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to themselves. The referendum disclosed an amount of
support for resignation that, considering the reluctance with
which this step must have been contemplated, was perhaps
unexpectedly large, and therefore significant. But, fortunately,
the issue has been decided without being affected by a threat
of this magnitude. The moral force of a case based on a clear
principle is surely a weapon on which a profession can put
some reliance. Perhaps the only happy feature of this unhappy
dispute-apart from the outcome-is that it has shown that
a profession, bereft of the more usual weapons of an industrial
dispute, can nevertheless achieve its aim if its cause is good.
There is a lesson in this worth remembering.

Management of Late Hodgkin's
Disease

The best treatment for Hodgkin's disease limited to one side
of the diaphragm is large field radiotherapy. There is less
agreement about the management of the later stages. Most
patients in stage III (disease on both sides of the diaphragm
but limited to lymph nodes, spleen, and Waldeyer's ring) will
at some time have treatment both by radiotherapy and by
chemotherapy. Which is the better primary treatment?
Nowadays radiotherapy has become increasingly aggressive

in the later stages of the disease, and a substantial dosage is
commonly given to lymph nodes in all the standard regions.
In order to allow for recovery of the marrow between courses
the programme must often be extended over three months or
more, though the patient may be under active treatment for
only half this period. The time taken for this treatment is
generally considered justified if it leads to a more prolonged
and better quality remission than could be obtained with
shorter courses of radiotherapy using lighter dosage.'

In terms of aggressiveness chemotherapy has not lagged
behind radiotherapy. The results of treatment with the
alkylating agents, though often dramatic, tend to be of brief
duration; D. A. Karnofsky and his colleagues,2 for example,
quote six to ten weeks as the average period of improvement
after a single course of mustine. J. L. Scott3 has claimed that
the duration of remission can be extended by maintenance
therapy with chlorambucil, and this concept is certainly
appealing enough to be put into wide clinical practice
(commonly, however, using a maintenance regimen through-
out, with drugs such as vinblastine by weekly injections or
chlorambucil, cyclophosphamide, or procarbazine without
initial intravenous loading). In the past 11 years the alkylating
agents have been joined by vinblastine and procarbazine, drugs
whose mode of action is sufficiently different from the alkylat-
ing agents and from each other for there to be no apparent
cross resistance. They seem to be effective in about 60% of
patients and to produce remissions of the same order of
quality and duration as that produced by alkylating agents. A
few years ago it seemed that the next step would be to deter-
mine the optimum order to give these agents, and a few
attempts were made to do this.
The emphasis has now moved over to combination treat-

ments. The impetus undoubtedly came from the successes
achieved in the palliation of acute leukaemia by multi-drug
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regimens. P. P. Carbone4 initiated the present surge of
interest, and the paper at page 7 by W. M. Nicholson and his
colleagues is the first substantial British contribution on the
subject. Carbone suggested a combination of prednisone,
procarbazine, mustine, and vincristine to be given in 14-day
courses interspersed with rest periods of at least 14 days. On
this regimen he claimed 80% complete with an additional
10% of partial remissions in previously untreated patients. He
and his colleagues also claimed the duration of unmaintained
remission to be in excess of ten months. Nicholson and his
colleagues have modified Carbone's regimen by substituting
vinblastine for vincristine, thus gaining the greater specific
effect of the former drug and avoiding the marked neurotoxicity
of vincristine, though having to accept a greater risk of marrow
depression. Their results in the previously untreated patients
and in those who had had previous radiotherapy are very much
in agreement with those of Carbone. They also show that the
combination treatment is much less effective and more toxic in
those who have already been given chemotherapy. The sup-
eriority of combination chemotherapy over the more con-
ventional sequential chemotherapy should not, however, be
accepted unreservedly. A trial of these two approaches would
be valuable, perhaps drawing on those patients who have devel-
oped more general features after radiotherapy for early disease.
The prime concern in the palliation of malignant disease is

relief of symptoms. Prolongation of survival must go hand-in-
hand with improvement in the quality of living if it is to be
registered as a gain. Thus ideally there should be a minimum
of toxic effects from the treatment coupled with a maximum
period of normal living (at home). Combination chemotherapy
is designed to reduce toxicity to an acceptable level and at the
same time to avoid unnecessary admission to hospital and so
fulfils these criteria. The Kaplan type of approach to radio-
therapy is now well established and undoubtedly effective,
but it does have the disadvantage of requiring periods of
hospital treatment extending over many weeks. As Nicholson
and his colleagues suggest, a controlled trial is needed of these
two approaches to the primary treatment of stage III disease.
Since, however, Hodgkin's is such a complex disease-with
many factors such as age, sex, and pathological classification,
apart from the treatment, affecting the prognosis-such a trial
must be arranged with careful stratification and many patients.
At least one such multi-institutional trial is under way in
Europe, including Britain.

Infantile Gastroenteritis
Infants should not be regarded as desperately ill simply
because they have been admitted to hospital. The anxiety of
a young mother because her infant is slightly off colour, the
concern of a careful doctor who knows that an infant with a
mild upset may rapidly become seriously ill, or poor home
conditions may be more frequent causes for an infant's
admission to hospital than its clinical condition. This is often
the case with babies with gastroenteritis, especially in those
under 3 months old, when maternal anxiety and medical
concern are very understandable-as shown this week at
page 20 by A. G. Ironside and his colleagues in a study of
339 cases of infantile gastroenteritis.

Infants do not die from gastroenteritis unless they become
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