ALISON M FERGUSSON
London W2 2JU

Health effects of cadmium

SIR,-In her interesting article on myco-
toxins and metals in food Daphne Gloag
(14 March, p 879) suggests that there is no
firm evidence for carcinogenic effects of
cadmium in man. This is at variance with

epidemiological data showing a significant
increase in cancer of the prostate in workers
occupationally exposed to cadmium in one
study,' and an excess of both lung cancer
and prostatic cancer in cadmium workers in a
second study.' Recently an investigation of
geographical clustering of prostatic cancer in
south-eastern Alberta has appeared to im-
plicate environmental exposure to cadmium.3
As regards the suggestion that no obvious

effects on health have emerged in Shipham,
Somerset, while it has been difficult to
correlate individual vegetable intake with
liver cadmium levels in the study population,
there appears to be an increased prevalence
of hypertension and renal tubular damage.4
This can hardly be described as encouraging.
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Do sick doctors need more
than the GMC?

SIR,-With reference to the recent correspond-
ence regarding sick doctors and to the letter
from the two founder members of the British
Doctors Group (14 March, p 908), I would
like to bring to the attention of your readers the
fact that a small group of doctors here in
Northern Ireland who have had a drink or drug
problem (or both) meet regularly at a venue
convenient for Belfast and Dublin.
We are as yet small in numbers and are

anxious to make contact with other fellow
sufferers so that we can share our sobriety with
them in a caring and non-judgmental way. Our
members have varying lengths of sobriety
behind them, ranging from six months to 29
years.

Details of our meetings can be had from the
Council on Alcohol and Related Problems, 12
Lombard Street, Belfast (0232 24176), and
personal contact can be arranged through this
address.

Two FOUNDER MEMBERS
Irish Doctors Group (N Ireland)

Inequalities in health and social class
and poverty

SIR,-The Black report on inequalities in
health deals largely with differences in mortality
rates between the social classes.' Professor
Morris emphasises the need for action against
poverty.2 But the term poverty is difficult to
define except in a relative sense. According
to table 6 2 over a quarter of the population
with incomes less than 14 times the supple-
mentary benefit standard may be termed
improverished in 1977. As social class V con-
stitutes only 10%/ of the population, poverty
obviously exists in the other classes. Very
largely inequalities in health exist because of
both poverty and ignorance.

In Rowntree's investigation into the living
conditions in York in 1899, according to
Chambers's Encylopaedia, poverty was divided
into two classes: primary and secondary.3
The former consisted of those whose incomes
were insufficient to provide the basic
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