
central laboratories, because of its reliability, safety, and
economy.4' Although it is only one factor in the trend towards
more testing nearer the patient and population screening, dry
chemistry is undoubtedly the leader and the one with the
greatest potential.
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Bovine somatotrophin and public health

Needforfurther independent and more extensive investigation

Last December the European Council ofAgriculture Ministers
agreed to extend for a year the ban on the commercial use of
recombinant bovine somatotrophin to boost the milk yield of
dairy cows, "pending the results of relevant scientific experi-
ments."' For the past four years it has been used only on a few
commercial farms (of undisclosed identity) for purposes of
evaluation, although milk from treated cows has been mixed
with the normal supply to consumers. Concerns have been
expressed that treatment may jeopardise animal health, but
official pronouncements have so far denied that milk from
treated animals poses any threat to human health.2 Yet
preserving consumer confidence, strained by recent food
scares, may demand more than ex cathedra statements.

Potential risks to human health of bovine somatotrophin
excreted in milk have been much debated. Several reasons
have been advanced for discounting them. Only a very small
amount of bovine somatotrophin finds its way into milk and
what does is biologically inactive in humans, is destroyed by
pasteurisation, and is likely to suffer extensive proteolysis on
ingestion.2 Critics claim that as most recombinant somato-
trophins are xenobiotics (differing from pituitary somato-
trophin by from one to nine amino acid residues) they might
induce immunogenic or allergenic responses at the gut wall if
not systemically.3 Insulin-like growth factor 1 is potentially a
more serious risk as its concentration in milk increases in
parallel with bovine somatotrophin's galactopoietic effect.
Bovine insulin-like growth factor 1 is identical to human
insulin-like growth factor 1: it is a potent mitogen and is not
destroyed by pasteurisation.2 Moreover, in colostrum insulin-

like growth factor 1 exists in a truncated form, up to 10 times
more potent than insulin-like growth factor 1 itself.4

Assurances of the safety of milk from cows treated with
bovine somatotrophin are therefore based on the presumption
that increased concentrations ofinsulin-like growth factor 1 in
milk, even if statistically significant, are not biologically
important. Evidence used to support this view includes the
observations that concentrations of insulin-like growth
factor 1 remain in the "physiological range" and that when
given orally to rats no systemic effects occurred.2 Such
assertions, however, need qualifying. Firstly, including the
concentration of insulin-like growth factor 1 in colostrum in
the "physiological range," though scientifically valid, is
misleading. Colostrum, whose concentration of insulin-like
growth factor 1 falls from greater than 150 [tg/l at calving to
about 25 Ftg/l within four days,5 is not marketed.

Moreover, reports of the increase in insulin-like growth
factor 1 concentration vary greatly2: one described a 360%
increase after just seven daily injections,6 whereas it is
proposed that in commercial practice " 14 days' worth" would
be injected once every fortnight. Even if all concentrations
remained in the physiological range the mean values would
increase. Secondly, some significant responses to oral insulin-
like growth factor 1 in rats were reported (for example,
increased tibia length) but, questionably, were discounted
as unrelated to treatment.2 Perhaps, more importantly,
there are virtually no published reports of the presence
or potency of truncated insulin-like growth factor 1 in milk of
cows treated with bovine somatotrophin or of the effects
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of insulin-like growth factor 1 on tissues of the digestive tract.
In addition to insulin-like growth factor 1, milk contains

several other growth factors, which may have a role in
neonatal gut development.7 Their importance for other
consumers is problematical. As a recent National Institutes of
Health panel report concluded: "Whether the additional
amount of insulin-like growth factor 1 in milk from [recom-
binant bovine somatotrophin] treated cows has a local effect on
the esophagus, stomach or intestines is unknown."8 Treatment
with bovine somatotrophin also changes the nutrient content
of milk-for example, the concentration of casein decreases
and the fatty acid content is altered.9 Whether bovine
somatotrophin would cause changes of biological importance
to consumers would depend on the relative contribution of
treated cows' milk to total milk and dairy products consumed
and on the level of consumption. Milk is seldom free from
contaminants, and mastitis in dairy herds results in low (and
monitored) concentrations of certain antibiotics in milk. But
iftreatmentwith bovine somatotrophin increases the incidence
of mastitis then consumers would be increasingly exposed to
antibiotics in milk.3

These risks relate to consumption of milk and dairy
products from cows treated with bovine somatotrophin.
Paradoxically, greater risks might be associated with their
non-consumption, because milk is an important source of
calcium, protein, and vitamins. Public attitudes to bovine
somatotrophin are influenced by the widespread suspicion
that "commercial confidentiality" is being used as a cloak to
obscure product deficiencies, with its manufacturers accused
of selective publication of data. The implications for public
health are clear: whether or not the suspicions are justified,
consumer rejection ofmilk could lead to its substitution by far
less nutritious alternatives.

Concern for consumer confidence led to calls for extending
the criteria for assessing veterinary medical products to
include an evaluation of likely socioeconomic impact. This
proposal was recently incorporated into a draft regulation
issued by the European Commission,'0 for which bovine
somatotrophin may well prove to be a test case. If bovine
somatotrophin is not to cause yet another damaging food scare
there is urgent need to adopt procedures for its assessment
that are both open to public scrutiny and suitably comprehen-
sive. Such assessments should include rigorously monitored
blind trials." 12
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Drug misuse and the Dutch

A matter ofsocial wellbeing and notprimarily a problemfor the police and the courts

The Netherlands has a policy on drugs which is certainly
individual and is sometimes described as soft because it
condones their use. The Dutch believe, however, that a
pragmatic approach aimed at seeking solutions is more
effective than one that is emotional and dogmatic. They do
not have a laissez faire attitude but they do not like a "war
on drugs" either as that creates war language and a war
atmosphere.
The Netherlands recognises that it is part of Europe, and it

has made both possession ofand trafficking in all drugs illegal.
But the criminal law is enforced in a way that is intended
primarily to decrease the drug supply and not to punish use.
The government is aware that these two attitudes must
conflict to some extent: legal restrictions are needed on the
supply of drugs because of their harmful (primary) effects,
but making drugs illegal creates additional (secondary)
physical and social problems for both users and society. The
effects of drug use are often confused with the effects of drug
policy. The criminal nature of so many drug problems has
blinded many people to the primary effects of drug use. This
confusion has made the main focus of drug policy in most
countries the fight against international drug trafficking.

Recognition of the side effects of drug use is the basis of the
Dutch tolerance of users. This offers room for accepting
pragmatic aims through which the side effects can be tackled.

Misuse of drugs is primarily seen, therefore, as a matter of
social wellbeing and public health rather than as a problem for
the police and the courts. The protection of health and social
wellbeing is the primary aim, and the Ministry of Health has
always played the leading part.
The criminal justice system maintains a clear cut distinction

between drug users and traffickers. It avoids classifying the
actions of users as offences since they would then no longer be
accessible to any form of prevention or intervention. The use
of discretion by the police and the prosecutions department
allows tolerance of the possession of "hard drugs" (heroin,
cocaine, amphetamines, and so on), which for cannabis
extends not only to possession but also to the sale of small
quantities. No special action is taken by the police to detect
the possession ofdrugs for personal use or selling up to 30 g of
cannabis products.

This policy has resulted in dealers selling small quantities of
cannabis products in coffee shops-but it prevents users from
going underground and sliding into the fringes of society
where the risks may increase. If young people experimenting
with drugs are obliged to buy the relatively less dangerous
cannabis products on the illegal market where the harder
drugs also circulate there is a great risk of their turning to the
latter at some point.

Nevertheless, while drug users in possession of quantities
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