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An important point in this case wouk
appear to be that regeneration almost indis-
tinguishable from normal tissue had occurred
in less than six months from the date of the
primary operation in a vas, which had been
divided and resected with histological proof
of the fact. Obviously, therefore, precautions
to prevent this are extremely important. The
exact length of vas removed at the original
operation is not known but it is believed to
have been about 1 cm. In my experience, a
very reliable method of preventing such an
event has been to separate the planes of
tissue in which the two ends of the vas lie
as well as to take the normal precautions of
coagulation and ligaturing the two ends of
the vas. I have found that a purse string
suture around one end of the vas allows it
to be invaginated into a deeper plane of the
areolar tissues than the other end. I have
had no failures following this method of
performing the operation.-I am, etc.,

GEORGE T. WATTS.
General Hospital,
Birmingham.

SIR,-I am sure Dr. L. N. Jackson (14
November, p. 436) is right to point out that
male sterilization need have no untoward
psychological effects, but I doubt whether
he is justified in the criticisms he makes of
Mrs. Helen Wolfers's carefully written
paper (31 October, p. 297).
When he states that the Simon Popula-

tion Trust "has heard from many thousand
men who have undergone vasectomy and
not one of these, nor their wives, has
reported any adverse long-term psycholog-
ical or physical effects attributable to the
operation" he is merely showing up the
defects of relying on the answers to a postal
questionnaire as an adequate means of
follow-up.

Mrs. Wolfers made it clear that in five of
the seven couples interviewed by her there
was a history of psychological disturbance
prior to the operation as well. Surely the
point is that vasectomy may be unsuitable
for couples with psychosexual problems.-I
am, etc.,

MICHAEL HuMPHREY.
Department of Psychiatry,

St. George's Hospital Medical School,
London S.W.17.

Fibrinolytic Activity and
Oral Contraception

SIR,-Some time ago we had an opportu-
nity of studying the blood fibrinolytic
activity in ten women before and
approximately three months after they had
started taking chlormadinone acetate
(0 5 mg. daily) for oral contraception. In all
these subjects the blood fibrinolytic activity
as estimated by the euglobulin lysis time
(E.L.T.) method using an E.L.T. recorder'
showed an increase at the end of three
months (Fig. 1). Since the E.L.T. method is
a specific method for estimating the plas-
minogen activator content in the blood the
results indicate that these levels in the
blood were increased by the drug. On the
other hand, when the overall fibrinolytic
inhibitor levels were estimated by the
method of McNicol et al.2 it was found
that there was a fall in these levels at the
end of three months while on chlormadin-
one (Fig. 2).
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These results are in contrast to our

previous findings,3 when a decrease was
found in the blood fibrinolytic activity
(estimated by E.L.T. method) in women
taking chlormadinone compared with normal
women. No significant difference in
fibrinolytic inhibitor content was observed
when normal women were compared with
those taking chlormadinone. This discrep-
ancy is surprising, and it is suggested that
when comparisons of fibrinolytic activity are
made it would be advisable to do so "within
patient basis." Comparing subject to subject
may not show the true picture as it is well
established that the fibrinolytic activity
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varies from person to person.'-We are,
etc.,

I. SUDHAKARAN MENON.
MARY PEBERDY.

Royal Victoria Infirmary and
University of Newcastle,

Newcastle upon Tyne.
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Brucellosis in Veterinary Surgeons
SIR,-I have only recently received the

B.M.7. in which Dr. W. R. Thrower (11
April, p. 69) makes the following statement
concerning brucellosis: "A recent survey (to
be published) was made among veterinary
surgeons in Northern Ireland, a region
where cattle keeping standards are high.
Out of 123 subjects examined, 100 had sig-
nificant agglutination titres in their sera and
50 showed clinical evidence of infection."

I can only presume that Dr. Thrower is
referring to the survey carried out by me in
1967 with the bacteriological assistance of
Dr. W. J. McCaughey, as I know of no
subsequent clinical and serological survey of
this type in Northern Ireland.

I should like, therefore, to make several
comments on Dr. Thrower's statement.
Firstly, the figures quoted are not accurate
and refer only to the anti-human globulin
(Coombs) (A.H.G.) test. Such a high per-
centage of positive tests was found only in
veterinary surgeons working in private prac-
tice. Another group of veterinary surgeons,
employed by the Ministry of Agriculture in
Northern Ireland, had less evidence of
exposure to brucella antigen, which they
may even have acquired in previous private
practice. 2 Secondly, to say that 100 had
significant agglutination titres in their sera
is misleading. One hundred and seven out
of 118 veterinary surgeons in private prac-
tice had an A.H.G. titre of 1/20 or greater
against Br. abortus antigen,' but there is no
evidence that I am aware of to suggest that
this means anything more than previous
exposure to infection. Previous authors have
not specified what they consider to be a sig-
nificant level of A.H.G. titre,'' but a
complement-fixation titre of 1/16 or greater
has been said to represent activity of infec-

tion.3 I was able to show with this group of
veterinary surgeons that it was very difficult
to relate serological titres obtained by either
the A.H.G. test or the C.F. test with symp-
tomatology. There was some suggestion that
an A.H.G. titre of 1/160 or greater, or a
C.F. titre of 1/128 or greater, was more
likely to be obtained in those with recent
symptoms of brucellosis, but 33 veterinary
surgeons out of a total of 110 had A.H.G.
titres of 1/160 and no symptoms and 15
had C.F. titres of 1/128 or greater and no
symptoms.2 I suggest that the meaning and,
therefore, the value of these tests in clinical
practice is still far from clear.

I would particularly take issue with the
statement that 50 of the veterinary surgeons
showed clinical evidence of infection. In
fact, only 17 out of 121 veterinary surgeons
in private practice had symptoms which
were consistent with a diagnosis of
brucellosis and serological evidence of
exposure to infection.5 A total of 48 veteri-
nary surgeons admitted to symptoms, past
or present, which were in the brucellar
range. Of these, 31 claimed to have had
brucellosis previously, but a maximum of 19
of these diagnoses appeared to have been
justified. Of the 25 veterinary surgeons who
complained of symptoms within the
previous one year, six were probably suffer-
ing from some other disease and two had
negative serology, thus excluding the diag-
nosis.'

I do not wish to suggest that brucellosis
is not a serious health hazard to veterinary
surgeons, but rather that it tends to be
over-estimated. When one considers the
vagueness and the multiplicity of the symp-
toms of brucellosis and the large number of
veterinary surgeons who have evidence in
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their sera of agglutinins against brucella
antigen, it is easy to see that overdiagnosis
is something that must constantly be
guarded against. At present, the serological
tests for brucellosis in any patient must not
only be interpreted in the light of his symp-
tonatology, but also with cognizance of the
serological values obtained in the com-
munity in which he lives, and of his
epidemiological history.'2 Previous authors
have been too ready to accept a history of
symptoms obtained by questionnaire as evi-
dence of clinical brucellosis when allied to
positive serological tests, resulting in very
high reported incidences of the disease in
veterinary surgeons.87 Critical evaluation of
each individual is necessary to give an
indication of the true incidence of
brucellosis in any occupationally exposed
group.5-I am, etc.,

D. G. McDEVIrr.
Christian Medical College,

Ludhiana, Punjab,
N. India.
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*** Dr. McDevitt's letter has been shown to
Dr. Thrower, who makes the following
reply.-ED., B.M.Y.

SIR,-All concerned with brucellosis will
be gratified to see the final analysis of the
survey made on veterinary surgeons in
Northern Ireland. As might be expected,
practitioners likely to be in frequent contact
with infectious material revealed the effects
of such contact in their sera more strikingly
than those further removed from infection.
After all, human contact with many infec-
tious diseases does not necessarily mean
that an infection becomes clinically manifest,
and the intermittent nature of brucellosis
can make it notoriously difficult to relate
serology to symptoms.
There is good reason to believe that in

England somewhat similar findings would
result from a survey such as that made by
Dr. D. G. McDevitt, because, as is gener-
ally known, the incidence of overt infections
in veterinary surgeons is causing disquiet.
The serological reactions to brucella infec-
tions in bovines, the natural reservoir of Br.
abortus, would be more clear-cut than in
man but for the widespread use of vaccines,
and much attention has been given to this
problem since the present campaign started
to eliminate brucellosis from the United
Kingdom.
Those of us who have seen the human

disease in its various forms and its wide
variation in symptomatology and acuteness
appreciate how difficult it can be at times
to make an absolute diagnosis, even with all
laboratory aids. This is the chief reason
why what can be such a disabling disease
has never been notifiable-a pity, because
even now no one knows how widespread it
really is. It is to be hoped that the situa-

tions being uncovered during the eradication
of the disease from bovines is in no way in-
dicative of the position in human beings, in
whom missed diagnosis is commoner than
overdiagnosis even allowing for the fact that
symptoms may be attributed mistakenly to
Br. abortus. The number of these cases
must be infinitely smaller than those in
whom the disease is not diagnosed by fail-
ure to apply or to persist with whatever
tests are available.-I am, etc.,

W. R. THROWER.
Bridgwater, Somerset.

Hyperpyrexia after Anaesthesia

SiR,-The case of hyperpyrexia after
anaesthesia reported by Drs. Sheila Kenny
and D. A. H. Rolfe (21 November, p. 492)
differs in many respects from true malig-
nant hyperpyrexia.
The inpatient could not be described as

"fit and healthy" at the beginning of
anaesthesia as is usual in malignant hyper-
pyrexia.' He was febrile with a large bowel
anastomotic leak. No attempt appears to
have been made to exclude other causes of
hyperpyrexia during anaesthesia by blood
culture, etc.2 Malignant hyperpyrexia is rare
over the age of 45 and this patient would
be the oldest so far recorded.
A maximum recorded temperature of

105'F. (40-5-C.) is very low for true malig-
nant hyperpyrexia. The mean maximum
temperature in Britt and Kalow's series was
108° F. (42.2° C.).' Halothane and suxameth-
onium are the two agents commonly incrim-
inated as triggering malignant hyperpyrexia
and neither was used in this case. Sub-
sequent investigation of the patient and his
relatives for raised serum creatine
phosphokinase levels is not mentioned.

Finally, I would suggest that the lack of
muscle rigidity in this case can be explained
by the hypothesis that the rise in tempera-
ture was not from any abnormal muscle
metabolism but from the surgical complica-
tion.-I am, etc.,

G. M. HALL.
Department of Anaesthesia,
Edeware General Hospital,

Firware- Middleqex
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Angina and Indomethacin

SIR,-I have noted on occasion that the
anti-inflammatory drug indomethacin
appears to aggravate anginal pain in some
patients with this condition. Because this
effect of the drug has not previously been
reported in the literature, I carried out a
pilot investigation with a view to determin-
ing whether in fact indomethacin could
bring on or aggravate angina, and whether
significant electrocardiographic changes were
induced in patients taking this drug. The
following is a preliminary report on the trial
which is to be fully described elsewhere.

Dr. B. G. Wells, consultant cardiologist at
the North Middlesex Hospital, London,
kindly analysed the electrocardiograms.

Eleven patients (4 men and 7 women)
aged 31 to 74 (median age 59) with various
musculoskeletal disorders including two with
rheumatoid arthritis, four of whom had a
recent history of angina pectoris, had 12-
lead electrocardiograms and were then
instructed to take two 25 mg. capsules of
indomethacin at night. The E.C.G.s were
repeated after taking the drug for seven
days when the patients were questioned as
to development or worsening of anginal
pain. Electrocardiograms after exercise
were also taken before and after
indomethacin in seven patients (it was not
considered prudent to record after-exercise
E.C.G.s in those who had a past or present
history of angina of effort).
One patient who had angina for some

months previously developed myocardial
infarction four weeks after taking
indomethacin. The other three angina
patients did not observe any aggravation of
cardiac symptoms. Of the seven patients
with no history of angina one thought the
drug gave her palpitations, but none
complained of chest pain. One patient had a
normal E.C.G. before indomethacin and de-
veloped ischaemic changes of moderate
degree after taking the drug, one developed
an infarct as already mentioned, five had
minor E.C.G. changes of ischaemia before
indomethacin and showed some aggrava-
tion of ischaemia in E.C.G.s taken while on
indomethacin, and four patients showed no
E.C.G. changes after taking the drug.

It appears from this short series that
indomethacin can aggravate myocardial
ischaemia in some patients, and though the
occurrence of myocardial infarction in one
patient with a history of angina mav of
course have been fortuitous, the possibility
arises that this drug may predispose certain
patients to infarction. A controlled trial is
now in progress.-I am, etc.,

DOUGLAS GOLDING.
Department of Physical Medicine
and Rheumatology,

Princess Alexandra Hospital and Harlow Group
Hertfordshire and Essex.

Cardiff Infant Inflating Bag
SIR,-The Cardiff Infant Inflating Bag is

widely used for neonatal resuscitation. When
the description of the bag was first pub-
lished' it was intended that since the bag
would be mostly used by those relatively
unskilled in resuscitation it would normally
be used with a face mask (Rendell-Baker-
Soucek mask). This determined the safety
factors built into the bag.
We assumed that in those instances when

the baby was intubated there would neces-
sarily be a skilled operator present and that
the little bag would be squeezed in a con-
trolled manner. We have gained the im-
pression that this does not always follow,
and that a further safety factor is required
to prevent any excessive pressure which
might result from over-enthusiastic com-
pression of the bag when resuscitating an
intubated baby. The patient-outlet of the
inflating valve has therefore been modified.
A D-shaped slot has been cut along the
internal bore of this outlet, providing an
additional leak when the endotracheal
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