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Infectious Diseases: Do they Matter ?

SIR,-" Everyone knows that infectious
diseases hardly matter." This quotation from
Dr. H. W. Ashworth's admirable "Personal
View" (25 October, p. 231) seemed at first
not to be worth a challenge. No doubt Dr.
Ashworth really meant to convey that death
and illness from communicable diseases have
dramatically declined. We may all agree and
be grateful that this is true.
The trouble about letting it go at that

is that attitudes to communicable diseases
oscillate crazily from the extreme view that
they hardly matter to the other that an old-
fashioned plague has stricken us, so we
need to find whose head should roll. The
one error begets the other. Perhaps it is
enough to mention that the public and press
retain a real interest in such matters as rabies,
deformities after rubella, smallpox importa-
tions, the common cold, antibiotics, food-
poisoning, and methods of immunization.
Their interest is well founded, as your com-
munications on epidemiology show us week
by week.
We need to understand infectious diseases

in order to treat and prevent them rationally,
and we shall not do so if we allow anyone to
think and say that they hardly matter. The
way to ensure that they will matter more
than they ought is to underestimate their
significance.-I am, etc.,

JAMES HOWIE.
Public Health Laboratory Service,
London W. 1.

SIR,-The quite incredible statement
"Everyone knows that infectious diseases
hardly matter" expressed by Dr. H. W.
Ashworth in his " Personal View " (25 Octo-
ber, p. 231) cannot pass unchallenged. Are
we to accept that 100 deaths per annum from
acute meningococcal infection, outbreaks of

acute gastroenteritis with several deaths, latal
cases of meningoencephalitis from infection
with herpes simplex, Coxsackie, E.C.H.O.,
and other viruses " hardly matter " ? Do we
gloss over the fact that for all practical pur-
poses the whole range of the Salmonella genus
as well as Shigella sonnei are antibiotic-
resistant, and that the totally indiscriminate
use of drugs in these infections has led to
the alarming problem of transfer resistance
factor? Do we ignore the emergence of a
vast range of infection with viruses and
agents such as Mycoplasma pneumoniae and
Toxoplasma gondii, all fraught with the possi-
bility of morbidity if not mortality ? Surely
it is time we freed ourselves from the fallacy
of a world without infection, and faced
squarely the fact that a very large part of
acute medicine relates to infection. One need
only mention multiple sclerosis and leukaemia
as conditions in which modem research
indicates a possible infectious aetiology.
As for infectious diseases being an un-

popular subject, I would refer Dr. Ashworth
to generations of past students of the Royal
Free Hospital. In their two weeks' residence
in the infectious diseases unit they found a
form of acute medicine not to be found else-
where, and many have paid testimony to the
value of this experience as a preparation for
general practice.-I am, etc.,

A. MELVIN RAMSAY.
Carshalton, Surrey.

Death and Resuscitation
SIR,-Dr. Alec Paton's personal approach

to the subject of resuscitation is most
refreshing (6 September, p. 591). We all
know how fearful is the problem in real life.
Only last week I admitted to our cottage
hospital an emphysematous man for whom
death's kind hand was at last outstretched

after many years of suffering. The ambulance
men, finding him in extremis, were itching
to take him bells a clanging to the district
general hospital for resuscitation, and were
scarce restrained by sister, who had already
been informed that he was beyond salvage
(he would have been nursed at home but for
his wife's exhaustion).

This little incident was nothing, however,
compared with what happened last spring.
A splendid old man of 84, ex-ship's pilot, was
slowly breaking up under the impact of a double
carcinoma. He had lost 4 st. (25 kg.) in weight,
and was suffering such misery from the pains
of bone secondaries that palliative radiotherapy
became necessary. The day after his admission
to the radiotherapy unit a sudden massive bowel
haemorrhage occurred and he was soon uncon-
scious. And then what happened? Action
stations! He was transfused with five pints of
blood, revived, given his radiotherapy, and sent
home to endure another four months of increas-
ing pain and cachexia, a burden to himself and
his family.

Soon after his resuscitation I wrote to the
consultant asking if the houseman concerned
could be gently reminded that there are per-
haps occasions when enthusiasm should be
curbed. To my surprise and consternation
the reply stated that it was not the houseman
but the consultant in person who had ordered
the transfusion. It was appreciated, the reply
said, that the feelings in my letter were sin-
cerely meant, but " one cannot stand back
and see a patient die of haemorrhage."

Death, it seems, must be prevented when-
ever possible, whatever the ultimate costs,
no matter how painful the period of repay-
ment by the patient and his relatives. If one
discounts the inhumanly human situation
of deliberate torture the fear of death is
normally divisible into two parts: the fear
of death itself, and the fear of the suffering
that may have to be endured before death.
Have we now to add a further dimension,
the fear of resuscitation ?
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Many doctors used to feel that the greatest
of our professional hazards was the mistake
that kills. Has it now been usurped by that
which keeps the patient alive ?-I am, etc.,

MEYRICK EMRYS-ROBERTS.
Walton-on-Tharmes,

Surrey.

Surgical Treatment of Peptic Ulcer
SIR,-The article by Mr. J. L. Dawson

(11 October, p. 102) on the present position
about the operative treatment of peptic ulcer
is concise and comprehensive, and raises
points of considerable interest.
The criticism of the performance of vago-

tomy and pyloroplasty rather than resection
in the case of gastric ulcer-and thereby
running the risk of missing an early
carcinoma-is one such point. However, it
is not only malignancy in the obvious gastric
ulcer which is in danger of being missed.
There are a number of patients in which

surgery is performed for " proved " duodenal
ulcer, where, on opening up the specimen
after performing a partial gastrectomy, a
second peptic ulcer is found in the stomach.
One cannot depend on negative findings at
the time of the laparotomy, as there may be
no external signs whatsoever of the presence
of an ulcer in the stomach. Nor can one
depend on negative x-ray findings.
The performance of a four-quadrant biopsy

of the ulcer and frozen section examination
is indeed essential at the time of operation
if the ulcer is not to be resected, but this
only safeguards the patient with the gastric
ulcer which happens to be obvious at laparo-
tomy. Inspection of the gastric mucosa can
be carried out through a gastrotomy incision,
but this, combined with the taking of a
biopsy of the ulcer, adds to the length and
severity of the operation, and tends to destroy
one of the attractions of " vagotomy and
pyloroplasty "-that of being a lesser pro-
cedure.-I am, etc.,

NORMAN PITT.
London W.I.

Testing for Phenylketonuria
SIR,-While accepting the criticisms

levelled at your news paragraph headed
"Testing for Phenylketonuria " by Dr.
J. A. J. Macleod (11 October, p. 112), I
trust that his comments will not deter the
people who may wish to introduce a more
certain programme for the detection of
phenylketonuria.

I commend to Dr. Macleod our report of
experience in the South-Eastern Scotland
Hospital Region,' comprehensive coverage of
which by the Guthrie test operated from
Stevenson's laboratory in Stobhill, Glasgow,
provided the basis for further studies and
recommendations. These are very flexible in
that specimens can be taken anywhere by an
appropriate person at any time from the sixth
day, but preferably before the fourteenth. We
reserve the right to change at any time to
any other fully tested method which enjoys
the same advantage as the Guthrie test. Any
nationally recommended method must be as
easily applied in a shepherd's remote moun-
tain cottage 100 miles (160 km.) from a
laboratory, but relatively near a mailbox, as
in the population clustered tightly around
Lewisham. Dr. Macleod will no doubt ap-
preciate the possible difficulty in mailing a
capillary tube of plasma to Glasgow from a
Hebridean croft. We also acknowledge the
advantages in chromatography or in a dual
programme of bacteriological and biochemical
screening, but for the above reason we see
difficulties in the mailing of capillary speci-
mens although there are methods for assuring
safe transport used, we believe, by some of
our colleagues in Scotland.

H.M.(69)72 does not, of course, apply to
Scotland but English administrators are no
doubt well aware of it and may already have
drawn to it the attention of all concerned
with putting it into practice. I think the
document is at least a very fair one which
makes provision for the continued use of
other established methods and probably for
the trial of new ones. In a day when there
are doctors who on grounds of expense are
yet unconvinced of the justification for screen-
ing all, rather than " at risk," newborn in-
fants the cost of each test from the taking
of blood to the mailing of final results to

the doctors concerned will appeal to every
Scot from the Farquhars of Invercauld to the
Macleods of the Outer Hebrides, and cer-
tainly to administrators of any nationality.
These comments are, of course, personal

ones, and are not those of the working party
on phenylketonuria whose report (5 October,
1968, p. 7) has provoked this correspondence.
-I am, etc.,

JAMES W. FARQUHAR.
Department of Child Life

and Health,
University of Edinburgh.

REFERENCE:
1 Consultant Paediatricians and Medical Officers of

Health of the S.E. Scotland Hospital Region,
British Medical 7ournal, 1968, 1, 674.

SIR,-Dr. J. A. J. Macleod's letter (11
October, p. 112) implies that as a screening
test for phenylketonuria the Guthrie test is
inferior to the Scriver test, and is already
being replaced by it in some areas. Before
reaching any conclusions your readers might
wish to consider the following points:

(1) It is generally agreed that of the inborn
errors of metabolism only phenylketonuria satis-
fies criteria for mass screening, at least at the
present. Suitability for detecting phenylketon-
uria must therefore be the decisive considera-
tion in selecting a test.

(2) The Guthrie test appears superior for this
purpose to the Scriver test because it is semi-
quantitative, because collection and transport of
specimens are easier, and because samples are
less likely to deteriorate in transit.

(3) The fact that the Scriver test will detect
a proportion of other inborn errors of metabo-
lism is extremely useful to those looking for ex-
amples of these conditions or in research, but
this is not relevant here. Indeed, if we were
mass screening for, say, homocystinuria, histidin-
aemia, or hyperprolinaemia, the Scriver test
would not be suitable because it does not pick
up a sufficiently large proportion of these cases.

(4) If, as is conceivable, the time comes to
replace the Guthrie test, the choice is unlikely
to fall on the Scriver test, which is not readily
adaptable to automation and depends on per-
sonal interpretation of the chromatograms. The
decision of what is normal or abnormal is there-
fore of necessity arbitrary, and, for example, if
all cases of mildly raised tyrosine levels were
followed up the retest rate might be as high as
10%.1

The Scriver test is used routinely in our
hospital and we find it a most valuable test
in the laboratory, but not for mass screening
for phenylketonuria.-We are, etc.,

R. L. NEWMAN.
J. STERN.

Queen Mary's Hospital for Children,
Carshalton, Surrey.

REFERENCE
1 Clow, C., Scriver, C. R., and Davies, E.,

American 7ournal of Diseases of Children,
1969, 117, 48.

The Consultant's Job
SIR,-The first fallacy in the document

The Responsibilities of the Consultant Grade'
is that men will progress evenly to consultant
posts in eight years after qualification. Many
will not achieve the required level in eight
years, or ever. Places for these people should
be found in their specialty, if they so wish,
below consultant level. They will not be
happy at having failed to reach their goal,
but such is life.
The second fallacy is to be found in the

proposition that after eight years' training
a man will spend 33 years as a consultant-
appointed at 32, retiring at 65. There would
be four times as many consultants as trainees.
The complexities of modern medicine and
surgery demand teamwork, and a team must
have a captain and a chain of command.
How are the hospitals to be covered by
"resident" staff ? How are operating lists
and outpatient sessions to be organized ?
How are consultants to obtain enough experi-
ence to be worth consulting ?

These reflections are sufficient to show that
the proposals in the report are entirely im-
practicable, and one wonders why authors
should have put their names to it. It is
possible, as Dr. G. F. M. Pierce and his
colleagues (9 August, p. 362) say, that many
of them have a severely limited knowledge
of regional consultant responsibility; or that
they share the belief of modern planners that
there is something magical about the present
time which allows the accumulated experience
of generations (as a result of which the pre-
sent world-wide hospital hierarchy system has
built up) to be cast away.
The really fundamental error in the report

from which all others have stemmed is to be
found in paragraph 6 (i). The Spens Committee
was not concerned, as this paragraph implies,
with postgraduate training programmes but with
remuneration. The Spens Committee assumed,
on very scant evidence, that men were appointed
to consultant posts at 32, and recommended
salary scales which in their view were appro-
priate for men of this age and experience. In
practice, as the report shows in paragraph 17,
they are not appointed until 37 or 38. This
has meant that most of those in hospital service
since it began, who have held or hold senior-
registrar or consultant posts, have always been
held stationary for five to six years, both in
progress and pay. Recent awards of the
Kindersley Review Body have made a belated
attempt to correct this by raising the top level
of the senior-registrar scale, but these awards
have done nothing to correct past injustice.
The numbers of men in training, the lack of
consultant posts, and the obsession with the
" Spens age 32," has led to a gap between
the senior registrar and the consultant and the
report is an attempt to close it. It is imprac-
ticable to try to close it by turning all the
registrars into consultants and all the consultants
-into registrars.
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