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against this virus which can reinfect the
same person and can attack infants despite
the presence of antibodies of maternal origin.4
Indeed, in the present study, one child aged
1 year suffered two attacks of acute bronchio-
litis separated by an interval of less than two
months, during which she was quite well;
respiratory syncytial virus was isolated in
both attacks.

In most of these children the illness is
caused directly by the virus rather than by
bacterial secondary invaders, and the disease
is thus a well-defined entity against which
the efficacy of an antiviral drug might be
assessed. In this study major clinical
benefits from compound U.K. 2054 were
not necessarily expected, and the trial was
designed to measure slight effects both on
clinical illness and on infectivity during treat-
ment ; irrespective of clinical benefit, curtail-
ment of viral isolation would have encouraged
further study of the antiviral efficacy of syn--
thetic isoquinoline derivatives. In this trial
compound U.K. 2054 was not effective in
the treatment of respiratory syncytial virus
infection in children, nor did it shorten the
period of infectivity. No toxic effects attribut-
able to the drug were observed.
We are grateful to Dr. A. K. Bannerjee, Dr.

G. R. Crowe, Dr. J. B. Owens, Dr. J. C. Taylor,

and Dr. H. W. Thomson, and to the ward
sisters and nurses for their co-operation in this
study. We thank Dr. R. J. Fallon for bacterio-
logical, biochemical, and haematolcgical investi-
gations, and the Medical Research Council
Laboratories, Hampstead, and the Standards
Laboratory of the Central Public Health
Laboratories, Colindale, London, for certain
cultures and reagents, and the Research Division,
Pfizer Ltd., for supplying compound U.K. 2054
and placebo, making available the results of their
preliminary experimental studies and providing
a research grant to one of us (M.B.E.).
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G.P. Obstetric Units
SIR,-The forthright criticism by Sir John

Peel of your leading article (14 September,
p. 678) must be assumed to represent the
considered viewpoint of his College. This
reveals certain inconsistencies which should
be subjected to the fullest debate, since a
pronouncement of this sort by one who is
the acknowledged leader of his specialty will
naturally carry considerable weight with the
less well qualified planners of the Health
Service.
The Royal College of Obstetricians and

Gynaecologists awards the diploma in
obstetrics to some 500 candidates annually.
Many, if not the majority, of these doctors
are destined for a career in general practice.
Therefore college approval of general practi-
tioner training for, and participation in, the
practice of obstetrics can be presumed.

In 1966 approximately 614,000 deliveries
took place in hospitals and 200,000 in
patients' homes. The total of obstetric beds
available in hospitals was 22,500 of which
4,600 were under the care of general practi-
tioner obstetricians.' At the present rate of
hospital building it will be many years before
obstetric beds in consultant-type units in
district general hospitals are available to
secure a 100% institutional confinement rate.
Even then the geographical difficulty of
general practitioners attending their patients
in labour in a district general hospital some
miles from their practice will prevent many
of them from doing so. Their training will
have been largely wasted.
The 1958 Perinatal Mortality Survey2

showed that general-practitioner obstetric
standards, as judged by attendance at labour,
are raised by practising in a general-
practitioner obstetric unit. And though this
may be " one of the least safe places in which
a patient could be delivered " it is still very
much safer than the patient's home, which
rarely contains the minima of communica-
tions, staffing, and facilities envisaged by
your leading article.
That the Royal College of Obstetricians

and Gynaecologists should encourage general
practitioners to train to practise obstetrics
and now apparently wishes to limit their
ability to do so requires further explanation.
-I am, etc.,

Brecon. A. J. M. CAVENAGH.
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SIR,-Your correspondent, Dr. Clement
W. Walker (5 October, p. 54), surely puts
his finger on the spot when he says it is " not
institutions but midwives and obstetricians
who make childbirth safe for the women of
Britain," and it is time that we, the general
practitioners, acknowledge the unpalatable
fact that few of us see enough abnormal
obstetrics to remain competent, however
adequate our initial training may have been.
Having obtained the diploma in obstetrics
and gynaecology in 1960 and supervised 20
to 30 home deliveries per year for 15 years,
I would be the first to admit that my experi-
ence is woefully inadequate and that in
another 10 years I shall be downright
incompetent.

Increased specialization within general
practice is in my view inevitable and essen-
tial, and if obstetrics were undertaken by
only a minority of general practitioners who
would then have to devote a large amount of
time to it and who could more readily be
incorporated in a specialist's team then
uniformity of care and greater safety would
be achieved quite speedily. We have got to
acknowledge the fact that the figures from a
small number of general-practitioner units
are quite appalling and, at the same time,
make it plain that in the best general-practi-
tioner units the figures are at least as good,
if not better, than in average consultant units,

where the standard of care (due to chronic
staff shortages) is far from optimal. Domi-
ciliary midwifery is one of the great joys and
rewards of general practice, but it is also
wise to admit the financial stake which the
general-practitioner obstetrician has in these
discussions. Which of us can calmly con-
template the loss of 10 to 15% of our already
inadequate income, without being just a little
bit biased ? The single-handed general
practitioner is most concerned here, and it is
only within the framework of a group prac-
tice where one of the four or six partners
does all the obstetrics that it is possible to
eliminate the bias of a vested interest. I
submit, Sir, that any discussion which fails
to take these unpalatable facts into account
is unrealistic.-I am, etc.,

Dover, Kent. R. J. L. DAVIS.

SIR,-Sir John Peel (14 September, p. 678)
would appear to have missed the point with
his comments on the excellent leading article
(7 September, p. 567), which for the first
time expressed what we have been trying to
achieve.
Most are agreed that 100% hospital

delivery is the ideal, and that as many 48-
hour discharges as possible help towards the
objective. There remains, however, a group
of healthy women between the ages of 18
and 26 who have to be delivered in their
own bedrooms, and there is nothing to sug-
gest that this will not continue for a consider-
able time. No consultant is responsible for
these cases, and to imply that it is safer for
general practitioners and midwives to deliver
these patients in their own homes instead of
a unit with good lighting, firm beds, and drip
equipment readily available is manifest non-
sense. A midwife may have two or even
three patients in labour at the same time who
could be more easily managed under one roof.
Why these delivery units have to be near

a consultant has always baffled us, as no
consultant is at hand during domiciliary con-
finements and the flying squad is always 30
to 40 minutes away. We certainly are not
interested in confining more difficult obstetric
cases in such a unit than we already have to
in this district.

If Sir John, as president, Royal College of
Obstetricians and Gynaecologists, is expres-
sing an official view, then we are condemned
to continue what is literally " cottage
obstetrics."-We are, etc.,

THOMAS FREW.
J. M. FREW.

Wickford, Essex. R. G. ANDERSON.

SIR,-There are three general-practitioner
maternity units in the Chelmsford group: at
Maldon (17 beds), Braintree (11 beds), and
Burnham-on-Crouch (5 beds). They are
about 10, 10, and 20 miles (16, 16, and
32 km.) from the specialist unit at Chelms-
ford. Between 1963 and 1967 4,899 babies
were born in the units, with a perinatal
mortality rate of 4.9 per 1,000. During the
same period 6,493 babies were born at home,
with a perinatal mortality rate of 9.8. In
1967 the perinatal mortality rate for the units
was 1.9 and that for home confinements was
11.5. Forty-six per cent. of the unit and
16% of the home births were to primi-
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gravidae. During all these years the Chelms-
ford group had perinatal mortality rates a
good deal lower than those for the country
or tne region. It seems unlikely, therefore,
that good unit rates were bought at the
expense of unnecessary disasters in trans-
ferred cases.-I am, etc.,

DAVID CARGILL.
Maldon, Essex.

Urinary Antiseptics
SIR,-I am writing about your summary

on nitrofurantoin (Berkfurin, Furodantin,
Furan, Nitoin) which appeared in Today's
Drugs (29 June, p. 812). Please allow me
two comments on this excellent review.
Your statement that " nitrofurantoin is

given in a dosage of 50-150 mg. six-hourly"
should be modified. As you know we are the
originators and developers of this drug and
we recommend 50 to 100 mg. four times a
day. A more accurate dose, especially used
in children and patients of less than average
size, is calculated on a basis of 5 to 8 mg./
kg. (2.2 to 3.2 mg./lb.) of body weight/24
hours, not to exceed 400 mg./day.

Your statement that nitrofurantoin is a
" urinary antiseptic " because it has " little
systemic antibacterial effect " should also be
clarified. We do not recommend Furadantin
as a systemic antibacterial, but it does not
necessarily follow that it should be classified
as a urinary " antiseptic." The product is a
specific urinary antibacterial. Although the
whole issue is a matter of semantics it might
be worth while trying to correct the confusion.

Since " antiseptics " are generally con-
sidered by most people to apply primarily to
products for the home-such as gargles and
certain cleaning preparations-the use of this
term should be avoided for psychological
reasons when referring to antibacterial drugs.
In other words, the three terms " anti-
bacterial," " antibiotic," and " antiseptic "
refer primarily to the same thing-that is,
antibacterial activity. The real question,
then, is not what a product is called but how
effective it is for the purpose recommended,
and nitrofurantoin has been proved to be an
effective urinary antibacterial.-I am, etc.,

A. J. BORRERO,
Director, Medical Services,

Eaton Laboratories.
N:w York, U.S.A.

Urinary Tract Infection

SIR,-We read with interest the comments
of Dr. David Brooks (21 September, p. 745).
During the past nine months we have been
studying patients with symptoms of acute
urinary tract infection. The difficulty of
making a clinical diagnosis has been pain-
fully obvious. Of 143 patients with symp-
toms, 60 had no pyuria (defined as more
than 10 pus cells per cummm. of uncentri-
fuged urine) or bacteriuria (defined as more
than 100,000 organisms per ml. of urine), 33
had pyuria only, 53 had bacteriuria and
pyuria, and 7 had bacteriuria only. Our
findings are, therefore, roughly comparable
to those of Dr. Brooks.
We have treated patients randomly with

sulphadimidine and nalidixic acid, and,
although our results are not yet complete,
examination of the urine fourteen days after

completion of therapy suggests that with
either drug three-quarters of the patients have
lost their pyuria and bacteriuria. It is too
early to know whether longer follow-up will
detect a significant difference between the
efficacy of the bacteriostatic sulphonamides
and the bactericidal nalidixic acid. We have
found a very low incidence of strains resis-
tant to sulphonamides-only one of 41
strains of Esch. coli and none of 7 Proteus
strains.

There are several possible explanations for
these discrepant results. Testing for sensitivity
to sulphonamides is notoriously difficult. In
the trial organized by the Bacteriology Com-
mittee of the Association of Clinical Path-
ologists' many laboratories wrongly reported a
sensitive Esch. coli as resistant. Robertson,2
who found a high incidence of strains resistant
to sulphonamides, did not add lysed horse blood
to neutralize sulphonamide antagonists in his
medium. Dr. Brooks states a nutrient agar
without para-aminobenzoic acid was used in his
trial but Garrod and O'Grady' point out that
other constituents of culture media may Ee
inhibitory. The inoculum size is also highly
critical. We suspend a small amount of growth
in 10 ml. of sterile quarter-strength Ringer's
solution and make a flood plate. This yields
semi-confluent growth. Any inhibition of growth
is taken to mean the strain is sensitive.

Sulphonamides have long occupied a pre-
eminent place in the treatment of acute
urinary tract infections. The evidence that
the development of drug resistance makes
their use less desirable is at present open to
question.-We are, etc.,

P. C. C. BROWN.
M. C. DONAGHY.
P. H. DOOTSON.
D. M. MACLAREN.
D. H. M. TITCOMBE.

Group Laboratory,
Stepping Hill Hospital,

Stockport, Cheshire.
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Acute Epiglottitis

SIR,-Dr. J. D. Andrew and others have
rightly drawn attention to the problem of
acute epiglottitis (31 August, p. 524). In
this centre the care of these children has been
primarily by laryngologists, and I should like
to draw attention to some additional aspects
of diagnosis and treatment which have been
fully recorded by Fearon,' who in 1962
described 4,148 children with croup seen
over a seven-year period at the Hospital for
Sick Children, Toronto. Seventy-eight of
these were diagnosed as acute epiglottitis. In
1967 alone 16 children were treated for this
condition.
The child with epiglottitis is usually sitting

up and slavering, severely distressed by
dyspnoea. Once alerted, it is inadvisable to
attempt to see the epiglottis without instru-
ments at hand to restore the airway immedi-
ately. Depression of the tongue is liable to
precipitate complete occlusion of the airway.
Deterioration may be sudden, so a " wait-
and-see " policy is rarely justifiable. Im-
mediate arrangements for bronchoscopy with-

out an anaesthetic are advised. The supra-
glottic tissues are sometimes so oedematous
and distorted that only a bronchoscope may
be passed into the trachea. A light general
anaesthetic may then be given and a formal
tracheotomy performed. In Fearon's cases
69%°, required temporary tracheotomy, and
no deaths occurred in his group with epiglot-
titis. Other authors have had similar experi-
ence.2 Suitable antibiotics and humidifica-
tion of the inspired air are essential adjuncts
,to tracheotomy in treatment.-I am, etc.,

R. STOREY FENTON.
Department of Otolaryngology,

University of Toronto,
Canada.
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Thalidomide

SIR,-After the lapse of time it may be
reasonable to inquire if there has been any
survey of the type of mothers who required
or demanded the exhibition of thalidomide in
the first three months of pregnancy. Here,
surely, there is some abnormality.-I am,
etc.,

RICHARD BELL.
Haydon Bridge,
Hexham, Northumberland.

Leukaemia and Reticuloses

SIR,-In the past few years there have
been several surveys into clustering in leuk-
aemia, but evidence of support has not always
been forthcoming.' Since 1942 the Danish
Cancer Registry' has kept cases of lympho-
sarcoma and reticulosarcoma registered sepa-
rately, suspecting that the aetiological factor
may be of viral origin, and that following
leukaemia in association with lymphosarcoma
and reticulosarcoma is necessary, as the
diseases are closely related. If cases of
lymphosarcoma and acute leukaemia occur
together a common aetiological agent might
be suspected.

I recently did a survey of death certificates
in the borough of Paddington (population
115,000) for the five-year period 1963-7.
This revealed 1,224 deaths from cancer, of
which 79 were due to leukaemia and reticu-
loses. In this group 20% of the deaths were
under 45, and 6 were under 14 (4 died from
acute leukaemia, one from Hodgkins, and one
from lymphosarcoma). This latter figure
represented the total overall cancer deaths in
this age group. The sex distribution was
about equal, but there was a greater incidence
of cases among the professional, executive,
and white collar workers.
An investigation was done to find out the

number of pairs of deaths not only in the
same street but also in the same or neigh-
bouring blocks of flats. I compared the inci-
dence of pairing among cases of leukaemia-
reticuloses, with stomach and colonic cancer
as a control, and also cross-pairing between
different groups-for example, stomach and
leukaemia-reticuloses, stomach and colon.
There were no overwhelming differences.
Leukaemia-reticuloses comprised 43 % of
total cases, carcinoma of stomach 37%, of
colon 30%, and cross pairing was also
approximately the same. There was no pair-
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