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with the Warwickshire constabulary, probation
service, and road safety unit.

Finally, we strongly support Coventry's pro-
posals for the introduction of random breath
testing in Britain. There is now substantial evi-
dence from Australia, New Zealand, Finland, and
the United States that this measure is effective in
reducing drinking and driving.2 This initiative
is also actively supported by the Parliamentary
Advisory Council on Transport Safety, the Cam-
paign Against Drinking and Driving, and Action
on Drinking and Driving. The case for reducing
the legal limit is not quite so convincing at
present, although this too is actively supported by
the Campaign Against Drinking and Driving and
is being given careful consideration by the Parlia-
mentary Advisory Council on Transport Safety.
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AIDS and the lung

SIR,-The view expressed by Dr Ann Millar
(23 May, p 1334) that Mycobacterium xenopi and
M kansasii are more commonly found than myco-
bacterium of the M avium-intracellulare-scrofu-
laceum group is not the experience of this reference
unit, which receives strains from all over Britain.

Table I shows that this group of mycobacteria
are the most frequently isolated opportunist myco-
bacteria from all types ofspecimen and particularly
pulmonary specimens. In many patients there is
disseminated disease and the same strain can be
isolated from a variety of sites. The amount of
information available to the reference unit about
these patients is limited. For example, request
forms may be labelled "AIDS patient" or "HIV
positive patient," and we do not know if the
patients have in fact developed the full blown
syndrome.

Table II gives some indication of the extent to
which the acquired immune deficiency syndrome
(AIDS) contributed to the incidence of oppor-
tunist mycobacterial infections in England and
Wales in 1986. Infections with the M avium-

TABLE I-Primary site of isolation of opportmist myco-
bacteriafrom patienspositiveforHIV

Bone
Pulmonary* Faeces marrow Other

M aviwn-intraceulare-
scrofildaceum group 16 13 6 4

M kansasii 5 - - 1
M xenopi 2 - - -
M malnoense 1 - - -

*Includes sputum, bronchial washings, and bronchial biopsy.

TABLE II-Infections due to oppornmist mycobacteria in
England and Wales in 1986*

Not HIV HIV
positive positive Total

Mkansasii 63 6 69
M avium-intracellulare-

scrofulaceumn group 33 39 72
Mxenopi 38 2 40
Mmalmet 33 1 34

*Excludeschldren withcervical adenopathyandpatientswith
skin lesions.

intracellulare-scrofuiaceum group in patients posi-
tive for the human immunodeficiency virus (HIV)
outnumberea those in the normal population, and
for the first time, as far as we know, this group
was the most common opportunist mycobacterial
pathogen. In previous years there have always been
nearly twice as many infections withM kansasii as
with the other species or groups.
There is no obvious reason why this group

should be more prevalent in HIV positive patients.
All opportunist mycobacteria are present in the
environment, and exposure cannot be avoided. M
xenopi and M kansasii have been isolated from
water supplies in London,' and most infections
with M xenopi occur in the London area.2 M
malmoense infections have increased from an
average of one or two a year before 1980 to 33 in
1986. Despite this, in common with the American
experience, it is the M avium-intracellulare-scrofu-
laceum group that most frequently infects patients
with AIDS. It would be interesting to know why.
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AUTHOR'S REPLY-The information presented by
Dr Jenkins from the Cardiff Reference Laboratory
is most interesting. Atypical mycobacteria from
the Middlesex Hospital are sent to the Dulwich
Reference Laboratory. Until December 1986 four
cases of atypical mycobacteria had been isolated
from the lungs of patients with AIDS, and all were
of the M xenopi strain. The published clinically
based British data come from the St Mary's group;
In 1985 three atypical cases were reported, two of
the M xenopi and one of the M kansasii strain.'
More recently, 13 cases ofatypical mycobacteria in
patients with AIDS were reported, ofwhich seven
were in the lung.2 Precise figures for the seven cases
ofmycobacteria in the lung were not given, but the
13 consisted of fiveM avium, fiveM xenopi, oneM
flavescens, and three untyped.
The other hospital in London dealing with large

numbers of cases of AIDS is St Stephen's, where
very few cases of atypical mycobacteria have been
found in the lung and those that have were M
avium-intracellulare (unpublished observations).
The difference between these clinical impres-

sions and those oftheCardiffReference Laboratory
may partly be due to the point touched on by
Dr Jenkins, that the information given to the
reference laboratory by the clinicians is limited.
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Intravenous digital subtraction angiography

SIR,-I was disappointed that neither Dr Peter
Sandercock (30 May, p 1368) nor Dr W J Winde-
bank (p 1369) mentioned an important advance
in vascular imaging-namely, intravenous digitaL
subtraction angiography. With this technique con-
trast medium may be injected intravenously (either
into an antecubital veinw or into a central vein) andi

subtracted images of the arterial system in the area
of interest may be obtained. With attention to
detail and good radiographic technique images of
very high quality may be obtained, without the
risks of arterial and selective catheterisation tech-
niques.

In patients with carotid stenosis this technique
may be performed as an outpatient procedure, and
combined with Doppler ultrasound it provides
a safe and accurate means of assessing the extra-
cranial cerebral vessels. Since the installation of
our digital subtraction angiography unit (Philips)
in 1984 we have performed 1939 vascular studies
in all areas of the body. Of these, 556 have
been intravenous digital subtraction angiography
studies, 146 to examine the extracranial cerebral
vessels (292 carotid bifurcations). There have been
no neurological complications or noteworthy non-
neurological complications in this group. Digital
subtraction angiography units are being installed
in many radiology departments, and skill in the
use of duplex Doppler ultrasound is increasing.
The availability of these two methods makes it
possible, for the first time, safely to study the
extracranial vessels and lower the threshold for in-
vestigation in patients with asymptomatic carotid
bruits.'2 Dr Windebank comments that pulmo-
nary arteriography is the gold standard for diag-
nosing pulmonary thromboembolism and that the
investigation is under used. This is related to
several factors-not only the fact that injecting
large volumes of contrast medium into the pul-
monary vessels may be hazardous but also that
the investigation may be difficult to arrange and
requires considerable radiological skill for its exe-
cution and accurate interpretation.

Intravenous digital subtraction angiography
seems to be better tolerated by patients and avoids
the risk of catheterising the femoral veins and
possibly dislodging further emboli and of trans-
cardiac catheterisation, and, although expert inter-
pretation is still required, the technique is much
simpler to perform, takes less time, and is also
cheaper than pulmonary arteriography.34 Digital
subtraction angiography examinations have been
reported to be diagnostic in between 93% and 98%
of patients examined.45
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Measles: Who pays the cost?

SIR,-The policies adopted in Dr Adrian Hastings's
practice must surely help to increase the uptake of
measles vaccination (13 June, p 1527). Additional
measures, however, such as those used in this
surgery may help, as we have a 100% measles
vaccination coverage for children born in 1982-4
inclusive. The Greater Glasgow Health Board
computer immunisation recall system has played a
major part in this achievement. Dr Hastings finds
his local system a victim of its own efficiency, but it
can be harnessed to the general practitioner's own
ends.
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