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Anaesthesia: The Final Act" (24 May, p.
408) have fallen into the same trap that
many, including myself when a member of
the British Dental Association Anaesthetic
Subcommittee,' have fallen into previously.
None has defined "anaesthesia," "operator-
anaesthetist," "qualified," isinglehanded," or
even "emergency," and most 'have used a
document2 which was statistically suspect and
rejected as not being authoritative as long
ago as 1967.3 Those involved in this contro-
versial and emotive topic usually have their
own interpretation and ofiten diversified
mental pictures of "anaesthesia in dentistry."
As one often privileged to lecture on the

subject to postgraduates, may I suggest that
the presence of "a team" used to working
together, all trained in the care of the un-
conscious patient and resuscitation pro-
cedures, with constant pulse and respi-ratory
monitoring in operatories specifically de-
signed for such work, may be ideal. Logic-
ally, the patient would be at an advantage
over one who was being relieved of pain by
a dental surgeon with no anaesthetic train-
ing in a sparsely equipped isurgery in a
conventional dental chair with a visiting
anaesthetist who seldom gives, and has little
interest in, a dental anaesthetic. It is not
difficult to find consultant anaesthetists and
their wives and general medical practitioners
and their families who have experienced and
enjoyed the former environment or, for that
matter, dentists who are forced reluctantly
to accept the latter.

I suibmit that the team's training, ex-
perience, skill, and equipment are the
criteria, and such loose terminology as "fully
qualified" means little in our present training
set-up. Allowing patients to "go to sleep"
for their dentistry (be it anaesthesia, seda-
tion, relative analgesia-call it what you
may) is now such a well-established prac-
tice in Britain that the puiblic is unlikely to
be deprived of it easily. The heart of the
matter is not "operaitor-anaesthetist" but the
lack of a real will by the establishhment to
improve training facilities.

Eleven years ago I, with many others,
pleaded for better undergraduate and post-
graduate training.4 Tihe need was officially
expressed in the document2 referred to in
your leading article-every subcommittee on
dental anaesthesia has been requesting it for
over a decade-and the Society for the Ad-
vancement of Anaesthesia in 'Dentistry has
pressed for it since its inception. More tLhan
a year ago the dean of dental studies,
lecturers in dental surgery, anaesthetics, and
dental anaesthetics, and the professor of
community care and general practice of the
University of Sheffield puft forward a scheme
to improve trainiing,5 and what has been
done?-effectively nothing! In the interest
of all, is iit not time to remove buried heads
from the sand, break partisan barriers, act,
and stop uttering platitudes?-I am, etc.,

GERALD G. P. HOLDEN

Chesterfield, Derbyshire
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Giardiasis in Families

SIR,-Adoption of children from outside
Europe is common in Sweden and these
children, as part of a health check, have their
faeces examined for parasites. A not infre-
quent finding is Giardia lamblia cysts. One
child seen here recently was repeatedly posi-
tive for this parasite in spite of treatment.
The adopting parents were examined and
found to be also positive; all three persons
were treated and there has been no further
trouble.

Because of this finding we now regularly
check family mem-bers when an adopted
child is positive for G. lamblia. To date this
year five out of a possible six families have
had some or all other mensbers affected,
with or without symptoms. The infestation
rate varied between 50% and 100%. In one
case the G. lamblia infection may have come
the other way: the adopting parents had
visited the Soviet Union some time before
travelling to Thailand to collect the child.
In addition, all the immnediate family of a
Swedish mentally retarded child with giard-
iasis were found to be infested with the
parasite and Aust Kettis and Thor6n1 have
recently described an Israeli child apparently
responsible for infecting five other families,
one of these at second hand.
These observations emphasize the infec-

tiveness of G. lamblia, show the necessity of
checking contacts of patients with giardiasirs,
and also draw attenrtion to the problems
which may arise if the condition is missed.-
I am, etc.,

MICHAEL WILLCOX
Parasitology Laboratory,
Department of Canical Bacteriology,
Gavie Hospital,
Gavie, Sweden
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Fibre Content of Bread

SIR,-Mr. C. L. Copeland (31 May, p. 503),
who is the Executive Director of the Flour
Advisory Board, alleges that there were two
inaccuracies in the B.B.C. T.V. Horizon pro-
gramme on roughage.
For some two years in 1972-74, led by my

surgical colleague Mr. Denis Burkitt, F.R.S.,
a group of doctors, all of whom are contribu-
tors to our book,1 'have been the guests of
Mr. Copeland and h,iis scientific staff, joining
in mutual friendly discussions. For our part
we have leart much during these discussions
and in our papers have produced subse-
quently the millers' own assessment of the
crude fibre content of the flour in the middle
of the last century, though the best authori-
ties had previously stated that even "the best
quality 'white flour' prior to the middle of
the nineteenth century was a wholemeal
flour, produced by stone grinding, from
which the coarse particles of the bran were
removed by 'bolting' through fine linen or
woollen cloths."2 Possibly the producers of
the B.B.C. programmne can be excused for
relying too exclusively on this earlier state-
ment and not referring to a recent com-
munmkaition iby Dr. M. A. Eastwood and the
millers.3
Mr. Copeland states that the second in-

accuracy concerned the date of the change
in the fibre content of the war-time bread.
He writes that ",the higher fibre content of
flour was not introduced until April 1942"

and refers to "official records" but cites no
reference. On 26 October 1939 the extraction
rate was raised from the previous peace-time
level of 70% to 73%,/ and on 27 April 1941
to 75 %, thereby increasing the crude fibre
conitent from 0 10%/ to 0-15% (unpublished
Ministry data, courtesy of Dr. C. T. Green-
wood, National Association of British and
Irish Millers). Early in 1941 National flour
85% extraction, crude fibre at first varying
from 0-4 to 1-3% , was milled throughout
Britain, but only a small minority ate it as
it was not liked by the public and was
strongly opposed by the millers. In April
1942 the British Government made the
National flour compulsory. In my opinion,
stated in detail elsewhere,5 the cereal crude
fibre conitent rose significantly during 1941;
this did not wait until 1942 as stated by Mr.
Copeland.

,Mr. Copeland is indeed correct is stating
that a "lower incidence of diseases from
1939" oould not be attributed to an increased
fibre content of the war-time flour, which
occurred in 1941, or according to him in
1942. Death rates from diverticular disease,
however, which had been almost stationary
since 1937, rose again firom 1953 unitil about
1960, this rise coinciding with the ternina-
tion of the compulsory National flour in
1953. Diabetes mellitus dea-th rates fell by
55% from 1941 until 1953-56; this coincided
completely with the years of compulsory
consumption (1942-53) and voluntary con-
s-umption (1941 and 1954-56) of the high-
fibre National flour.5 6_4 am, etc.,
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Vagotomy, Antrectomy, and Duodenal Ulcer

SIR,-We would ike to comment on severl
points which weTe raised by Drs. P. Madsen
and 0. Kronborg in their lett (21 June,
p. 688) about our paper "hly Selective
Vagotomny for Duodenal Ulcer: Do Hyper-
ecresors Need Antnectomy?" (29 March, p.

716).
First of all, we are glad that they have

not recommended antrectomy (plus
vagotomy) as an alternaitive to H.S.V., but
we fear that many will comclude that
antrectomy is indeed necessary in a consider-
able proportion of patients in the light of
their staggering recurnence rate of 22%
after H.S.V.1

Drs. Madsen and Kronborg express sucr-
prise tihat we did not comment on the high
frequency (51%) of positive insulin tests
which we found in our patients one year or
more after H.S.V. This is easily explained:
we thought it was irrelevant. Far from
hiding the fact, we were the fint to describe
it2 and indeed we are about to publislh a
sequel which shows that 3-5 years after
H.S.V. alnost 100% of patients have de-
veloped positive responses to insulin. But
that does not seem to matter, because in
Leeds,3 some parts of Copenhagen,3 and
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