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overseas surgeons and the obligation of the
Royal Colleges to those hundreds of men
overseas who, having already passed the
primary fellowship, will be required to train
in Britain before proceeding to the final
examination. Their prospects are bleak
because of the hard core of men, unlikely
ever to become senior registrars, who, by
making a career at the registrar grade, are
blocking the training posts.

Excellent as the training programme is,
it is hard to see how " the scheme could . . .

restore the lost confidence and waning
enthusiasm about their career prospects
of young surgeons . . ." or of many already
not so young. The Royal Commission has
pin-pointed the need to control the element
of maldistribution at its source, but neither
the Commission nor your leader-writer has
found a remedy for the " anguished doubt "
of those already in the queue. " One obvious
answer," that " to increase the number of
consultant posts . . . would . . . increase the
number of training posts " is (happily)
welcomed in your article, which is a little
confusing since it runs counter to the
argument, developed earlier, in favour of
"substantially fewer " such posts.

Between the lines of your leading article
one may read how much there is to be done:
in the implementation of a training pro-
gramme; in the unblocking of training posts;
in the control of maldistribution and, possibly,
in the acceptance of a short-term relief pro-
gramme for the many trained but unsatis-
factorily employed surgeons (and physicians)
who are a standing reproach to the mis-
management of their elders. Myself one of
these, I am, etc.,

CHARLES WELLS.
University of Liverpool.

Leukaemia and Reticuloses
SIR,-We have read with interest the letter

from Dr. M. Tobias (19 October, p. 190)
describing his findings suggesting a possible
association between lymphosarcoma and
leukaemia.
We should like to record our experience

in the last 12 months, October 1967 to
September 1968, during which time we have
seen 10 new children with lymphosarcoma
and 13 with leukaemia. Nine patients came
from homes in Liverpool, two from Birken-
head, six from other local authority areas
included in the Merseyside conurbation, and
six from more distant parts of the Liverpool
Region; total population approximately 2k
million.

During 1966, 44 deaths under 15 years of
age were attributed to lymphosarcoma and
328 to leukaemia in England and Wales
(population 48,075,300), and the correspond-
ing mean annual rates over the preceding
five years are 33.8 and 343.8 respectively.'
From the Liverpool Regional Hospital Board
area population we should therefore expect to
see two to three new children with lympho-
sarcoma in any one year, and approximately
12-18 new cases of childhood leukaemia if
all such cases should be referred to us. It
is apparent therefore that the number of
children with lymphosarcoma diagnosed in
the last year is four to five times that expected,
whereas the number with leukaemia is not
excessive. The distribution of these cases in
tine is interesting in that all the lympho-

sarcomas became known to us during the
earlier part of the 12-month period, and the
majority of the leukaemias in the latter part.

Like Dr. Tobias our numbers are small, but
we must determine whether statistical analysis of
our observations would support a small epidemic
of lymphosarcoma. Clustering in time and space
is usually sought by techniques such as those
developed by Knox2 and we intend to continue
analysing our cases along such lines as was done
in the period 1955-64.' We would value advice
from statisticians as to whether other techniques
might produce more conclusive results, and also
be interested to learn whether other clinicians
have noted any apparent excess of lymphosar-
coma during the winter of 1967-8. If the
occurrence of such an excess does not become
apparent until mortality statistics have been com-
piled, the opportunity for useful field work to
investigate common aetiological factors may be
lost.

Histologically lymphosarcoma and lympho-
blastic leukaemia are probably the same
disease, and the clinical label is usually deter-
mined by whether haematological abnormali-
ties are detected at onset or later in the course
of the disease. It is not unreasonable there-
fore to suspect and to search for similar
preceding factors in the life histories of
patients with these diseases.-We are, etc.,

DOROTHY MAINWARING.
JOHN MARTIN.

Alder Hey Children's Hospital.
West Derby,

Liverpool 12
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Carcinoma, Smoking, and Rhodesian
Africans

SIR,-1 was very interested to read Dr.
Gerard J. Burke's letter (21 September, p.
742), because his suggestions about the pos-
sible causes -of carcinoma of the lung in the
African in the Bulawayo area closely parallel
the conclusions reached by me in a study
made when I was district medical officer in
Gwanda (a district of Matabeleland, south
of Bulawayo).'

I reported then that the incidence of cancer
of the lung in the Gwanda district is only slightly
less than that in European males in the U.S.A.
in 1950; in the case of the smaller group of
mining Africans the incidence is three times
that in males in the U.S.A. Nineteen out of 22
lung cancer cases (in the remaining three
histories were not available) had worked at some
time in mines or were at present employed there,
and the inference is that the cancer is an occu-
pational disease associated with mining. The
most likely specific cause is thought to be arsenic.
Tobacco smoking possibly plays a subsidiary
role as a summation factor.

In a subsequent series of 38 proved cases
of cancer of the lung which were admitted
to Gwanda District Hospital between January
1957 and November 1963 all except one
were miners or ex-miners, and 13 of them
had palmar hyperkeratoses. Of the 28
patients from whom smoking histories were
taken there were eight non-smokers; these
eight had mining histories varying from 13
to 33 years, with an average of 20.5 years.
The one non-miner out of the group of 38

cancer patients had smoked 24 cigarettes a
day for 14 years, which is a high consumption
for an African labourer. Only two of the
other 20 smokers exceeded eight per day.

This further study of cancer of the lung
in south Matabeleland therefore supports the
tentative conclusion reached in my earlier
analysis that tobacco smoking and some agent
connected with mining (probably arsenic) act
together as summation factors to cause cancer
of the lung in the African male population;
although either mining alone (in eight cases
in the present series) or tobacco alone (one
case) can with sufficiently intense exposure
also cause the disease. Professor M. Gelfand
(24 August, p. 468) comments on the unlikeli-
hood of atmospheric pollution being a factor
in the causation of lung disease in Rhodesia,
but the Gwanda cases suggest that the mining
environment may substitute very effectively
as a carcinogen for the contaminated air of
more highly urbanized societies in Europe
and America.-I am, etc.,

H. S. OSBURN.
Bulawayo,

Rhodesia.
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Malabsorption and the Skin

SiR,-We were surprised to read the letter
from Dr. Janet M. Marks and Professor S.
Shuster (16 November, p. 455), concluding
" with confidence " that the relation between
dermatitis herpetiformis and the enteropathy
with which it is associated is " indirect." We
were equally surprised to read of their
" astonishment" at the confusion that has
arisen over the relation between these two
diseases. Their own publications would
appear to have contributed to the confusion;
they omitted to include gluten sensitivity
among the suggested causes of the entero-
pathy in dermatitis herpetiformis,' and they
now dismiss the observation that the skin
lesions in dermatitis herpetiformis may
improve with a gluten-free diet as a mis-
interpretation or as due to increased absorp-
tion of dapsone. Our observation that in
the majority of patients with dermatitis
herpetiformis and an enteropathy the entero-
pathy improves when the patients are fed a
gluten-free diet2' has been confirmed by
other workers' and is now generally accepted.
The main point still leading to confusion

is whether or not the skin lesions also improve
on gluten withdrawal. We found some
improvement in the skin condition in five of
the seven patients after six months on a
gluten-free diet,' and there have also been
reports of two other patients whose skin
improved with this diet. ' We have now
studied six of our patients for a year and
one for six months on a gluten-free diet, and
also studied all seven three months after re-
introducing gluten into the diet. We should
like to summarize the findings here, since
they confirm that in a proportion of patients
the skin disorder is closely influenced by the
present or absence of gluten in the diet.

While taking the diet three patients became
free of skin lesions and required no dapsone,
and a further three showed a substantial reduc-
tion in the amount of dapsone required for con-
trol of their skin disease. On reintroduction of
gluten all three patients whose skin disease had
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cleared relapsed and required dapsone again,
and of the three patients whose dapsone require-
ments had fallen two needed an increased dose
in order to control the skin lesions. The changes
that occurred in the macroscopic appearances
of the small intestine, in the heights of the intes-
tinal villi and of the surface epithelial cells, in
faecal fat excretion, and in serum and red cell
folate levels as a result of the diet, and their
reversal on reintroducing gluten, were all com-
patible with gluten sensitivity.

These recent findings will be reported in
full elsewhere, but to our mind they demon-
strate that in a number of patients the skin
disorder is influenced by a gluten-free diet,
and that there is a direct relationship between
the gut and the skin in dermatitis herpeti-
formis. The fact that in some patients the
skin lesions do not improve with a gluten-free
diet does not negate the fact that they do
improve in others. It was apparent from
our studies that improvement in the skin
disorder in response to the gluten-free diet
may take a considerable time.

Failure of other workers to observe
improvement in the skin condition on gluten
withdrawal may be due to: inadequate length
of time on the gluten-free diet; failure of
the patient to keep strictly to the diet ; and,
since the enteropathy in idiopathic steator-
rhoea or in dermatitis herpetiformis does not
always respond to a gluten-free diet, pre-

sumably, therefore, by analogy, the skin
lesions cannot be expected to respond in all
patients with dermatitis herpetiformis.

Since idiopathic steatorrhoea is known to
have a genetic basis7 it is likely that the
gluten sensitive enteropathy in dermatitis
herpetiformis will also have a genetic basis;
nevertheless this does not exclude the possi-
bility that a similar or related acquired defect
is responsible for both lesions.-We are, etc.,

LIONEL FRY.
The London Hospital,
London E.1.

R. M. H. MCMINN.
King's College,
London W.C.2.

A. V. HOFFBRAND.
Royal Postgraduate Medical School,
London W.12.
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Mountain Accidents
SIR,-Details of mountain accidents for

1967 are given in the Tables. The figures are
based on accident report forms returned from
official mountain rescue posts to the Mountain
Rescue Committee. There are now 65 official
mountain rescue posts; they are situated in
all the mountainous areas of Great Britain.
In all cases the victim sustained physical
injury, but in addition to the accidents
recorded many searches and rescues were
undertaken for persons lost, cragfast, or
trapped in caves ; also 200 cases of injury
to skiers were reported for the year, chiefly
in Scotland.

There has been a slight increase in the
total number of mountain accidents in 1967
compared with 1964 and 1965.1 However,
there were. slightly more accidents in 1966
than 1967. This pause in the steady increase
in the number of accidents each year was
probably due to the widespread epidemic of
foot-and-mouth disease in the last quarter
of 1967. During this time the number of
walkers and climbers was greatly reduced by
voluntary co-operation of walkers, ramblers,
and climbers with the farmers and agricul-
tural authorities.

Table I shows that roughly one quarter
of accidents have occurred in each of the
three main climbing areas-Wales, the Lake
District, and Scotland-with the Pennines

and sea cliffs making up the remaining
quarter. The accident incidence in the
various hilly districts remains practically
constant. Table I also shows that again the
proportion of accidents between walkers,
climbers, and cavers remains constant when
compared with previous figures.' It will be
seen that there are a few more walkers than
climbers involved in accidents.

TABLE IT.-Nature of Injury
Head and back including fractures ... S4
Fractured limbs .82
Heart attack ... I
Exposure and frostbite i8
Found dead. ... 3
Drowned . .. ... ... 13

Injuries to the lower limb and head are
the most common type of injury encountered.
The wearing of a firm protective helmet
(similar to the industrial helmet) by climbers
is increasing, but the fashion is not yet
sufficiently established to reduce the number
of head injuries.

Inflatable "jet" splints have been used
with satisfaction in the first-aid management
of fractures of the lower limb.2 ' Inflatable
splints have only been issued to selected and
experienced mountain rescue teams. Instruc-
tions have been given to users to keep the
pressure in the splint at a minimum consistent
with the immobilization of the fractured limb,

TABLE I.-Analysis of Mountain Accidents in 1967

District Tota Injured Fatal Climbing Walking Caving

Wales .. .. .. 37 34 3 16 211(3)
Pennines .18 8 10 3 2 13 (10)
Scotland .. 50 41 9 22 (3) 28 (6) 0
Lake District .. 54 47 7 17 (2) 35 (5) 0
Sea cliffs, including Scot-
land and others .. 11 3 8 9 (7) 2 (1) 0

Totals .. .. 170 133 37 67 (12) 90 (15) j13(10)

Pigures in parentheses are fatalities and are inclusive.

to reduce the pressure in the splint every one
or two hours according to the state of the
patient. No report of any untoward effect
has been received following the use of these
splints.
Drowning accidents have increased propor-

tionally with the increase in cliff-climbing,
chiefly on the South Coast and Cornwall.

TABLE III.-Causes of Accidents (Where
Known)

Slips .109Begay failures . .. 3
Climbing alone. ... ... 6
Loose rock ... ... ... ... 9
Abseiling ... ... ... ... 2
Glissading ... ... ... ... 1
Bad weather. ... ... 8
In caves. ... ... ... ... 11
Swept into or falls into the sea ... 6

As previously reported,' almost half of all
accidents in mountainous areas happen to
young people aged 21 or less. This high
incidence of youth in mountain accidents has
been stressed by the Central Council for
Physical Recreation, the Scottish Council for
Physical Recreation, and the Mountain
Rescue Committee. A mountain leadership
training board has been set up by interested
bodies under the aegis of the Central Council
for Physical Recreation. A certificate of
mountain leadership is being instituted. It
is hoped that leaders of youth groups will
be encouraged to take this certificate and
thereby obtain a reasonable knowledge of
mountaineering and suitable first aid for the
hills. Cases' of exposure show an increase.
This may be partly due to the better recog-
nition of the condition by rescuers owing to
wider publicity in mountaineering and medical
journals.'-'-We are, etc.,

N. F. KIRKMAN.
Honorary Issuing Officer for Morphia

and Equipment Officer.
M. K. HARTLEY.
Honorary Secretary.

Mountain Rescue Committee.
Manchester.
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Chloroquine-resistant Malaria in
West Malaysia

Snt,-We wish to report the occurrence of
chloroquine-resistant Plasmodium falciparum
malaria in the south of West Malaysia, an
area in which this has not previously been
recorded.

Chloroquine-resistant falciparum malaria
was first noted in Malaya in September 1962,
among Commonwealth military personnel
operating in Perlis along the Malaya-Thai-
land border.' Sandosham' recorded a further
instance in which infection appeared to have
been contracted at Tanjong Rambutan, near
Ipoh in Perak. He stated "this is the
furthest south in Malaya where chloroquine-
resistant falciparum malaria has been
recorded."
The Ministry of Defence (Army) set up an

investigation to ascertain the incidence of
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