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workers spread the belief that lassitude and
irritability presage a heart attack the suffer-
ing will be of a different order. The flood
of patients already needing reassurance about
their hearts will become an unmanageable
torrent. The sight of a patient arriving by
taxi and carrying his suitcase to the intensive
care ward (presumably having "lost more
than 80% of his usual capacity for physical
effort") might cause sardonic amusement to
those of us who have always believed that
the usefulness of these wards has been
exaggerated. One views with less equanimity
the pathetic friend or colleague who has
developed a neurosis believing that his
irritability and lassitude may be the
harbinger of death.

If doctors and especially cardiologists
believe that these symptoms are due to
anxiety and not coronary artery disease it is
their duty to state this quite clearly, since
silence may be assumed to be tacit approval
for the concept that lassitude, deteriorating
business efficiency, rising tensions, and an
80% loss of the usual capacity for physical
effort but without angina are valuable pre-
dictive evidence of coronary artery disease.
I am, etc.,

P. B. S. FowLER

Charing Cross Hospital,
London W.C.2

Breast-fed Infants and Gastroenteritis

Sm,--I read with great interest Mrs.
Catherine L. Bullen and Dr. A. T. Willis's
paper (7 August, p. 338). It recalls previous
attempts by nutritionists, pathologists, and
not least paediatricians to find a formula
which would produce and maintain in the
artificially fed infant who develops a pre-
dominance of E. coli in the stools the lacto-
bacilliary bifidus flora of the breast-fed baby,
which has been regarded as the safeguard
against Gram-negative enteric infections.
The authors rightly assume that the shift
from the physiological to the E. coli flora is
mainly attributable to the nature of the food.

In the search for a feeding formula pro-
ducing a predominantly lactobacilliary
intestinal flora various modifications of cow's
milk were not effective unless the carbo-
hydrate content was increased by the
addition of a mixture of two or three carbo-
hydrates to bring it to the level of
breast milk or above.-3 The present fashion
to feed the newborn and premature baby on
full milk formulas without the addition of
sugar is bound to increase their liability to
Gram-negative infection. Therefore the
bacteriological control of the faeces should
be part of their care.

It has been found that in the absence of
breast milk this danger can be minimized
by feeding on diluted cow's milk with
5-10% carbohydrates.
The results of the experiments by Mrs.

Bullen and Dr. Willis are of considerable
clinical value. They underline once more the
superiority of breast milk and support the
argument that the prophylaxis against
enteric infection in the young infant can be
achieved by alimentary means. Their
endeavour to find the key to a breast-fed
type of pH and flora in bottle-fed babies will
be welcomed by paediatricians and babies
alike.-I am, etc.,

MARTHA DYNSKR-KLEIN
London W.1

1 Bessau, G., Monatsschrift fur Kinderheilkunde,
1937, 68, 297.

2 Finkelstein, H., Sauelingskrankheiten, Amsterdam,
Elzevir, 4th edn., 1938.

3 Stone, E. L., The Newborn Infant. Washington,
Lea and Febiger, 3rd edn., 1945.

Vasectomy

SIR,-Further to the letters of Mr. N. A.
Regan (23 October, p. 233) and Mr. J. A.
Williams (13 November, p. 426) I should
like to add a technical point in the operation
which has not been emphasized-namely,
that only one skin incision is required. This
serves to simplify the procedure yet further
when carried out under local anaesthesia.
Furthermore, it is my impression that this
lessens the chance of postoperative haema-
toma formation on the assumption that a
certain amount of bleeding will occur from
the cut edges of the underlying dartos
muscle, and therefore one incision is safer
than two. Of course care must also be taken
with the vascular bundle which immediately
surrounds each vas.
A single 1 cm skin incision is placed

anteriorly in the midline raphe of the
scrotum. Each vas in turn can then be drawn
through this incision with dissecting forceps
as a cleanly isolated loop. Thereafter the
operation proceeds in much the same
manner as described by Mr. Williams. One
vertical mattress catgut suture, which in-
cludes the underlying dartos, is used to
close the wound with the knot placed deeply.
Finally, the patient is given a suspensory
bandage to wear postoperatively for a few
days. Many are able to go back to their
jobs that same day. In a fairly large series
of cases haematoma formation has only been
a mild complication in three patients (1-2%).
-I am, etc.,

J. McKENzra BucHANAN
Newcastle,
staffs

Payment for Surgical Footwear

SiR,-Before 1 February 1965 patients who
were prescribed surgical footwear paid £3
towards the cost. Patients on social security
and old age pensioners were exempted. This
charge was removed completely after this
date.

Since everyone living in Britain must by
the dictates of civilization wear shoes, it
does seem reasonable that those who are
wearing surgical footwear should pay at
least a proportion of the cost because they
would normally spend perhaps up to £10
a year on buying shoes for themselves. It
is worth mentioning some statistics to show
the cost of this service to the taxpayer. A
pair of women's surgical shoes cost £17-30,
and the cost of a pair of men's surgical
shoes is £18-5. In addition, almost all sur-
gical shoes have certain modifications and
insoles, so that the cost works out at £21-50
approximately for a woman's pair of shoes,
and approximately £22-50 for a man's pair
of shoes. It may come as a surprise to most
of your readers that all repairs and altera-
tions are done at the State's expense, and
this works out for a woman at £2-90 for
soles and heels and for a man at £3-20.
The total cost for surgical footwear at one
of the hospitals where I work during the
period of April 1970 to July 1971
reached the total of £1,574-18. The
Department of Health some time ago
gave the estimate of cost for surgical shoes

for England and Wales for one year as £1-2m.
I would like to see more effort made to

look at the N.H.S. critically for common-
sense saving.-I am, etc.,

NIGmE H. HARms
London W.1

Handicapped Children in Preschool
Playgroups

SIR,-Dr. Elizabeth Grantham (6 November,
p. 346) draws attention to the possibilities of
useful co-operation between playgroups and
paediatric and local authority services in the
care of young handicapped children. Her
diagram suggests a possible pattern for this,
based on experience in the Peterborough
area. The P.P.A. branch there is unusually
fortunate in having its own medical adviser
who understands the significance of parent
involvement. By no means all areas have
playgroup advisers (suggested in the dia-
gram as a necessary link in placement and
follow-up), though a trend to appoint such a
person is now developing, particularly in
educational priority areas.

It needs emphasizing that P.P.A. play-
groups are intended primarily for 3- and 4-
year olds, since we believe that most child-
ren are not ready before 3 to spend a whole
morning away from mother. Handicapped
children need the stimulus of play as early
as possible, and for this reason the idea of
the opportunity class or playgroup for the
under-3 stage (irrespective of age) has gained
ground, and can often be a bridge to an
ordinary playgroup.

In my own experience an opportunity
playgroup has furthered interdisciplinary co-
operation in assessing the future educational
needs of handicapped or developmentally im-
paired children. It has also shown how eager
the supervisors, helpers, and mothers are to
promote a child's development, and how
necessary it is to devise a simple system of
observation and recording so that individual
play programmes of positive value can be
planned and their results assessed. Ideally,
before entry to the group each child should
have an accurate appraisal of his stage to-
gether with an indication of his specific
needs for helping progress to the next stage,
but the latter is an area in which there ap-
pear to be very few guide-lines at present.-
I am, etc.,

JANE GRUBB
Medical Adviser, Opportunity Playgroup,

Stoke Mandeville Stadium, and
P.P.A. Area Organizer, Oxford City

Oxford

Normal Range for Serum Transaminases

SIR,-Using optimized test packs from
Boehringer Mannheim, Professor D. N.
Baron and others stated (4 September, p.
583) that they found normal values for
serum transaminases lower than those given
in our information sheet. We are pleased
that a discussion on these normal values
and their determination has thus been
stimulated. We would like to make the
following remarks.
The normal values given in our instruc-

tion sheets were taken from a publication
by Laudahn et al.1 These authors examined
11,000 persons in Berlin in an attempt to
identify unrecognized liver diseases. Serum
transaminase levels were determined in
4,600 people using the optimized test packs,
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and 3,980 were then selected. All these
people showed no pathological changes at
the time the blood was taken, had never
suffered from liver diseases or jaundice, and
did not habitually consume large quantities
of alcohol. This group was regarded as
"clinically fairly healthy." The distribution
of the transaminase levels corresponded to
a log normal curve. It was shown that for
the establishment of the normal range limit
sex, age, weight, and size needed considera-
tion. The range of normal values we derived
from this investigation were given as
orientation values for persons of normal
weight, normal size, and medium age. We
differentiate only between the sexes.
The population examined by Professor

Baron and colleagues is obviously different
from that of Laudahn et al. According to
the tables given by Laudahn, these persons
must have been, on average, younger or of
smaller size and/or of lower weight.
Furthermore, the techniques and measure-
ment employed by Professor Baron and col-
leagues and Laudahn et al. were different.
Both of them used Boehringer Mannheim
optimized reagent packs which follow the
recommendation of the German Society of
Clinical Chemistry.2 The Laudahn group
performed their assays at 25°C. In contrast
the Baron group worked at 35°C and re-
duced their values by mathematical con-
version to 25°C. Unfortunately they did not
give their conversion factors. The conversion
of measured results, determined at different
temperatures, is always problematic. The
problem is particularly severe as soon as
isoenzymes with different factors for tem-
perature conversion occur in the serum.
We feel that before any statement of

normal values can be generally accepted the
values of several laboratories should be con-
sidered. It would be useful to determine the
range of normal values for temperatures
commonly used for the determinations, and
any laboratory publishing its results should
give exact details on the population ex-
amined. We would like to hear more from
Baron et al. on the normal values valid at
35°C, and details on the population taken.

Conversion factors for different tempera-
tures should-if at all-be permitted only,
if many determinations on a large number
of normal and pathological sera have been
performed at the same time at different
temperatures. In this way not only the con-
version factor but also the variation co-
efficient for this factor can be given. The
conversion factors should be used only, if
such examinations prove that the variation
coefficient is small compared with the varia-
tion of the method.-We are, etc.,

W. GRUBER
H. U. BERGMEYER

Boehrinaer Mannheim GMBH,
B-ochemica Werk, Tutzine,
Federal Republic of Germany

I Laudahn, G., Hartmann, E., Rosenfeld, E. M.,
Weyer, H., and Muth, H. W., Klinische
Wochenschrift, 1970, 48, 838.

2 Zeitschrift fur klinische Chemie und klinische
Biochemie, 1970, 8, 658.

V.D. Statistics

SIR,-Dr. L. Watt (4 December, p. 623) is
right to draw attention to the difference be-
tween the number of persons attending and
the number of registrations recorded in
venereal disease clinics, but he is wrong to
impugn me. If he should re-read my article

(6 November, p. 342), to which he refers he
will find my words chosen with forethought,
for I referred to cases of this and that, to
patients (including "repeaters"), and registra-
tions (not all have infections) each in the
correct context.

In Newcastle we are well aware of dual
diagnoses, and have kept detailed statistics
such as the Department of Health now call
for since 1964, so we have little to learn as
Dr. Watt's letter suggests to the contrary,
nor are we guilty of "ovenereologistics" (my
word for cooking the V.D. books).

Dr. Watt suggests that exaggeration serves
no useful purpose. In 1970, the number of
persons attending the clinic at Newcastle was
3,531 and the number of registrations, in-
cluding those seeking reassurance only,
was 3,778. On this basis, the national regis-
tration figure of 250,000 represents a total of
232,500 persons registered at clinics in
England and Wales in one year. The
exaggeration amounts to 7% and in my
opinion causes less harm than befogging the
issue each time with a resume of statistical
and accountancy methods.

I said in my article "drawing lurid pic-
tures and quoting dire consequences should
have no part in educating the public in V.D.
today." I agree with Dr. Watt that we must
disseminate knowledge rather than fear and
I for one do not subscribe to the view that
there are "12 venereal diseases." On the
other hand, the public must be appraised of
the situation statistically, and if we acquaint
it of an approaching epidemic we imply that
V.D. is to be avoided if possible-that is, is
to be feared. If not, what is the fuss? I go
further and insist that sexual promiscuity,
quite apart from its sequalae of pregnancy
and disease, is sordid and not conducive to
ultimate happiness. Education must extend
to include awareness of wholesome human
relationships. It is absence of this which
results in venereal disease so besetting the
country today.-I am, etc.,

A. S. WIGFIELD
Newcastle General Hospital,
Newcastle upon Tyne

Hospital-based Social Workers

SIR,-I would like to support every point
raised by Drs. J. A. Harrington and P. A.
Barker (27 November, p. 562).
For the first time since we have opened

this rehabilitation unit 16 years ago we are
having great difficulty in recruiting suitable
social workers as valued members of our
rehabilitation team. They not only look after
the interests of the patients, who may come
from Devon, Lincoln, or Cumberland, but
also discuss the management of the patients'
social problems with the other members of
the staff. The service a good social worker can
give a patient at this stage, in helping him
and his relatives to accept disability in a
constructive way, is far beyond that of an
interest in a local resettlemesftt.

Just when we are severely short of social
workers we have never had so many re-
quests from various colleges to train students
in the medical social field. If hospitals are
denuded of social workers, other members
of the team working full time will have to
take over this work. Surely this would be
a retrograde step?-I am, etc.,

CELIA WESTROPP
Rivermead Hospital,
Oxford

Typhoid Carriers

SIR,-In the leading article on Typhoid
Carriers (27 November, p. 507) it was sur-
prising to read ampicillin being described as
"so effective in clinically active infection"
of typhoid fever.

I have recently reviewed antibiotic
therapy in 75 cases of acute typhoid fever
admitted to the infectious diseases depart-
ment of the Royal Free Hospital at Coppetts
Wood Hospital, from 1959 to 1969. Sixteen
patients received ampicillin, 4 g/24 hr, intra-
muscularly for 14 days. None of these
patients showed a satisfactory and effective
response comparable to chloramphenicol,
though ampicillin serum levels in some
patients were well above the minimum in-
hibitory concentration needed, as shown in
the Table.
Ampicillin Serum Concentraton (,g/ml) in
Four Patients after 1 g Ampicillin Given
Intramuscularly after taking the 2 p.m. Blood
Sample. Patients were Receiving Ampicillin I g
Intramuscularly 6-hourly.

Patient Time Serum concentrationPatient_ Time ig/ml

1 2.00 p.m. 17.0
3.15 p.m. 35.0

2 2.00 p.m. 15.0
3.00 p.m. 27.0

3 2.00 p.m. 9-5
3.00 p.m. 22.8

4 2.00 p.m. 4-7
3.00 p.m. 32.0

Ampicillin appears to be inferior to
chloramphenicol in the treatment of acute
typhoid fever. This view is supported by
Sanders' and Patel. Even its role in the
eradication of chronic typhoid carriers is
also debatable.-I am, etc.,

S. HAIDER
Royal Free Hospital,
Infectious Diseases Department,
Coppetts Wood Hospital,
London N.10

1 Sanders, W. L., British Medical 7ournal, 1965,
2, 1226.

2 Patel, K. M., British Medical 7ournal, 1964, 1,
907.

Chapels of Rest

SIR,-The conditions of "chapels of rest"
(27 November, p. 562) should have the
attention of local authorities and others so
that such premises can be made to conform
to the necessary statutory requirements still
to be determined. "Chapels of Rest" would
be a suitable subject for consideration by
the Society of Medical Officers of Health
or the Royal College of General Practi-
tioners, who could make recommendations
to the appropriate quarters.

Accredited establishments of this kind
would have repositories with refrigeration
and chapel facilities similar to those of area
hospital mortuaries. Among many other
things this would obviate the need (and
charges made) for the sanitation procedures
(modified embalming) increasingly practised
even when cremation takes place some 36-
48 hours later.

Such legislation and enforcement are neces-
sary and should operate until such matters
as removal, respectful safe-keeping, and later
cremation become accepted and provided as
a wholly State service-"the last Offices" of
community health.-I am, etc.,

J. F. HEGGIE
North Middlesex Hospital,
London N.18
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