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munication which should be fettered only by the demands
of good faith. Editors of scientific and medical journals must
hold the ring. In doing so they must test articles by criteria
of originality, scientific reliability, and professional ethics.
They submit them to scrutiny by experts on whose integrity
they rely. Before publication they negotiate with authors over
important changes needed, and after publication allow free
argument in the journal's correspondence columns.

All this is a heavy burden but the traditionally good-
tempered hurly burly of medical and scientific argument
testifies that this approach does result in freedom with
responsibility. Fortunately, it is rare for anyone to challenge
it-and certainly in a court of law. Though the recent libel
case did not come to judgment, it is to be hoped that its
result will remind those contemplating such an action of
Milton's argument against censorship,5 written over 300
years ago: "Where there is much desire to learn, there of
necessity will be much arguing, much writing, many opinions;
for opinion in good men is but knowledge in the making."
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ABO Blood Groups and
Abortion

Shortly after the ABO blood groups were discovered atten-
tion was directed to the possibility of harmful effects when
mother and fetus have different blood groups. As early as
1905 A. Dienst' suggested that toxaemia of pregnancy might
be due to the transfusion of ABO-incompatible fetal blood
into the mother. This was not substantiated, and the problem
of ABO interaction between mother and fetus was largely
overshadowed by the more dramatic effects of Rh incom-
patibility leading to Rh haemolytic disease.

Nevertheless, work has continued on ABO interactions,
and particularly on ABO incompatibility in which the
maternal and paternal blood groups are such that the father
would be unable to donate blood to the mother. Thus,
although the blood groups are different, an A mother and an
O father would be ABO-compatible, but an 0 mother and
an A father would be defined as an ABO-incompatible
mating. A further complication is that a father with blood
group A may be homozygous AA or heterozygous AO, and
thus an ABO-incompatible mating in which the father is A
and the mother 0 may produce a compatible 0 or an in-
comDatible A fetus.
ABO incompatibility between mother and fetus may lead

to ABO haemolytic disease. This is much milder than Rh
haemolytic disease, and, though fatalities have been reported,
P. L. Mollison2 noted that transfusion was required for only
three of 14,000 newborn babies. It has, however, been shown
that ABO incompatibility between mother and fetus may lead
to loss of the fetus. L. Hirszfeld and H. Zborowski3 noted a
deficiency of group A offspring in matings in which the
father was group A and the mother group 0, but the con-
verse mating of an A mother with an 0 father produced the
expected frequency of A offspring. J. A. H. Waterhouse and

L. Hogben4 analysed 453 families of A and 0 matings and
found a 25% deficiency of A children when the mother was
group 0. This deficiency of ABO-incompatible offspring has
since been confirmed,5-7 and the effect couid be due to a
diminution in fertilizing capacity of ABO-incompatible
sperms or to early loss of ABO-incompatible fetuses.
The abortion rate is about 15% for all pregnancies, and

it has come to be accepted as a natural "human" affliction.
Though abortion probably does serve a physiological pur-
pose in removing defective fetuses, other mechanisms cer-
tainly operate, and the magnitude of the clinical problem
justifies investigation. C. McNeil and colleagues8 showed
that ABO incompatibility was a cause of habitual abortion,
and a recent study by K. Takano and J. R. Miller9 has
added valuable information. They studied the ABO groups
of mother and fetus in a series of abortions. This is a more
powerful method of analysis than simply determining the
ABO status of the parents, because, as noted above, an ABO-
incompatible mating does not necessarily produce an ABO
incompatible fetus. These workers had available a large
number of preserved fetuses from another research project.
Using a mixed agglutination technique,10 11 they determined
the blood groups of these fetuses from blood coagula ob-
tained from the heart and great sinuses. (The mucopoly-
saccharide blood group antigens do not lose their specificity
after exposure to formalin as a preservative.) The ABO
groups were determined in 78 abortuses, and 35 (44.7%)
were incompatible, compared with a predicted 17 as cal-
culated from the ABO frequency of the local population in
British Columbia. This excess of incompatible abortuses is
statistically significant and suggests that ABO incompatibility
is a cause of abortion. This view is strengthened by the
finding that developmental abnormalities capable of inducing
abortion were found in 18-6% of the compatible abortuses
compared with only 8-6% of the incompatible abortuses.
Similar results have been reported by H. Krieg and K.
KasperI2 in a smaller series.

It may be concluded that ABO incompatibility is a cause
of abortion, and this raises several questions. How common
is it? It cannot be a major cause of abortion, as the available
data put the maximum incidence at about 40% of all
abortions and the true incidence is probably lower. It may
be of more importance in recurrent aborters than in women
with isolated abortions. If ABO incompatibility is suspected
as a cause of repeated abortion, can anything be done about
it? Attempts to lower the level of circulating antibodies with
immunosuppressive drugs would be contraindicated in preg-
nancy, but it has been possible to lower the titre of cir-
culating antibodies in Rh haemolytic disease by intensive
plasmapheresis,13 and this approach might be worth explor-
ing. There is also evidence that ABO incompatibility is a
cause of infertility. S. J. Behrman and colleagues14 studied
a series of infertile matings in which all known causes of
infertility had been excluded and found that 87-3% were
ABO-incompatible as compared with an incompatibility rate
of 38-6% in a series of fertile matings. ABO incompatibility
between mother and fetus is clearly an important subject
with therapeutic possibilities, and further developments in
this field will be awaited with interest.
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A Common Goal?
Like the hero-or villain-in the old-fashioned silent movie
serials the General Medical Council crisis regularly teeters
at the edge of the cliff but never quite falls off. So it was
in the latest episode when the B.M.A. Council met specially
last week (Supplement, p. 29) to discuss the report of the
Joint B.M.A./G.M.C. Working Party on the G.M.C.'s
functions (Supplement, p. 33). Two facets of the G.M.C.,
its constitution' and its finance,2 have already been studied
and the results broadly accepted by the profession. The latest
study, a working party set up in July and chaired by Sir
Ronald Tunbridge, has been seeing whether the differences
between the G.M.C. and the B.M.A. about the former's
functions are narrow enough to be resolved within -the
profession.

According to the report differences exist but the working
party saw them as "capable of resolution by further detailed
discussions." Its members had faced a tight timetable as the
Representative Body in approving the study in July had set
a deadline of six months for an agreed report.3 Sir Ronald
Tunbridge explained to the Council that while the discus-
sions ranged over many subjects (listed in appendix C of
the report) he and his colleagues had dealt in principle with
certain broad areas. These were registration; the pre-
registration year; registration of overseas doctors; specialist
registration; the cost of registration; undergraduate medical
education; professional discipline; and communication with
the profession. Though described by one Council member
as "talk about talks," the report has served a useful function
in clearing the decks for more detailed discussions. By a
large majority the Council decided that progress so far
justified a move forward to such discussions. This decision
was helped, no doubt, by the news from Mr. Walpole Lewin
that he expected no erasures from the Register until
December-several weeks later than the Council had
thought likely at its last meeting.4

This extra breathing space should help, though the B.M.A.
Council will make a final decision on whether it thinks the
R.B.'s conditions have been met on 22 November, when it
will have the reaction of the full G.M.C. (meeting on 9
November) to the joint report. If the G.M.C. reacts un-
favourably or is thought to be procrastinating then the
B.M.A. is likely to endorse the call for a public inquiry made
in October by some members of Council. Other medical
bodies have already publicly called for such an in-
quiry but Sir Keith Joseph, dealing recently with a
Parliamentary question asking whether he would hold a
Government inquiry into the G.M.C., showed that he was
awaiting the outcome of the joint discussions 'before deciding
"what further action, if any, is required concerning doctors
threatened with removal..."

The Chairman of Council reported that forecasts of
thousands of doctors being struck off for non-payment of the
annual retention fee were ill founded. At the worst he
expected that only a handful of doctors would be removed
from the Register in December if they persisted in refusing
to pay a fee. The Council was nevertheless concerned
about the possibility of erasures, and most doctors would
think that any such action by the G.M.C. at this stage
would be untimely. However, as more than one speaker
pointed out, B.M.A. policy is to advise doctors to pay a fee
on a year-to-year basis while discussions continue. Should
the present talks break down a new situation will arise, but
if they prosper and an agreed report is presented to the
A.R.M. at Folkestone next June then the Representative
Body can decide on future action.
The report shows that the G.M.C. and the profession's

chief representative organization have a common goal in
wanting a statutory professional body to control basic medi-
cal education, registration, and discipline. Disagreements
about how best to reach this goal have been a major factor
in the present messy crisis, with doctors publicly divided on
what to do, and all parties contributing to -the haphazard
course of events. In retrospect an intraprofessional inquiry
dealing with the functions, structure, and finance in that order
should have been launched when the lack of confidence
among many doctors in the G.M.C.'s activities became
clear. But politics are rarely logical and given that the two
major parties now seem to be pointing roughly in the same
direction, the profession can reasonably be asked to allow
a few more months before passing final judgement. The
arrival of any martyrs on the scene at this stage will do little
to achieve a wise and generally acceptable solution.
Furthernore, premature martyrdom will probably attract
little support among doctors and less among the public, who
may soon get impatient with a squabble they cannot under-
stand and call for the Government to step in and sort out
the confusion. The end result might not then -be to doctors'
liking.

1 British Medical Yournal Supplement, 1971, 1, 55.
2 British Medical Yournal Supplement, 1972, 3, 41.
3 British Medical Yournal, 1972 3, 253.
4 British Medical 7ournal Supplement, 1972, 4, 3.

Mixed Connective Tissue
Disease
Some patients with a rheumatic type of disease show such a
diversity of symptoms and signs as to defy precise rheu-
matological diagnosis.1-3 Commonest among these mixed
syndromes are ones with features of rheumatoid arthritis asso-
ciated with those of systemic lupus erythematosus and syn-
dromes with systemic sclerosis complicated by features of
either dermatomyositis or systemic lupus. Despite initial
diagnostic difficulties the patient's subsequent history usually
permits a satisfactory resolution of the diagnostic problem.
But some of the mixed syndromes do seem to persist in-
definitely, and now a combined study from the U.S.A. has
defined the features of what appears to be a distinct disease
which the authors designate "mixed connective tissue
disease."4
Over the past eight years G. C. Sharp and colleagues

have studied 25 patients in this category. The clinical
features indicated mixed connective-tissue lesions. Thus
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