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Cancer Hazards
SIR,-Dr. *Georgiana M. Bonser (21

October, p. 129) restates the interesting
association between the teratogenic and
carcinogenic action of trypan blue. In fact
observations which could account for the
teratogenic action of the trypan blue group
of compounds (acid bisazo dyes) have recently
been made,' and it is interesting to speculate
whether the same cellular disturbances might
not also be related to some aspects of the
oncogenic process.

In rats trypan blue and related compounds
are actively phagocytesed by macrophages and
by certain extra-embryonic membranes, sub-
sequently entering the vacuolar apparatus of
the cells. They accumulate in hetero-
lysosomes, and in this situation actively in-
hibit the hydrolytic enzymes found in these
organelles. In the context of placental
function the short-term effect would appear
to be an inhibition of embryotrophic nutrition
leading to congenital malformation. Investi-
gations to see whether lysosomal enzyme
inhibition is in itself associated with carcino-
genesis and whether such a cellular event
could account for the development of reticu-
loses are currently under way.-We are, etc.,

F. BECK.
J. B. LLOYD.
M. DAVIES.

Tenovus Institute for Cancer Research,
Welsh National School of

Medicine,
Cardiff.
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M.A.O. Inhibitor Headache

SIR,-To obtain an accurate picture of
the pattern of monoamine oxidase inhibitor
drug headache, closer observation appears
necessary to clarify the picture than is usually
possible in general practice. Dr. C. A. H.
Watts (28 October, p. 238) reports in his first
case that he " took her blood pressure several
times." He does not report over what time
interval he made his readings.

In 1964 I was treating a depressed patient
with Actomol (mebanazine) 5 mg. t.d.s. Six
weeks after commencing treatment, instead of
her daily English Cheddar-cheese sandwich,
she had a sandwich of Canadian " Cheddar."
At 11.30 p.m. a pounding headache mimick-
ing a subarachnoid haemorrhage started.
I saw her at midnight in very great distress
but without neck rigidity. Her blood pressure
was then 160/95. In view of the degree of
her distress and my anxiety not to give her
an unsuitable drug and thus complicate the
issue further I admitted her to a general-
practitioner bed, and hourly readings showed
her blood pressure to be 200/104 at 1 a.m.,
but by 2 a.m. it was 120/98, never rising
higher again, and being 110/82 by 6 a.m.

Without such general-practitioner bed
facilities I would have been unaware of the
rise at 1 a.m. The difference between
English and Canadian cheeses was interesting,
as at that stage we were warned only of
blue-vein cheeses. The following day the
patient remarked she had had so much benefit
from Actomol she would give up cheese for
life. I regret I had not heard of phentol-
amine (Dr. R. K. Rondel, 11 November,
p. 357).-I am, etc.,
Welwyn Garden City. . H. J. COTTER.

Herts.

Treatment of Myocardial Ischaemia

SIR,-In your leading article (4 Novem-
ber, p. 249) you do not mention the role of
anticoagulant therapy in the treatment of
angina pectoris. This is an important omis-
sion, as there is evidence that the outlook for
males with angina without frank infarction
is considerably improved by anticoagulant
therapy.' 2 I believe that all such cases
should receive anticoagulant therapy as soon
as the diagnosis is made, provided there is no
contraindication, and thereby reduce the inci-
dence of subsequent myocardial infarction

with its mortality in hospital of about 20%.
My policy for some years has been to use
anticoagulant therapy on all male cases of
angina provided they are breadwinners and
below the age of 70. This policy has been
shown to pay dividends in the form of dimi-
nished mortality. The age limit is not criti-
cal.-I am, etc.,

G. R. ROYSTON.
Barnet General Hospital,

Barnet, Herts.
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Oxygen Concentrations in Tents

SIR,-The article by Dr. H. Simpson and
Dr. Doreen J. Russell (28 October, p. 201)
indicates the variability in the relationship
between oxygen inflow rates and the concen-
trations found within tents and incubators.
Our own investigations' 2 have shown that,
after a tent or incubator has been opened for
nursing procedures, it can take a very long
time for the oxygen concentration to rise to

a plateau, unless there has been a period of
flushing. The gradual rise is illustrated in
Fig. 1, although at lower inflow rates we
have found this may take about one hour.
If a tent or incubator is opened frequently
the oxygen concentration may not attain a
plateau; Fig. 2 shows a typical recording
of changes in oxygen concentration during
intensive nursing care. We have also found
that the plateau concentration is affected by
the efficiency of the sealing of a tent (as
shown by the two plateau levels in Fig. 1),
and by the temperature difference between the
inside of an incubator and its surroundings.

In view of the influence of these factors
it is impossible to predict the oxygen concen-
tration from the inflow rate. This is well
demonstrated by the wide discrepancy found

by Simpson and Russell between the " ideal "
levels (presumably plateau levels) and the
random samples taken during routine clinical
use.

Continuous recordings of the changes in
oxygen concentration in tents and incubators
have led us to believe that, if any particular
high level is required, it is essential to monitor
the oxygen percentage and regulate the inflow

rate accordingly. Furthermore, we have
found that the site of sampling is not critical
and that readings taken from a central
position are representative of the concen-
trations throughout the tent or incubator.
The authors wish to thank the Editor of the

Yournal of the Royal College of Surgeons in
Ireland for permission to reproduce Figs. I
and 2.
-We are, etc.,
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FIG. 1.--Oxygen concentrations measured within an Oxygenaire Junior
Oxygen Tent. Note the gradual rise to plateau following routine nursing
procedures. The two plateau levels (approximately 50% and 60%) are
due to normal variations in seal. FIG. 2.-Same tent and patient
as in Fig. 1. Note that frequent openings of the tent do not permit the

attainment of a plateau.
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