
574 BRITISH MEDICAL JOURNAL 31 AUGUST 1974

who later required oxytocin to accelerate
progress did not differ s,ignificantly from
bilirubin levels in those infants whose
mothers entered labour spontaneously and
did not subsequently need oxytocin. The
findings of Dr. Gould and colleagues only
confirn theEe observations. What we did
record, however, were raised serum bilirubin
levels in the infants of mothers whose
lalbours had been artificially induced by
amniotomy and followed immediately by
oxytocin infusion. Because these mothers re-
ceived higher doses of oxytocin for more
prolonged periods than mothers in whom
oxytocin was used only to accelerate the
progress of labour, it was felt that this
possible effect of oxytocin on neonatal
jaundice was dose-dependent. However, an
alternative explanation was also suggested-
namely, that this association between higher
bilirubin levels and maternally administered
oxytocin was a spurious one and that instead
the infants of mothers who had not entered
labour spontaneoufly were perhaps peculiarly
susceptible in some other way to neonatal
jaundice. The effects of other drugs ad-
ministered to these mothers before and
during labour and differences in the corti-
costeroid status of their infants2 were sug-
gested as perhaps having a role.

It would be interesting if Dr. Gould and
his colleagues could provide data relating
neonatal jaundice to oxytocin infusion when
this has been used to induce rather than to
expedite labour.-We are, etc.,

D. P. DAVIES
Department of Child Health,
Welsh National School of Medicine,
University Hospital of Wales,
Cardiff

R. GOMERSALL

Departrnent of Obstetrics and Gynaecology,
Princess Mary Maternity Hospital,
Newcastle upon Tyne
1 Davies, D. P., et al., British Medical 7ournal,

1973, 3, 476.
2 Murphy, B. E. P., American 7ournal of Obstetrics

and Gynecology, 1973, 115, 521.

Mycoplasma pneumoniae Infection

SIR,-Dr. N. D. Noah, in his article on
Mycoplasma pneumoniae infection in the
United Kingdom in 1967-73 (8 June, p. 544),
states that "the full epidemiological pattern of
infection in larger communities, as, for
example, in the population of a country, is
not known." May I draw your attention to
a study on the incidence of M. pneumoniae
infection in Denmark from 1958 to 1969?1
This study enoompasses the population
(about five million) of a whole country.
During the 12-year period three epidemics
of M. pneumoniae infection occurred at
intervals of four and a half years, the third
one culminating in the winter 1967-8. In a
follow-up study2 it was shown that the next
epidemic in Denmark occurred from the
winter of 1971-2 to that of 1972-3. Again,
the middle of the epidemic was four and a
half years after the previous one.
The curve in the figure in Dr. Noah's

article depicts the reported cases in the U.K.
The top of the curve in the winter of 1967-8
might well be somewhat delayed owing to
an underrepresentation of cases, eNpecially
for 1967 when the reports, starting in May,
were presumably not complete. Unfortun-
ately, the total number of four-weekly re-
ports of respiratory viruses and related
organisms are not given. Thus the possi-

bility cannot be excluded that the interval
between the two epidemics desori(bed for the
U.K. might be four and a half years. The
seasonal variation in M. pneumoniae infec-
tion in the U.K. found by Dr. Noah is in
accordance with that described for Den-
mark.1 3
The previous report' and the present in-

formation from Denmark, Finland, and
Norway of M. pneumoniae epidemics in
19722 indicate that these epidemics run a
concomitant course in the Scandinavian
countries. Comparison of data from more
European countries might add to our know-
ledge of the epidemiology and ecology of M.
pneumoniae infection.-I am, etc.,

K. LIND
The Mycoplasma Laboratory,
Statens Seruminstitut,
Copenhagen, Denmark

1 Lind., K., Acta Pathologica et Microbiologica
Scandinavica, 1971, B79, 239.

2 Lind, K., Mycoplasma pneumoniae Infection.
Serological Aetiological and Epidemiological
Studies, Chap. vi, 1973. Copenhagen, F.A.D.L.'s
Forlag.

3 Lind, K. To be published.

Death during Dentistry

SIR,-The report by your legal correspon-
dent (10 August, p. 419) contains a state-
ment by Mr. Bryan Thomas that during his
hospital training there had been no tuition
in the use of intravenous anaesthesia. This
oversight should be a matter of grave con-
c-rn for all responsible for the training of
dental students.

Ever since the days of Riggs
and Wells dentists have been giving
anaesthetics. Many of those when practising
under the Dentists' Act 1921 displayed in
their surgeries a diploma from the Society
of Dental Anaesthetists stating that the
examiners of that society were satisfied that
the holder was a comnetent anaesthetist for
dental work. Dental surgeons with a qualify-
ing diploma granted by the Royal College
of Surgeons also freauently administered
nitrous oxide and oxygen to their patients as
a sedation during painful procedures. Even
the introduction of local analgesia had many
opponents; but the public voted with their
feet in no uncertain terms for both these
advances in pain control.
The dental surgeon, unlike his medical

colleagues, is not compelled to do a pre-
registration hospital course. During his
couree the medical student has as much
clinical work as he wants in any branch that
interests him. Not so for the dental student.
All the more important therefore to ensure
that during the undergraduate days the
groundwork be as thorough and compre-
hensive as possible. The oontrol of the air-
way and the importance of oxygen can never
be overstressed. The basic principles of
anaesthesia do not change just because a
drug is administered intravenously instead of
by inhalation, though the various stages are
speeded up. All this should be made crystal
clear during the most formative years. Post-
graduate tuition later, if the dental surgeon
is stilll that interested, will have a firm
foundation. No dental surgeon should ever
be able to reproach his Alma Mater for being
inadequately prepared.-I am, etc.,

M. W. P. HUDSON

University College Hospital Dental School,
London W.C.1

Catecholamine Excretion Levels in
Neuroblastoma

SIR,-The recent report of a retrospective
study of 487 children with neuroblastoma
(3 August, p. 301) draws attention to some
of the prognostic factors in this disease, in
particular age at diagnosis, clinical stage of
the tumour, and histological grade. However,
no mention is made of catecholamine levels.
It may be that in the period 1962-7 routine
estimation of urinary levels of vanillyl-
mandelic acid (V.M.A.) were not being
carried out.

In the series of 50 patients with neuro-
blastoma who were seen at the Great
Ormond Street Hospital for Sick Children
during the period 1970-3 the initial V.M.A.
level was raised in 89%, of all patients in
whom it was measured (41/46). The actual
level of V.M.A. excreted in 24 hours varied
enormously in different patients and was not
correlated to survival. However, in 91 %
(11/12) children who have survived disease-
free the V.M.A. returned to normal follow-
ing treatment and has not been raised again.

Gitlow et al.1 recently drew attention to
the fact that a good prognosis is associated
with a rapid return of catecholamine
metabolism to normal following therapy.
Serial determinations are useful both in
assessing response to treatment and when
'con^idering the need for further radiotherapy
or chemotherapy.2 While most children who
die from neurdblastoma will do so within
two years of diagnosis there are occasional
late relapses,3 I and we have recently seen
two patients in whom a relapse has been
associated with a persistently raised V.M.A.
level for up to three years after initial theraipy
in the absence of any other clinical evidence
of active disease.-I am, etc.,

JANE V. BOND
Hospital for Sick Children,
Great Ormond Street,
London W.C.1

I Gitlow, S. E., et al., Cancer, 1973, 32, 898.
2 Liebner, E. J., and Rosenthal, I. M., Cancer,

1973, 32, 623.
3 Konrad, P. N., Singher, L. J., and Neerhout,

R. C., Yournal of Pediatrics, 1973, 82, 80.
4 Jaffe, N., 7ournal of Pediatrics, 1973, 82, 1094.

Age Limit for Contraceptives

SIR,-Dr. Elizabeth H. Gregson (17 August,
p. 470) may not be aware that when an
invitation to attend the F.P.A. Clfinic
Doctors' National Council was given to me
in November 1972 by an F.P.A. administra-
tive official I asked for a "doctors only"
meeting. This was not acceptaible to the
administration and therefore I declined the
invitation.

In September 1970, as Dr. Gregson will
doubtless recall, an administrative document
suddenly appeared from the F.P.A.'s
National Executive. This included an
"instruction" that any F.P.A. doctors' meet-
ing must have an F.P.A. administrator in
attendance. This attempt by the F.P.A.
administration to deny clinic doctors' groups
free discussion (which could include
criticism of F.P.A. policy) and the oppor-
tunity to put independent resolutions
forward based on such criticism was not
conducive to giving doctors confidence in
the F.P.A.'s democracy. There was an
element of "Big Brother is watching you"
in all this, which was unpleasant.

It is rather surprising that concern for the
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