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histological picture was characterized by a
massive, almost syncytial growth of reticulum
cells with many Reed-Stemnberg cells, severe
lymphocyte depletion, and albsence of
eosinophils, plasma cells, or fiibrinoid
necrosis. This picture was completely differ-
ent from the entity described as Hodgkin's
sarcoma.
Deelmant and I concluded that this

disease could be described, both on clinical
and on pathological grounds, as a separate
entity. I had the opportunity to discuss
these cases personally in 1955 with both Dr.
F. Parker and Dr. R. J. Lukes, who were
at that time rather sceptical about my pro-
posal to mark off this disease from classic
Hodgkin's disease as a separate subgroup.
However, it should be borne in mind that in
1955 discussions about the immunological
nature of Hodgkin's disease were still un-
heard of. A good account of identical cases
had already been given in 1953 by Miss
A. M. Hippchen.4-I am, etc.,
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SIR,-Imnmunity may vary widely in in-
dividuals and particularly during different
stages of a disease. Patients with lymphocyte-
depleted Hodgkin's disease die rapidly, pre-
sumalbly because the illness is advanced by
then and the immunity is almost spent.
Untreated cases showing thrombocytopenia
were also found in one series at Hammer-
smith Hospital (unpublished) to have died
unusually promptly. The immune changes
in this disease may originate some time
before the symptoms and signs appear. Until
the natural history of the illness is com-
pleted, however, the significance of the
clinical and histological findings must remain
doubtful. The pathological mechanism has to
be traced to its source before it can become
meaningful.

Both Hodglkin's disease and sarcoidosis
sometimes show a familial incidence and
blood eosinophilia, and occasionally they are
combined.1 2 Moreover, sarcoidosis is more
likely to develop into Hodgkin's disease after
the infiltration has healed, considering the
time factor. Patients with Hodgkin's disease
may have the same immune patterns as late-
stage sarcoidosis, but they do not exhibit the
early comaplications, such as sarcoid hyper-
thyroidism. During the course of sarcoidosis
the immunity may often alter considerably,
but usually the aggression is directed only
defensively. The humoral response may lead
rarely to early and inappropriate endocrine
stimulation, and sometimes later to gland
failure.3 Cell-mediated responses are both
active and prolonged in th,is disorder,' and
when they are overactive one result perhaps
may be Hodgkin's disease. The four types of
Hodgkin's disease5 probably arise because the
degree of imnunity is eventually different in
each form. The scars of the immune contest
are obvious, but the reason for them is still
obscure. Sometimes the sarcoid agent is

possibly responsible for all types of Hodg-
kin's disease.-.I am, etc.,
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American Medicine

SIR,-We enjoyed Dr. I. L. Gregory's visit
to this hospital as a locum consultant sur-
geon in 1970 but did not realize how un-
observant he was. He states (7 July, p. 50)
that in none of the five provincial hospitals
where he worked did he find an intermit-
tent positive-pressure breathing machine.
May I assure him that at that time we had
in the operating theatres of this hospital
four such machines and in the intensive
care unit four ventilating machines for
adults and two for babies and children. For
10 years we have had a 24-hour blood gas
analysis service. I cannot, of course, make
observations on his other comments about
British or American medicine.-I am, etc.,
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Serum Immunoglobulins in Ankylosing
Spondylitis

SIR,-We were interested to read that Dr.
D. N. Golding (16 June, p. 663) found that
one or more of the serum immunoglobulins
wuas abnormal in five of his 10 patients with
anikylosing spondylitis. We are currently
studying this subject and would like to report
our preliminary findings in view of the
current interest in the aetiology of ankylosing
spondylitis with its high incidence of
HL-A W271 and the familial and clinical
links with other seronegative arthropathies.2
Blood samples have been obtained from 25

patients with definite ankylosing spondylitis.
Abnormally high results were found for IgG
in 10 (40%) and for IgA in 12 (48%), while
none had raised IgM or IgD values. Kriegel
et al.3 also found high levels of IgA and
slight but insignificantly raised IgG levels in
patients with progressive forms of the
disease.- Even more striking were the
markedly raised immunoglobulin levels
which we have found in the synovial fluid
of patients with peripheral joint involve-
ment.4 These observations do not prove any-
thing but suggest that immunological mech-
anisms may be playing a pert in the aetiology
of ankylosing spondylitis and are a stimulus
for further research in this field.-We are,
etc.,
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Hepatitis-associated Antigen in V.D. Clinic
Patients

SIR,-The data of Dr. D. J. Jeffries and
others (26 May, p. 455) raise some interest-
ing points in relation to the changing views
on the mode of transmission of hepatitis B.14
The increased hepatitis B antigen carrier

rate in European homosexuals supports the
proposed possibility of venereal transmission
of the disease in homosexuals.5 Skin and
mucous membrane lesions usually present in
homosexuals may indeed play some role in
transmission. Since such lesions are also
present in female prostitutes we should ex-
pect that they would also have an increased
hepatitis B antigen carrier rate. However,
the data presented by Dr. Jeffries and his
colleagues argue against venereal spread in
the heterosexual sense.
The results of a study to be published

soon are in agreement with these findings.
Thus hepatitis B antigen was found in nine
(3-6 %) out of 247 prostitutes who are
regularly referred to us for check-up. A
similar frequency (3 4%) was found in a
sample of 379 pregnant women of similar age
and of relatively low socioeconomic level. In
view of tihe above results it would seem
appropriate to look for additional reasons for
the increased carrier rate among homo-
sexuals.-I am, etc.,
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Hepatitis B Antigen in Ascitic Fluid
in Cirrhosis

SIR,-Hepatitis B antigen (HBAg) is consid-
ered to be either the aetiological agent of
type B hepatitis or at least closely related to
it.1-4 This antigen has been demonstrated in
the serum of subjects with persistent hepa-
titis, chronic aggressive hepatitis, and cirrho-
SiS.5-7
We have investigated the possible pres-

ence of HBAg in ascitic fluid from patients
with cirrhosis whose serum was positive for
the antigen. Samples of serum and hepar-
inized ascitic fluid were tested for the pres-
ence of HBAg by an immunoreoelectro-
phoretic method,89 using kits supplied by
Farmitalia Laboratories. The specimens
were collected simultaneously from subjects
who had not previously undergone para-
centesis and care was taken to ensure that
the ascitic fluid did not contain blood.
This study was performed on 12 patients
with hepatic cirrhosis in the ascitic phase,
eight of whom were HBAg-positive and four
negative. The diagnosis of liver cirrhosis
was always confirmed by laparoscopy and
liver biopsy carried out after collection of
the ascitic fluid.
HBAg was found in the ascitic fluid of all

eight HBAg-positive subjects at a titre sim-
ilar to that in the blood. The antigen was
not detected in the ascitic fluid of the four
HBAg-negative subjects, indicating that the
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positive results were not due to non-specific
factors in ascitic fluid.-We are, etc.,
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Leptospirosis
SIR,-Dr. L. H. Turner (3 March, p. 537)
states that leptospirosis responds to penicil-
lin-"the fever is terminated within 24
hours." While acknowledging his expert
status, I would be interested to learn of any
controlled studies on the efficacy of penicillin
in this condition.
Having treated scores of proved cases with

the dosage of pericillin recommended, some-
times within 12 hours of the onset of symp-
toms, with no better results than I later
achieved with no treatment, I remain
sceptical. The patients to whom very early
treatment was given, of course, were men
whose fellow workers had recently developed
leptospirosis.-I am, etc.,

R. D. LocHmArr
Waitara,
New Zealand

Compulsory Admission to Mental Hospital

SIR,-On the 5 June the Annual Representa-
tive Meeting passed a motion in favour of
facilitating comnpulsory admission to a mental
hospital under Section 29 of the Mental
Health Act 1959. (Supplement, 16 June, p.
95).
The substance of the debate reveals a

curious contradiction. While it is made dear
that the services of a social worker to make
an application are essential only in the ab-
sence of a relative, much of the agument
in favour of the motion was based on the
need for protection of relatives from danger
or undue distress. In such circumstances
there is a relative availbole to sign the ap-
plication so the services of a social worker
are not necessary.

In my experience as a psychiatrist it is
not the usual practice of local authorities to
give statutory powers to social workers with
no experience in mental healh. Further,
social workers with statutory powers see
more situations of severe psychiatric crisis
than does the average general practitioner.
Iwant to make he point that these situa-

tions typically arouse maximum anxiety in
the people involved. The clinical task should
centre around the management of anxiety.
This will be increased, rather than dimini-

shed if debate focuses on the relative ex-
pertise and experience of doctrs and social
workers. Decision-maing will become more
emotively based and less objective.

I have detailed clinical data which show
that only too often a patient can be admitted
to a mental hospital forthe sole purpose of
temporarily relieving anxiety. This is merely
palliative and easily becomes repetitive. The
more readily it is available the more likely
a crisis will be created. In my view it can
be quite proper for admission to hospital to
be used for the relief of anxiety (either in
the patient or others) but in any given situa-
tion this should not be the only purpose.
To-day a mental hospital exists to provide
treatment as well as protection. The use of
emergency orders nearly always makes treat-
ment more difficult.-I am, et,

D. C WALLBRIDGE
Wembley, Middlesex

SiR,-With reference to Dr. J. E. Duffield's
letter (30 June, p. 780), I am surprised that
he quotes the relevant section of the Men-
tal Health Act stating the duty of the
menal welfare officer at the same time as
he criticizes that officer for implementing
that section. What could be more appropri-
ate for a mental welfare officer seeking to
satisfy himself that an application ought
to be made than for him to question the
doctors involved, whose qlifications
make their comments on the patient's ill-
ness of particular importance?

Perhaps Dr. Duffield is Teally question-
ing that part of the Act which involves a
mental welfare officer in these appliations
and would prefer the deision about com-
pulsory admission and its implementation
to be left to the doctors concerned? It is
possible, however, that society would not
be happy at leaving a decision depriving
someone of his liberty to any one profess-
ion. Therefore, if the social workeres par-
ticipation were no longer legally required,
a substitute might well need to be found.
-I am, etc.,

J. R. FELLS
Assistat Director (Fieldwork Services),
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Fatal Pancytopenia after Adminisation of
Fortaesic

SIR,-Agranulocytosis of varying prognosis
has been reported as occurring with a num-
ber of drugs. I am not aware of any reported
case of fatal agranulocytosis associated with
paracetamol (N-acetyl-p-aminophenol). One
case of agranulocytosis folloing parmtamol
administration was reported by Lloyd;' his
patient, a woman of 78, recovered after dis-
continuation of paracetamol. I am reporting
a case of fatal pancytopenia after administra-
tion of peraceta l i ination with
pentazocine (Fortagesic). Since paracetamol
is known to cause thrAmbytopea it might
be reasonable to assume that in this case
paracetamol was the offending agent rather
than pentazocine, but there can be no cer-
tainty on this point.
A 77-year-old woman wa admitted on 7 March

1973 with a three-day history of bleeding per
v ium and epistais. She had always enjoyed
good health and had had no illness of any signifi-

cance in the past. On 14 February she went to see
her own doctor for what was stated to be "sciatica."
She was prescribed Fortagesic tablets (containing
pentazocine base 15 mg and paracetamol 550 mg)
two tablets four times a day. She was given 50
tablets and consumed them over a week, when
another 50 tablets were prescribed, of which 40
were consumed by 4 March, when she started
having epistaxis. Her haemoglobin level, requested
by her general practitioner, was reported to be 35%.
The drug was stopped and the patient admitted to
hospital on 7 March. On admission she looked pale
and ill but her temperature was normal. There was
extensive purpura mostly affecting the legs and
face (see fig.). The liver and spleen were not palp-

A N.

able. Chest x-ray showed clear hlng fields. Blood
count showed haemoglobin 6.7 g/100 ml (45%),
platelets 9,000/mm, E.S.R. 75 mm in 1 hr, and
white cell count 1,700/mms (neutrophils 1,000,
lymphocytes 660, monocytes 20, and eosinophils
20/mm'). Bonemarrow ion cnSrmed the
presce of hypoplasia; there were marked reduc-
tions in the crythroid and myeloid series and no
megakaryocytes were seen. The patient was treated
with blood transfusions followed by platelet trans-
fusions. Other supportve therapy-for example,
folic acid, iron, hydroxocobalamin, oxymetholone,
etc.-was als insttuted. After an initial improve-
ment her condition steadily deteriorated and she
died on 6 May. Her last blood count showed
haemoglobin 7.0 g/100 ml (48%), platelets 8,000/
mm', W.B.C. 2,200/mm' (neutrophils 1,050/mm').
Postmortem tion did not reveal anything
ignificant except marrow aplasia. The patient's

relatives and her G.P confirmed that she had taken
no drug other than Fortagesic before admission
to hospital.

In conclusion, it must be stated that con-
sidering the quantity of paracetamol oon-
sumed every week the fatal side effects must
be very rae indeed. Fortagesic is a now
preparation, and whether pentazocine in

Mbination with paracetamol alters the
effect of the latter in any way remains to be
seen.-I am, etc.,
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