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search procedure). If gonadotrophins and testosterone are
low, hypothalmic or pituitary disease is likely. If gonado-
trophins are high and testosterone very low then androgen
therapy is probably indicated, if only to prevent or treat
osteoporosis. Until further research has been conducted the
less extreme "normal biochemical abnormalities" of advancing
testicular age should probably be left alone.
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Research in General Practice
Restricted publicity sometimes deprives eponymous lectures
and prize-winning essays of their due philosophical and
educational potential. Fortunately the 1974 Butterworth Gold
Medal Essay on the management of high blood pressure in
general practice has not suffered this fate.' It deserves com-
ment for two reasons. More obviously it takes an important
area of clinical practice-raised blood pressure-and examines
the complementary roles of screening and preventive medicine
on the one hand and the more traditional curative or palliative
approach on the other. Less obtrusively it demonstrates and
discusses the increasingly important role of general practice
and general practitioners in modern clinical research.

Dr. Julian Tudor Hart has been concerned with the study
of blood pressure for over a decade, and it is no surprise that
his essay of some 20 000 words represents a substantial and
reasoned contributioin to current thinking. In short, he argues
that certain levels of blood pressure are associated with an
excess mortality which may be reduced by an acceptable form
of therapy. Because the key sign is inconstant, because its
significance is still under study, and because it is symptomless,
its presence must be actively sought before its secondary
effects present. The place to do this is general practice, the
person to do it the general practitioner, and the method to be
used is a continuous screening programme based on a well-

maintained age-sex register. Hart defines the at-risk levels of
blood pressure in men as sustained 4th phase diastolic readings
of 100 mm+ (age 20-39) and 105 mm+ (age 40-64); he sets
the critical values for women 10 mm higher, though an
addendum questions the validity of discriminating between
them. Some 4% of patients are expected to fall into one of
these categories, half being unknown to the doctor before
screening.
While Hart is clearly right in asserting that a complacent

attitude to this issue is no longer acceptable, it is far less
certain that the case has yet been made for routine screening
programmes for hypertension to be regarded as a necessary
part of modern general practice. Probably no more than 1%
of all patients will benefit and other groups-the obese, the
smokers, the deaf, the unimmunized-will still compete for
spare professional time and resources in the quest to improve
the public health. As 90% of patients at risk visit their doctors
spontaneously during a five year period-a similar figure to
the attendance at a screening clinic-the maintainance of an
up-to-date baseline blood pressure record by taking every
opportunity to record it seems a fair compromise and a
substantial advance over current practice.
The essay also draws attention to a second issue: the

increasingly important role of the general practitioner in
clinical research. As a relatively untapped field, general
practice is widely and correctly regarded as the "North Sea"
of research resources. But too few of the prospectors appear
fully aware of the difficulties. Criteria of diagnosis and
definition of terms are perpetual problems; the unravelling of
the complex physical and non-physical determinants of illness
behaviour another; and populations of consulting patients
have to be seen as variable parts of the illness iceberg in
different practices. The truth is that research workers using
general practice populations are now realizing that research
in general practice is in many ways more demanding and
complex than it is in hospital medicine. If, as Hart suggests,
"primary physicians of the future . .. are to . .. play as great
a part in clinical and causal research as hospital physicians do
now") an increasingly refined and professional approach will be
required.
The present dilemma of general practice research is the

conflict between quantity and quality-understandable in a
relatively new specialty anxious to prove itself. This it already
has done, and future developments must consolidate progress
by favouring the careful study of well-defined and relevant
clinical problems at the expense oflarge, superficially attractive
exercises in data collection.
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Antibiotics in Surgery
The place of antibiotics in surgery was the theme of a recent
"panel by correspondence" in Archives of Surgery,' conducted
by four American professors of surgery. Most surgical uses of
antibiotics are prophylactic, and these have been the subject
of much controversy, though the editor perhaps went rather
far in classing prophylactic antibiotics with religion and sex as
subjects which "should not be argued in polite company."
The panellists' views on the drawbacks of such medication
were predictable: they cited toxic and sensitivity reactions,
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disturbances of the normal flora, and promotion of bacterial
resistance. Agreement was almost complete on a question
about antibiotic penetration of operative wounds and the time
taken to achieve it. Penicillin and ampicillin are said to reach
peak concentrations in wound fluid within one hour and
cephalosporins within two but clindamycin and erythromycin
may take five hours. All were agreed that to start administra-
tion 24 hours beforehand was unnecessary and that the object
should be to achieve maximum concentrations at the time of
operation when bacterial implantation may occur. Many
surgeons follow the practice of giving three doses, one imme-
diately before and the others 5 and 12 hours after operation,
as originally advocated by Polk and Lopez-Mayor.2

In basically clean surgery it was agreed that antibiotics were
usually unnecessary. "Clean-contaminated" operations such
as gastrectomy, cholecystectomy for acute cholecystitis, and
elective resection of the colon were the subject of more varied
replies. A distinction may be drawn between peptic ulcer and
cancer as the indication for gastrectomy, for the latter is said to
carry a greater risk of sepsis. For operations on the colon there
were two votes in favour of cephaloridine and one for intra-
venous penicillin and tetracycline continued for three to four
days. Only one reply referred to orally administered anti-
bacterials, which were approved, together with mechanical
bowel preparation; surprisingly, this much debated method-
which has more strong opponents than advocates in the United
States-was not further discussed. Vascular and orthopaedic
procedures in which a foreign body was implanted were dis-
cussed on the basis that foreign bodies markedly reduced local
tissue antibacterial capability, and that infection, though
uncommon, could have disastrous effects. The only positive
recommendation made was based on the fact that infection
was usually staphylococcal, and advocated two large doses of
oxacillin or two to five days' treatment with cloxacillin. This is
a subject which, particularly as it concerns cardiac surgery,
might well have been more fully discussed. One vital point
was made: that though an antibiotic may dispose of bacteria
implanted at operation others may reach the site afterwards by
way of arterial lines, central venous lines, and endotracheal
tubes, and treatment should therefore be continued until these
are removed.
No-one liked peritoneal irrigation with antibiotics; one

suggestion was that the mechanical effects of lavage, as with
saline, were what mattered, and another that the peritoneum,
with its profusion of active phagocytes, could look after itself.
Wounds were thought a different matter, and one of the
surgeons made a practice of irrigating wounds in immuno-
suppressed patients with a solution of kanamycin. For surgical
closure of a peptic ulcer perforated four hours earlier the
usual treatment with cephaloridine was recommended in one
reply and penicillin with tetracycline in another. A question
about the treatment of apparently anaerobic infections in
which a film shows pleomorphic Gram-negative bacilli was
prefaced by the remark that more anaerobic infections were
being seen nowadays. An alternative possibility is that the
number of such infections is unchanged, but laboratories have
become more interested in them and diligent in looking for
them. Two replies advocated clindamycin combined with
penicillin and gentamicin if the flora were mixed and two
chloramphenicol. There was no mention of metronidazole,
the activity of which against Bacteroides spp. shows great
promise.3 4
Two other questions concerned the possibility of super-

infection by organisms resistant to the antibiotic used, a point
taken up by the editor in his final remarks, which emphasized
that "one must be able to predict with some accuracy the type

of bacteria one wishes to inhibit," since it was truly impossible
to bar the entire bacterial world. But the question ofhow much
of it is to be barred remains; should all treatment be as
narrowly directed as he implies, or is there any place left for
broad spectrum coverage? Perhaps the most disputable of all
the recommendations made is the use of tetracycline, which
has fallen out of favour because both of frequent resistance to
it in many bacterial species and of its disturbing effect on the
normal bowel flora.
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Classification of
Lymphomata
Until quite recently the malignant lymphomata were classified
into four groups: reticulum-cell sarcoma, lymphosarcoma,
giant follicular lymphoma, and Hodgkin's disease. Twenty
years ago Rappaport1 2had noted that follicular lymphoma was
not a specific entity but merely the expression of a nodular
disposition of lymphomatous tumour tissue as compared with
the rather more frequent, and prognostically worse, diffuse
distribution. Soon afterwards Hodgkin's disease was separated
off and classified on histological criteria by Lukes.3 4 Doubt
was cast on the nature of reticulum-cell sarcoma: its cell of
origin was thought to be much more frequently the histiocyte
than the reticular cell of lymphoid tissue. Rappaport conse-
quently proposed a new classification for the lymphomata,
excluding Hodgkin's disease, based on three features: the
pattern of the tumour (nodular or diffuse), the cellular type
(lymphocytic, histiocytic, or mixed lymphocytic-histiocytic),
and the degree of differentiation ofthe cell (well differentiated,
poorly differentiated, and undifferentiated).

Lymphocytes fall into two categories, the T cell, which is
thymic dependent, and the B cell, which is thymic independent.
In fowls B cells depend on the bursa of Fabricius, but the
mammalian equivalent of this organ is unknown. T cells lead
to spontaneous rosette formation of sheep erythrocytes, while
B cells have specific receptor sites for heavy and light chains of
immunoglobulin, and these tests can be used to distinguish
the two types oflymphocytes. Histiocytes contain a non-specific
esterase which can be detected in tissue imprints or frozen
sections, and they can thereby be differentiated from lympho-
cytes. So the lymphomata can now be classified functionally
according to their cell of origin.
A recent supplement to the British Journal of Cancer records

papefs presented at the Symposium on Non-Hodgkin's
Lymphomata held at London in 1973.5 Among the many
valuable contributions is the paper by Lukes and Collins,6 who
explore new approaches to the classification ofthe lymphomata.
They define five major cell groups: the U cell (undefined and
without specific markers), the T cell, the B cell, the histiocyte
(macrophage), and unclassifiable (for those incapable of
specific cytological classification).
There are no firmly established T-cell lymphomata, but

the Sezary syndrome, mycosis fungoides, and a variety of
acute lymphocytic leukaemia with a mediastinal mass probably
fall into this category, as does also Hodgkin's disease. Most
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