
762 BRITISH MEDICAL JOURNAL 23 SEPTEMBER 1972

Vaccination
5 4

4

0c2° 2
-

- --

Treatment

O 2 3 4
Time (weeks)

cantly (t = 4. 185, P < 0001) lower than
in controls.
The finding that co-trimoxazole in dosages

commonly used for curing bacterial in-
fections in man partially suppresses antibody
response warrants more detailed investiga-
tion. Whether the effect is due to the com-
bined drug or trimethoprim alone also
remains to be investigated.-We are, etc.,
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Finland
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Ultrasound in Diagnosing Hydrocephalus

SIR,-Ultrasonic scanning with both B and
A displays has been shown to be of value
in many obstetric problems. Recently in the
Walsgrave Matemity Hospital, Coventry,
we have used the technique to diagnose fetal
hydrocephalus.

Fig. 1 shows the sonogram of a grossly
hydrocephalic fetus. This is the typical
appearance when neither the lateral ventricu-
lar echoes nor the midline echo is obtain-
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able. The transverse diameter of this head
was 14 cm at the 34th week of pregnancy.
Figs. 2 and 3 show sonograms in a patient
who was referred for ultrasonic scanning at
the 38th week of pregnancy after a radio-
graph had shown a hydrocephalic fetus. The
biparietal diameter was 11-5 cm. However,
the lateral ventricular and midline echoes
were clearly visualized, though the ventricles
appeared to be slightly dilated. In discussion

with paediatric colleagues it was decided that
the baby had a reasonable chance of re-
covery and development. A lower segment
caesarean section was performed when the
head failed to descend into the pelvis in
labour, and a healthy girl was delivered
weighing 3,670 g. The circumference of the
head was 41 cm and there was a simple
occipital encephalocoele. There were no
other abnormalities and the limb tone
seemed normal.
The encephalocoele was excised after 12

days. It contained no brain tissue but the
cerebellum was absent. On the 10th day
the head circumference was 42-5 cm. By
the 51st day it had increased to 49 cm, and
a Spitz Holtzer valve was inserted. Since
the operation the baby has remained well
and her limb movements appear normal.
Thus it would seem that ultrasonic scan-

ning can be used to differentiate between
hydrocephalus of gross and mild degree in
that if the midline echo or the lateral ven-
tricular echoes are visualized the prognosis
is favourable. This method of investigation
should be further pursued in departments
having suitable apparatus.-I am, etc.,

M. F. REED
Walsgrave Maternity Hospital,
Coventry

Diagnosing Secondary Syphilis

SIR,-While Dr. I. Rose (19 August, p. 473)
is to be congratulated on his acumen in
diagnosing his recent case of secondary
syphilis, there are some dangers inherent in
the over-confident diagnosis of secondary
syphilis without confirmatory serological
tests.

In the past few years several patients have
presented in this department, often in great
distress, having been told they had syphilis
when, in fact, they had a more banal condi-
tion such as tinea versicolor, pityriasis rosea,
lichen planus, seborrhoeic e.czema, or a skin

reaction to ampicillin prescribed for a sore
throat in a case of what was later found to
be glandular fever. By the time of examina-
tion many of the patients had already in-
formed sexual contacts, family, or employers
with all the resulting brouhaha.
The diagnosis of secondary syphilis is not

simple, and apart from clinical examination
adequate special iilvestigations such as
demonstration of Treponema pallidum from
the lesions and at very least corroborative
standard serological tests for syphilis must be
carried outL-I am, etc.,

M. A. WAUGH

Department of Venerology,
West London Hospital,
London W.6

Surgical Preadmission Clinic

SIR,-We would like to compliment Mr.
D. L. Crosby and his colleagues (15 July,
p. 157) on their contribution to the impor-
tant problem of long surgical waiting lists.
However, we would like to examine critic-
ally some of their premises and conclusions.
A long surgical waiting list cannot be de-

fended on the ground that it will ensure
that a proportion (230%, in the Cardiff series)
of patients placed on it will either cure
themselves or go elsewhere and so reduce
the demand for admission. The patients in
Mr. Crosby's series who had a spontaneous
cure included those with submandibular
salivary adenitis, pilonidal sinus, mastitis of
puberty, and anal skin tags. Many of these
conditions can be managed conservatively
and perhaps should not find their way on to
a surgical waiting list.

Day-stay surgery or short-stay surgery are
probably more effective in reducing waiting
lists than a preadmission clinic. An alleged
purpose of a preadmission clinic is to de-
tect abnormalities that otherwise might not
be detected until the patient had been ad-
mitted. In our experience, the proportion of
patients in whom something unexpected is
detected on admission is about 2%/,, and it
was similar in the Cardiff series. It could be
argued that complicating conditions could
best be detected at the primary outpatient
consultation or when the decision to admit
for operation is made.
Does a preadmission clinic improve

economic efficiency in the use of hospital
facilities? Extra visits to an outpatient de-
partment add to staff and servicing costs.
They may also cause the patients trouble
and expense. These have to be weighed
against the possible saving in hospital beds.
A preadmission clinic decreases the number
of days a patient spends in hospital, since
the preadmission stay is shortened. If there
is a short waiting list and some essential
screening tests are done in the primary out-
patient clinic it is still possible to admit
patients on the day of operation or at least
the day before.
Mr. Crosby and his colleagues do not

state what use was made of the empty beds
gained from the shorter preoperative stay.
If they were unused little money was saved.
We are currently studying the problems of
increasing the efficiency of surgical admiss-
ions and we have employed the technique
of preadmission examination. We find it
saves little in time or money compared with
the more usual form of admission. The
greatest advantage has been that the house
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staff are often heavily committed the day
before an operating day and that by "ad-
mitting" a patient two to three days before
they come into hospital the week's work
load can be more conveniently staggered.
However, this local advantage does not justi-
fy the concept of preadmission clinics in
general.
We think that a more efficient use of hos-

pital facilities would result from planned
admissions with a short waiting list. It is
then possible to do simple screening tests
in the primary outpatient consultation clinic
and to practise outpatient surgery in suit-
able cases.-We are, etc.,

J. ALEXANDER WILLIAMS
J. M. YATES

The General Hospital,
Birmingham

Au Antigen and Antibody in Cord and
Maternal Serum

SIR,-It has not yet been clarified whether
female carriers of the Australian antigen (Au)
can transmit it to their offspring by the
transplacental route. However, such an event
must be uncommon as only rarely can Au
be demonstrated in cord serum by conven-
tional immunoelectro-diffusion techniques.
Skinh0j and colleagues' could not find
antigen or antibody in the cord serum of 52
children born of Au positive mothers though
other workers have occasionally found Au
in cord serum23 usually in association with
viral hepatitis occurring in pregnancy. Au
antibody has not been described in cord
sera.

In Papua, New Guinea, the incidence of
Au carriers in a normal blood donor popu-
lation varies between 8 and 25 % with a mean
of 7-5%, as assessed by an immunoelectro-
osmophoresis technique.4 Levels of Au
antibody are also high, ranging between 20
and 50% of all sera, as measured by a passive
haemagglutination assay with Au-coated red
cells.5 In a continuing investigation we have
now studied both Au antigen and antibody
in 73 paired samples of cord and maternal
serum from normal pregnancies using the
above techniques. The results for Au anti-
body are given in the Table.

Au Antibody Au Antibody in Number of
in Maternal Paired

Cord Serum Serum Samples

+ = + 15

+ < + 6

+ > + 8

+ 0 1*

O + 2*

O O 41

* Low Titre

These findings indicate that an appreciable
percentage of babies born in Papua, New
Guinea, have detectable levels of Au antibody
in cord serum. Using a paired comparison
test there was no significant difference be-
tween the titres of Au antibody in the
maternal and cord serum, and it is therefore
probable that the antibody was derived from
the mother by passive transfer. A low-titre
Au antibody was detected in one cord serum
without antibody or antigen in the mother.
This may represent a fetal response to either
transplacental transmission of antigen occurr-

ing during pregnancy, or antibody derived
from the mother as a result of a transient
exposure to the hepatitis virus. On the other
hand, it may simply reflect technical difficul-
ties in assessing very low levels of Au anti-
body by this test method.
Au antigen was not detected in any sample

of cord serum. However, this does not com-
pletely exclude the presence of Au, as more
sensitive techniques may be required to
detect the antigen. In the four mothers who
were positive for Au antigen both antigen
and antibody were absent from the cord
serum. This finding as well as those from
other workers' could provide further
evidence against transplacental transmission
of Au in normal pregnancy.

Au-coated cells for the passive haemag-
glutination assay were supplied by Dr. K.
Okochi, of Tokyo University.-I am, etc.,

D. G. WOODFIELD

Red Cross Blood Transfusion Service,
Boroko, Papua, New Guinea
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Propranolol in Renal Failure

SIR,-We read the article by Dr. F. D.
Thompson and others (20 May, p. 434) on
the pharmacodynamics of propranolol in
patients with renal failure. We should like
to report on our experience using propranolol
in eight patients with renal failure and re-
sistant hypertension. The basic data are
given in the Table.

Patients 1, 4, and 8 had malignant hyper-
tension with renal failure. Patients 2, 5, and
7 had functioning cadaveric renal transplants.
Patient 3 had chronic interstitial nephritis,
and patient 6 polycystic kidneys and renal
arterial stenosis. Good control of blood pres-
sure had not been obtained using combina-
tions of diuretics, methyldopa, hydralazine,
bethanidine, and guanethidine. Propranolol,
three or four doses daily, was added and an
eye kept open for signs of left ventricular
failure. Most patients received digitalis in
modified doses. Blood pressure readings (see
Table) were taken with the patients in the
recumbent position except in patients 3 and
4, whose blood pressure was recorded sitting,
The readings are mean values of several
readings on different occasions.
Two patients died in renal failure with

oliguria and terminal signs of left ventricu-
lar failure. One of these (patient 8) had
rapidly progressing renal failure. The renal

biopsy finding was consistent with malig-
nant hypertension. Patient 1 had malignant
hypertension also. He had been on pro-
pranolol since October 1970, and the
creatinine clearances shown in the Table
were in October 1970, October 1971, and
May 1972. Beta-adrenergic blockade possibly
modified the terminal phase in these two
patients.
The blood pressure of four patients has

been better controlled since they have been
taking propranolol and in two it has been
possible to reduce the dose of other drugs.
We think that propranolol or some other
beta-adrenergic blocking agent should be
given a trial in the treatment of hypertension
in patients with fairly stable renal failure.
In rapidly progressing disease the use of
these drugs is probably hazardous-We are,
etc.,

PER FRANzEN
AMOS PASTERNACK

University Central Hospital,
Helsinki, Finland

Rosette Inhibition Test in Management of
Transplantations

SIR,-We were interested to read the article
on further assessment of rosette inhibition
test in clinical organ transplantation by Mr.
M. Bewick and others (26 August, p. 491).
We have used the test for the past two
years in an attempt to improve the manage-
ment of acute rejection episodes in renal
transplant patients. Our researches have con-
firmed the previously reported findings of
raised rosette inhibition titres with immuno-
suppression.'
The test, however, has posed several prob-

lems. Firstly, the titre difference between
immunosuppressed patients and normal in-
dividuals in our series is on average two
dilutions of antilymphocyte globulin. From
the examples quoted in the article this
would also appear to be the experience of
Mr. Bewick's group. In standard biological
practice with doubling dilution tests one
dilution either way is accepted as the level
of experimental error and a four-fold altera-
tion in titre as a significant result. We have
attempted to improve the accuracy of the
test by an investigation of the variables in-
volved. The antilymphocyte globulin is the
most crucial of these, and as a biological
product it is difficult to standardize and tends
to deteriorate with time.2

Detailed results of our investigations are in
preparation. We have not been able to show
any clear correlation between a clinical pre-
disposition to rejection and the level of the
rosette inhibition titre. It would be interest-
ing to know if Mr. Bewick's further studies
have confirmed the predictive value of the
test in acute rejection episodes previously
reported.1

In our series of 33 renal transplant patients

Creatinine Period of Maximum Blood Pressure (mm Hg)Patient Sex and Age Clearance Observation Dose
(ml/min) (Months) (mg/24 hr) Before After

Propranolol Propranolol

r39 (Oct. 1970)
1 Male 58 10 (Oct. 1970) 20 320 245/150 200/130t 3 (May 1972)
2 Female 46 24 11 120 193/133 168/1103 Male 47 30 8 60 190/125 158/1084 Female 38 53 4 160 230/135 190/1155 Male 33 28 4 240 190/113 193/1226 Male 44 9 3 120 200/147 160/1127 Male 43 37 2 180 230/147 212/1408 Male 53 15 1 240 186/110 218/125
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