
BRITISH MEDICAL JOURNAL 17 juLY 1971 133

W. Margaretten and D. G. McKay have recently investi-
gated 89 cases of haemorrhagic ulceration of the gastro-
intestinal tract.8 In 70% of cases there was histologically
demonstrable thrombosis of the microcirculation, and in
those patients with intravascular thrombi there was frank
mucosal infarction in addition to the more superficial
haemorrhagic lesion. Nearly all the cases of necrotizing
entercolitis showed thrombosis. In a third of the cases
thrombus was found in the small blood vessels of tissues
other than the gastrointestinal tract. Where no micro-
vascular thrombi could be found, there was only haemorr-
hagic necrosis. Possibly the thrombi had already undergone
fibrinolysis, and infarction had been prevented by a timely
restoration of the circulation. More than half the patients
showed clinical evidence of intravascular clotting in terms
of a reduction of clotting factors or platelets.

These findings are of interest in showing the -frequency
of the lesion and its relation to thrombosis of the smaller
blood vessels. Most of Margaretten and McKay's cases
had either heart failure or severe acute infections, and they
often had prolonged attacks of hypotension. Vasopressor
drugs like adrenaline and noradrenaline given during these
attacks may have contributed to both the gastrointestinal
ischaemia and the intravascular thrombosis.8 The use of
vasopressor agents in shock is to be deprecated, for they
compromise an already inadequate blood supply. The find-
ings in haemorrhagic ulceration of the gastrointestinal tract
emphasize this point.
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Doctors and the Common
Market
The Government's white paper' on the Common Market,
published last week after the B.M.7. had gone to press,
refers to organized medicine in a single sentence: "Ac-
cession to the Community will not alter in any way the
National Health Service."

This bleak statement is largely true. There are no
reciprocity agreements for medical qualifications within the
E.E.C.; there is no uniformity in specialist or postgraduate
training,2 and there is not even any arrangement for re-
ciprocal benefits for nationals of one member state from
the social or health services of another. If Britain joins
the Six it is no more likely that Italian doctors will flood
into Manchester than that British doctors would flock to
Marseilles. Nevertheless, the policy of the E.E.C. is one
of progressive removal of restrictions on the free mobility
of its doctors, and for 13 years the Permanent Committee
of Doctors of the E.E.C. and the European Union of
Specialist Doctors have been talking about ways of achiev-
ing this. Should the Government application be successful
Britain will have parity of status with the Six in these
negotiations, and indeed the B.M.A. will have to take its

turn with the other national medical associations in servicing
the committees for a year. The pace of the current nego-
tiations is such, however, that it is virtually certain that
no binding decisions will be taken before the date from
which Britain's membership would start.

Accession to the E.E.C. would not leave medicine totally
unaffected. Animal health standards within the community
are to be the subject of an expert working group (para 151
of the white paper), and this will have important implica-
tions for current British policy on diseases such as brucel-
losis. Mobility of labour within the community could mean
that more Europeans would come here seeking work in the
N.H.S.; or lower-paid workers in the Health Service might
find better prospects in Europe. Who knows?
The medical professions of the Six were not consulted

about the preparation of the original Treaty of Rome in
1957, and the community's medical bodies still have no
statutory recognition. The current negotiations have again
ignored medicine: but this should not have come as a
surprise, since European medical opinion is agreed that
during negotiations of this kind "if the price of cauliflowers
is right who cares a damn about the doctors?"

The UnitedKingdom and the European Communities, London, H.M.S.O.,
1971. Price 25p.
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Freedom from
Amphetamines
Traditionally doctors in Britain have always jealously guarded
their right to prescribe what they thought was best for
an individual patient-a right which was strongly asserted
some years ago when the Government proposed a total
ban on the manufacture and supply of heroin.' Yet with
the worldwide increase in drug abuse some revision of
this attitude has been necessary. Doctors have accepted
the restriction of supply of drugs of addiction to addicts
to special treatment centres and to specially licensed doctors.
They have also been re-examining the case for the need
to prescribe some of these drugs at all-in particular,
amphetamine and amphetamine-like compounds. In 1967
the B.M.A. Science Committee set up a working party
to study the usefulness, or otherwise, of these compounds.
Its report, published a year later,2 concluded that they
were "drugs with a limited use in modern therapeutics,"
and recommended that they should be prescribed only for
those conditions where no reasonable alternative existed or
for the treatment of amphetamine dependence.

At the same time that the working party was studying
these questions a brave new venture was started in Ipswich
under the enthusiastic guidance of Dr. F. 0. Wells. At first
a committee representing a wide range of local activities
monitored the extent of drug abuse in the area. By
1969 amphetamine abuse was obviously increasing, and
the local medical committee recommended a voluntary ban
on the prescribing of all products containing the drug.3
General practitioners and hospital doctors agreed not to
prescribe the drug and local chemists not to stock them;
two months after the ban started there was no evidence
whatsoever of amphetamine abuse in the Ipswich area.
As a result of publicity about the Ipswich scheme and

a resolution at the A.R.M. in 1970,4 several other areas
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have started similar voluntary bans. Experience there, re-
ported at a conference organized by the Board of Science
with help from the Department of Health on 9 July (see
p. 176 of this week's B.M.7.), had shown that even in a
city as large as Glasgow there has been little more difficulty
in implementing the ban than at Ipswich. The result had
been a gratifying reduction in the amount of amphetamine
and related substances prescribed.

This spirited action on amphetamine is in the best
traditions of medicine in Britain: a scheme initiated and
proved by local enthusiasm and then taken up by the
profession at large. In particular, many will welcome the
way it achieves its objective but preserves individual free-
dom-a solution more welcome than the total ban adopted
in several other countries-and the Board of Science is
to be congratulated on its action in this field. Justifiably,
the agenda at last week's conference was confined to
amphetamines. Yet many doctors must be asking themselves
whether other potential drugs of dependence at present
being prescribed without much thought could not also
be exposed to similar careful scrutiny.
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New Test for Cancer
Attempts to provide a diagnostic test of cancer have a
long and disappointing history. Now one has been devised
that is considered sufficiently promising to deserve large-
scile trial. It depends on the assay in the patient's serum
of an antigen found to be associated with at least some
forms of neoplasm-but apparently with some other patho-
logical processes too.

In 1965 P. Gold and S. 0. Freedman,1 2 at McGill
University in Montreal, discovered a specific antigen in
adenocarcinomata of the entoderm-derived epithelium of the
gastrointestinal tract. They found the same antigen in
embryonic and fetal digestive tissues, including the liver
and pancreas, up to the end of the second trimester of
pregnancy. The new antigen, which they called carcino-
embryonic antigen (C.E.A.), proved to be a protein-poly-
saccharide complex with a molecular weight of about
200,000.3 Circulating antibodies to it were found in the
sera of a high proportion of women in all trimesters of
pregnancy, in post-partum women, and in 70% of patients
bearing non-metastatic cancers of the digestive system.4 In
patients bearing metastasizing cancers of the digestive tract
no antibodies were found. Since C.E.A. is located on the
surface of tumour cells,5 the disappearance of circulating
antibodies in patients with disseminated cancers may have
resulted from their adsorption on to tumour cells. Alter-
natively, if C.E.A. is released into the circulation from
large tumours, an excess of antigen may mask the presence
of anti-C.E.A. antibodies.

D. M. P. Thomson and his colleagues6 succeeded in
confirming this hypothesis by developing a radioimmuno-
assay capable of detecting 2-5 ng of C.E.A. antigen per
millilitre of serum. A double-blind study involving- the
examination of 5-ml samples of serum from 200 patients in-
dicated the presence of the antigen in concentrations rang-
ing from 2-5 to 320 ng/ml in 10 out of 11 preoperative
cases of cancer of the colon or rectum, and in all of 24 post-

operative cases of cancer of colon or rectum with residual or
recurrent disease. None out of 26 postoperative cases with-
out residual disease was positive. At operation the pre-
operative case of colon cancer that gave a negative C.E.A.
test was found to have a volvulus of the affected portion of
the gut, with resultant impairment of the circulation.
Thomson and his colleagues suggested that the presence

of circulating C.E.A. in the sera of patients with cancer
of the large bowel might have both diagnostic and prog-
nostic significance, and T. L. Moore and his colleagues
in Boston recently investigated this suggestion.7 Not sur-
prisingly to anyone familiar with previous attempts to
find a test for cancer, this investigation disclosed both
false positive and false negative results. The study included
279 persons. Among these Moore and colleagues found
C.E.A. in the sera of 32 out of 35 patients with carcinoma
of the colon, all of 13 patients with carcinoma of the
pancreas, 6 out of 14 patients with other gastrointestinal
cancers, 6 out of 8 patients with bronchogenic carcinomas,
24 out of 46 patients with severe alcoholic liver disease,
and 7 out of 13 patients with uraemia. On the other hand
79 assays on 40 young normal control individuals all gave
negative results. In so far as the earlier studies of the
McGill group showed that C.E.A. was associated in the
embryo with all epithelia of entodermal origin, the six
positive results in patients with non-colonic gastrointestinal
cancers, and possibly the six positive results in patients
with lung cancers, have a rational explanation. Three cases
of adenocarcinoma of the stomach, one case each of squa-
mous carcinoma of the oesophagus and carcinoma of the
bile ducts, and an ileal carcinoid that had metastasized
to the liver gave positive results, whereas two cases of
hepatoma and three of adenocarcinoma of the stomach
gave negative results. Among 13 cases of cancer not in
the digestive tract all of 3 with adenocarcinoma of the
lung but only 3 out of 5 with bronchial cancers of other
histological types positive results.
The Boston workers' findings sufficiently confirmed those

of the McGill group to permit them to consider the future
value of the C.E.A. assay test with cautious optimism.
Obviously the fact that a variety of conditions may be
associated with positive results may lead to difficulties in
interpretation. In particular, Moore and his colleagues con-
sider that more information is needed to establish the value
of the test in elderly persons and in monitoring tumour
behaviour in postoperative cases. Though C.E.A. seems to
be regularly detectable in patients with cancers of the
pancreas, it is not yet certain whether its presence is ever
likely to be discovered early enough to influence the
course of the disease.

Large-scale surveys now in progress in North America
and proposed for Great Britain are likely to show whether
the new test has practical value at a time when different
types of antigen tests for neoplasms are being developed.8
In any case this first semispecific tumour-antigen test may
pave the way for other more specific and more certain tests.
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