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Animals in research

SIR,-Many doctors, scientists, and dentists
will have been perturbed to read of the con-
viction of the Royal College of Surgeons of
England on a charge of causing unnecessary
suffering to a breeding monkey in its care in the
college's dental research unit at Downe.

I and my council would like them to know:
(a) that the college has lodged an appeal
against this conviction on grounds both of law
and of fact; (b) that in respect of the one
macaque (a female) where the court found the
charge proved the monkey, though dehydrated,
was in a room where there were 28 other
monkeys which did not suffer dehydration,
was immediately and skilfully treated under
veterinary guidance, made a swift and com-
plete recovery, and is alive and well today;
(c) that all four charges relating to the design
and size of cages were dismissed by the
magistrates, who visited the unit at the college's
invitation before giving their verdict; and (d)
that the college has an excellent record in its
care and treatment of animals. It provides
full time veterinary cover to look after their
health and welfare, meets or exceeds all known
guidelines on their care and environment,
and conducts regular courses at Downe
designed to instruct veterinary surgeons and
others on the care and handling of animals. It
has consistently improved and modified pro-
cedures and physical arrangements for housing
animals and will continue to do so.

Research establishments are facing a well
organised and at times vicious and dishonest
campaign by extreme antivivisectionists to end
all animal experimentation-regardless of the
benefits to man or animals. The college shares
the desire of all humane people to treat labora-
tory animals with compassion and understand-
ing and to seek alternatives to the use of animal
models, but, until those alternatives exist, it
will not be deflected from its obligations to
advance medical knowledge in the interest of
patients. We do not need to tell your readers
how much of modern treatment and practice
would have been impossible without animal
experimentation.

GEOFFREY SLANEY
President

Royal College of Surgeons of England,
London WC2A 3PN

Are low cholesterol values associated
with excess mortality?

SIR,-In their paper on serum cholesterol
and mortality in the Maori population Ms C
Salmond and her colleagues make a laudable
effort to clarify the meaning of their Cox's
regression analysis for the benefit of the general
reader (9 February, p 422). They do so by
presenting the relative risk calculated out of
the Cox's regression coefficient contrasting a
serum cholesterol value of 4 14 to one of 6-73
mmol/l (160 v 260 mg/l00 ml). The figures are
presented in table II of their paper.
The reader who has been in the modelling game

himself, however, knows that one should be able to
calculate this value oneself given the coefficient,
the units in which serum cholesterol was entered in
the model, and a pocket calculator which carries
Napierian antilogarithms. The relative risk should
equal the Napierian antilogarithm of the coefficient
times the difference in serum cholesterol values
which one wants to contrast-in algebraic nota-
tion: RR= exp(coeffx d). Trying this formula on
the data given in table II leaves the reader puzzled.
Using either the difference in mmol/l (4-14--

6-73= --2 59) or the difference in mg/100 ml (160-
260- - 100) leads to the wrong relative risk. The
only way to obtain the reported relative risk is by
just taking the antilog of the coefficient itself after
multiplication by minus unity-that is, a decrease
of serum cholesterol with one unit-for example,
the relative risk for all cause mortality among men
equals exp(-0-32 X-1)= 1 37, which is rounded
off to the reported 1-4.
The conclusion emerges that serum cholesterol

was measured in mg/100 ml, was entered in the
computer model after division by 100, and was
finally reported in mmol/l. The same can be
achieved by measuring serum cholesterol in mmol/l
and dividing the values by 2-59 before running the
model.
While all of this can still be readily understood

after some arithmetic on the back of an envelope,
the reader who is armed with the pocket calculator
is left to more wondering when entering the values
for the age coefficient. For example, unit change in
age carries a relative risk for total mortality among
men which equals exp(7-56)= 1919-85, which
might have been the largest relative risk ever re-
ported, were it not for a previous publication by
Beaglehole et al,' where among women an age
coefficient of 12-42 was found (relative risk=
247 707). Maybe age was also divided by 100 before
running the model so that it is expressed in
centuries ?

These remarks do not detract from the overall
conclusion of the papers. Obviously, there will
be some plausible arithmetical explanation
which might become clearer, however, if the
unit of measurement of all variables in table II
was given for the benefit of the reader who
tries to attach further meaning to the figures.

JAN P VANDENBROUCKE

Department of Epidemiology,
Erasmus University Rotterdam,
3000 DR Rotterdam,
The Netherlands

1 Beaglehole R, Foulkes MA, Prior IAM, et al. Choles-
terol and mortality in New Zealand Maoris. Br
MedJ 1980;280:285-7.

***Ms Salmond replies below.-ED, BMJ.

SIR,-Dr Vandenbroucke correctly deduces
that values of cholesterol (recorded in mg/100
ml but reported in mmol/l) and age, as well
as blood pressure, were divided by 100 before
running the Cox regression models. This was
done to maintain comparability with the earlier
study by Beaglehole et al, in which the division
was used, presumably to avoid possible com-
puting errors in the early non-commercial
Cox regression program. I accept that I should
have indicated the change in units in the Cox
models even though the reported relative risks
have taken this into account.

CLARE E SALMOND
Epidemiology Unit,
Wellington Hospital,
Wellington,
New Zealand

Precipitation of laryngeal obstruction in
acute epiglottitis

SIR,-Dr William 0 Tarnow-Mordi and
colleagues (23 February, p 629) have rightly
emphasised the danger of precipitating distress
in children with acute epiglottitis. We have
been concerned in the management of such
patients for 13 years and follow a protocol
which has changed little in that time. Staff
in this hospital are forbidden from carrying
out procedures mentioned in the article until
the patient is anaesthetised, in an anaesthetic

room, by a consultant. Only then is the diagno-
sis confirmed by direct laryngoscopy. Naso-
tracheal intubation immediately follows. By
adherence to an agreed procedure and team-
work the mortality of this acute, and otherwise
fatal, condition may be minimised.
We would, however, go further than the

authors. They correctly criticise any needling
(literal or figurative) of such children and any
attempt at examining the throat, but we also
ban radiological examination until after the
airway has been secured: lateral views of the
neck are of dubious quality unless performed
in the department of radiology, and a journey
to, sojourn in, and return from the department
is hazardous for these children. The diagnosis
is made from the history, aided by visual
inspection of the patient. Radiology does not
help make the decision to intubate: it is done
on purely clinical grounds.
The only real alternative diagnosis is

laryngotracheitis (croup) and a very occasional
mistake of that kind does no harm-in the sick
child the treatments are the same. It is most
important that general practitioners know that
epiglottitis can initially mimic croup. They
must feel able to refer any child with venti-
latory difficulty, at the very earliest stage, to the
care of a practised team of senior doctors (or
in some places surgeons) without risk of criti-
cism should the diagnosis be mistaken. All
general practitioners in our catchment area
have been informed of our open admission
policy for any child with upper airway ob-
struction.

P A D WILLIAMS
E N ARMITAGE
N G S FISHER
G W HATCHER

Royal Alexandra Hospital for Sick Children,
Brighton

City of the plain speaking

SIR,-Dr R T Booth (16 March, p 861) need
have no fears about attacking the homosexual
way of life, since there is no such thing. It is
also incorrect to equate "practising anal
intercourse" with "gay," since some hetero-
sexuals also practise anal intercourse and many
gays (notably female gays) do not. I would not
presume to comment on whether female gays
are happy to be called lesbians, but I can say
that I myself would not be happy to be called a
Sodomite, though that is less important than
the fact that homosexuals are continually
exposed to the kind of misleading generalisa-
tions expressed in Dr Booth's letter. That such
a letter should be published in a learned
journal reflects poorly on the medical pro-
fession: it can only add to misunderstandings
about homosexuality at a time when many
homosexuals feel misunderstood by the society
in which we live.

PAUL BAILEY
Scalebor Park Hospital,
Ilkley LS29 7AJ

Correction

Avoiding AIDS with autologous transfusions

An error occurred in this letter by Mr S E James
and others (16 March, p 854). The last sentence
of the penultimate paragraph should have read:
". . . patients' haemoglobin values ranged from
10-9 to 12-1 g/dl," not "2141 g/dl."
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