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they have cancer may "go to pieces," by
which is usually meant that they weep in the
presence of their doctor, is to do with the
doctor's difficulty in coping with his patient's
grief. Because patients have reason not to
believe their doctors, there are many who
have difficulty in believing their doctor when
he truthfully denies the presence of serious
disease.-I am, etc.,

EMANUEL LEWIS
London N.W.3

Surgery on Day Patients

SIR,-Mr. A. B. Cassie raises some impor-
tant issues about outpatient surgery (8 Sept-
ember, p. 542). We have recently reviewed the
results in 300 patients undergo ng major out-
patient operations in this hospital. An ac-
count of the series will shortly be published,
but in the light of Mr. Cassie's letter some
preliminary observations seem warranted.

Operations for which outpatient surgery
is appropriate, in selected patients, can in-
dlude inguinal or femoral herniorrhaphy,
stripping and multiple ligatiens of varicose
veins, and other p-rocedures of eouivalent
severity. We find it a highly satisfactory
system with a complication rate which com-
pares favourably with inpatient surgery.
The above statements require some very

careful qualifications. The essential ingre-
dients for a satisfactorv outpatient surgery
system are as follows. A consultant surgeon
must be interested in the method and pre-
pared to supervise the hospital part closely.
General practitioners must be pr.pared to
support the project and assu-ne responsibilty
for nostoperative supervision. In this con-
texr Mr. Cassie's point about the deputizing
service is well made. District nurses must be
well trained and should, ideally, be em-
ployed in individual practices. The hospital
outpatient facilities muist be geared to a
thorough medical assessment and investigation
of each patient before selection is made.
After the operation hospital facilities and
the surgeon's support (by domiciliarv visit if
neces,sary) must be readily available should
the G.P. or district nurse have anv cause
for anxiety. Patients must live with n a few
miles of the hospital. The local ambulance
services must co-operate fully. A day-bed
unit is valuable but not essential. There are
many areas, many hosoitals, and many sur-
gical practices for which outpatient surgery
of this type is contraindicated.

Mr. Cassie stresses the importance of care-
ful hour-by-hour monitoring of postoperative
patients. In our experience patients of the
type we have defined' require this grade
of monitoring only while they are recover-
ing from the anaesthetic. Thereafter the in-
tensity of supervision which the s aff of an
acute surgical ward are trained to provide
is not required.

Nor, in our experience, does an expansion
of day-care surgery solve the problems of
the waiting list. In fact it may create as
many difficulties as it solves. Despite a busy
programme of day-care surgery our waiting
list continues to rise. This is partlv becau!e
the removal from the ward of the relatively
young, mobile, and indeuendent patients
slows down the turnover, increases the pro-
portion of disposal problems, and has marked
repercussions on the nursing, medical, and
laboratory load. Day-care s;urgery must not

be viewed simply as a means of relieving
the pressure on hospital resources and cer-
tainly not as "a second class standard of
patient care." No such justifications are re-
quired. It can and should be developed on
its own merits as a first-class method for
well-chosen patients. At the same time there
must be a greater concentration of staff and
resources to provide better care for the in-
creasing proportion of ill patients who now
populate the surgical ward. Without this any
pressure on surgeons to develop day-care
surgery should be resolutely resisted.-We
are, etc.,

C. V. RUCKLEY
A. J. ESPLEY

C. M. LUDGATE
Western General Hospital,
Edinburgh
I Ruckley, C. V., MacLean, M., Smith, A. N.,

Small, W. P., and Falconer, C. W. A., Lancet,
1971, 1, 177.

Promotion of Research on Deafness

SIR,-Drs. L. Fisch and R. Hinchcliffe (6
October, p. 46) have returned to their attack
on Dr. Annette Rawson and her report.' I
had discussed their views with them and
their colleagues after their latest letters were
written out before they were oublished.
They have also written a joint letter to
Hearing to Which I have rep-lied as it repeats
the suggestion that I repudiate the report.
The letters from Drs. Fisch and Hinch-

cliffe which you published seem to be aimed
at Dr. Rawson's report and her competence
to review the subject. I have a h;gh regard
for both and have made that cl-ar in dis-
cussion with the two authors. I hope that
anyone interested in this disnute will read
the independent, detailed, and devastating
comment on the joint letter of these same
gentlemen which follows it on pages 320-323
of Hearing for October 1973.-I am, etc.,

G. E. GODBER,
Chief Medical Officer

Department of Health and Social Security,
London S.E.1

I Department of Health and Social Security, Deaf-
ress: Report of a Departmental Enquiry into the
Promnotion of Research. London, H.M.S.O..
1973.

Is Co-trimoxazole Bactericidal in Sputum?

SIR,-We have read the correspondence
between Dr. S. R. M. Bushby (7 July, p.
50). and Professor T. R. May and Miss
Judi>h Davies (18 Aug.ust, p. 407) with
interest and suqwort the view of Professor
May and Miss Davies that co-tr;moxazole
should be considered a bacteriostatic rather
than a bactericidal drug in the treatment of
lung infections. The folilowing points are
relevant.

(1) We have found that, on in vitro test-
ing in Oxoid nutrient broth no. 2 containing
5°' lysed horse red cells, two out of three
strains of Haemophilus influenzae were not
killed within six hours by co-trimovazole
(1-6 ug trinmethoprim and 32 ug sulpha-
methoxazole/!ml).

(2) Thymidine antagonizes any bacteri-
cidal action of co-trimoxazole in vitro.1 How-
ever, mutants isolated in vitro which are
resistant to co-trimoxazole reouire added
thy.midine (or thyniine) for growth.2 Such

mutants also arise in vivo, having been
isolated from infected urines 4 and from pUS4
after co-trinoxazole therapy. The isolation of
such thymidine-dependent mutants suggest
that considerable levels of thymidine are
found in the body tissues and that any
bactericidal action of co-trimoxazole would
be impeded. We have recently isolated a
thymidine-requiring (but not thymine-
requiring) strain of Statholococcus aureus
from the sputum of a fibrocystic child who
had previously received co-trimoxazole. Thus
there must be significant quantities of
thymidine in -the sputum, at least in this
patient.
We have already demonstrated the absence

of bactericidal activity of co-trimoxazole for
urinary pathogens,56 and we agree with the
views of Professor May and Miss Davies
concerning ifts activity in lung infeciions.
-We are, etc.,

R. W. LACEY
EVELYN LEWIS

Department of Bacteriology,
Bristol Royal Hospital for Sick Children,
Bristol

1 Bushby, S. R. M., Medical journal of Australia,
1973, 1, Supple., 30 June, p. 10.

2 Pinney, R. J., and Smith, J. T., 7ournal of
Medical Microb:ology, 1973, 6. 13.

3 Okubadejo, 0. A., and Maskell, R. M., Yournal
of General Microbio!ogy, 1973, 77, 533.

4 Ba-ker, J., Healing, D., and Hutchison, J. G. P.,
7ournal of Clinical Pathology, 1972, 25, 1086.

rb Lewis, E. L., and Lacey, R. W., 7ournal of
Clinical Pathology, 1973, 26, 175.

G Lacey, R. W., Anderson, J. D.. Lewis, E. L., and
Gillespie, W. A., Lancet, 1973, 2, 509.

Confidentiality

SIR,-As the first medical director of the
Oxford Record Linkage Study, I hope I
may be permit,ted to add my comments to
th_ corresoondence on confidentialitv.

It is ironical that the study came into
being as a result of the favourable response
to a letter published in your correspondence
columns deliberately to test oi,nion.1 Sub-
sequently, following a grant from the
Nuffield Foundation, the consent for the
release of identified information was sought
and obtained unanimously from all the con-
sul!ant staff in all the hosnitals in the original
study area throumh the resnective medical
staff ccommittees. Plans of the study were
put to the Central Ethical Committee of the
British Medical Association, and received
its aioproval. From the beginning, therefore,
the study has had the full consent of the
appropriate representatives of the profession.
When it was exended to the Reading area
in 1965 the consent of the various medical
staff committees was again sought and was
obtained. So far as I know no patient has
come to harm as a result of the study's work,
which has been continued under stringent
security precautions over a decade. I hope
colleagues will take these points into account
when t,hey consider Mr. R. R. L. Pryer's
call for non-cooperation (15 September, p.
588).
As far as the general iEsue of the ethics

of the use of confidential medical information
is concerned, I should like to make the
following points. Rights are seldom absolute,
and the right to privacy must be balanced
against the right to health. This was clearly
seen in the nineteenth century, when the
notification of certain infectious diseases,
whether or not the patient's orior consent
was forthcoming, was nude compulsory.
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Now that the threat of the acute contagious
diseases has been replaced by the threat of
chronic disease, a different compromise must
be reached concerning the use of confidential
medical data, to protect as far as possible
both health and privacy. Before any general
and permanent system of medical informa-
tion for the integrated health services is
adopted this may very well require legislation.
In the meantime the medical profession has
a duty to inform the public as much of the
risks of absolute privacy on medical matters
as of the reverse, and it is ess.ntial that
experimentation and research should con-
tinue as at Oxford.
The legal obligations of doctors within

the Health Service in respect of confiden-
tiality are perhapDs more a matter of debate
than Mr. Pryer suspects.2 The time may not
be far distant when the existence of unutilized
information, available elsewhere in the
Health Service, which would have prevented
a patient's illness or death (for example, of a
drug idiosyncrasy or of previous investiga-
tion or treatment with a radioactive sub-
stance) may be a cause for an action for
negligence.
Oxford is one of the few places in the

world wvhere valuable data are accumulating
under strict safeguards with a bearing on
a number of problems of imloortance to
private and public health. Are Mr. Pryer and
his colleagues certain that they are acting
responsibly in withholding their co-ooeration
and encouraging others to do likewise?-I
am, etc.,

DONALD ACHESON

University Department of Clinical Epidemiology,
Southampton General Hospital,
Southampton

I Acheson, E. D., Truelove, S. C., and Witts,
L. J., British Medical 7ourtnal, 1961, 1, 668.

2 Glazebrook, P. R., in Record Linkage in Medi-
cine, ed. E. D. Acheson. Edinburgh, Living-
stone, 1968.

SIR,-The Oxford Community Health Project
has been in existence for three years and pro-
vides computer facilities for general practi-
tioners in Oxford and elsewhere. The com-
puter-held practice records are compatible
with the records of the Oxford Record Link-
age Study and though there is no present
intention of transferring data automatically
between these two information systems, this
possibility may arise in the future. We have
derived considerable benefit from these com-
puter facilities so far in scheduling well-baby
clinics, in geriatric surveillance, and in or-
ganizing cervical cytology clinics and the
like.
To use these facilities for creating "at risk"

registers clinical data will have to be intro-
duced into the comnyuter. The Oxford Com-
munity Health Project team have designed
methods which ensure the confidentiality of
these data. As users of the facilities we have
satisfied ourselves that these orecautions
make the data secure. The possible eventual
integration of our computer-held practice
records with our natients' local hospital re-
cords by means of the Oxford Record Link-
age Study has, we think, considerable poten-
tial for improving the medical care we pro-
vide. We have no doubt that the same care
in maintaining the confidentiality of our
patients' records will continue during the
development of the Oxford Community

Health Project and the Oxford Record Link-
age Study.-We are, etc.,

A. M. SEMMENCE
R. S. PINCHES

M. R. C. BROWN
Abingdon, Berks

Ascorbic Acid and the Common Cold

SIR,-In your leading article (11 August, p.
311) you raised three general points about
the effect of supplementary vitamin C on the
symptoms of the common cold. Firstly, you
referred to the reDorts from the Conmon
Cold Research Unit, Salisbury,' from Toron-
to,2 and from Dublin.3 The Salisburv trial
shoywed that ascorbic acid exerts no antiviral
effects on cold viruses when added to the
tissue culture medium,3 though it apvarently
can inhibit the growth of other viruses when
added to tissue cultures in vitro.' Since no
information was provided about sex, age, or
vita-min C status of the subjects nothing
could be concluded about the relationship
of ascorbic acid metabolism and the appear-
ance of cold symptoms from the results of
this trial; and it could therefore not be
classified5 as a well-conducted study of the
relationship between common cold charac-
teristics and the administration of supple-
mentary vitamin C. You drew attention to
the different effects of supplementary vita-
min C on constitutional (toxic) and naso-
pharyngeal (catarrhal) symntoms reported in
the Toronto trial. We pointed out this diff-
erence in our original report6 and have since
confirmed it.7 The suggestion that oc-
casional differences of low statistical sia-
nificance could be random occurrences in
these prophvlactic trials has already been
answered.9 Since the Toronto trial did not
differentiate between the prophvlactic and
therapeutic effects of suoplementary vitamin
C it was imoossible to assess the effective
dose of vitamin C from that studv. The
Dublin prophylactic trials used different
doses of vitamin C and indicated that a
daily dose of 2,000 mg is probably the
effective dose in girls but that boys may re-
quire more.10
The second point concerns the mech-

anism by which ascorbic acid is able to en-
hance tissue resistance against viral infection.
It has been shown in Dublin that ascorbic
acid is deflected to the inflamed nasophrayn-
geal tissues during catarrhal colds and
passes into the leucocytes and general body
tissues during toxic colds.1011 Ascorbic ac:d
enhances Phagovcytosis,10 plays an imuortant
role in the antigen-antibody reaction,'2 and
promotes tissue healing.13 These defence and
regeneration reactions become deifective in,the
absence of ascorbic acid.'" Thev are asso-
ciated with enhanced tissue utilization and
catabolism of ascorbic acid. Ascorbic acid
does have a positive vhvsiological role as a
vitamin against the illness of virus infections,
and if tissue saturation is maintained during
the cold the vitamin can play this role. The
dietary recommendation of 30 mg vitamin
C daily is based on the negative conceet that
only sufficient of the vitamin is required to
prevent signs of deficiency leading to
scurvy.'5 16
The third point relates to the ossibility

that doses of vitamin C adequate to maintain
tissue saturation can produce undesirable
or harmful side effects, or interaotions with

drugs, if administered to a large section of
the conulation. There is no positive evidence
that ascorbic tissue saturation produces such
side effects. 11 17 There is considerable varia-
tion in ascorbic acid metabolism between
individuals,"8 so it is not sur-rising that in-
discriminate acute administration of large
doses of vitamin C can lead to temporary
tissue elevation followed by excessive plasma
ascorbic acid levels, and conseauent renal
excretion of large quantities of ascorbic and
oxalic acids."9 1

Aspirin also promotes the excretion of
ascorbic acid at least ipartly on account of
its effect on urinary pH.21 Ascorbic acid in-
teracts with iron,22 folic acid,23 and vitamin
B12,? and plays an important role in ova-
rian,25 and in brain and fat metabolism.2 2?
in relation to the action of fenfluramine.
Drug-induced deficiency of ascorbic acid is
carcable of nroducing the undesirable side
effects associated with subclinical scurvv,
as in the case of aspirin,21 phenylhydantoin,23
and fenfluramine.26 27 If leucocyte storape
and tissue saturation is exceeded, renal side
effects may occur because of the high plasma
levels. Supplementary vitamin C can
stimulate enhanced tissue utilization of
ascorbic acid28 and this mav be a defence
mechanism to prevent excessive olasma levels
after tissue saturation has taken Place.
The last point, of which you made only

a fleeting mention in vour leading article,
concerns the difference between the sexes in
their metabolism of ascorbic acid. We origi-
nally observed rhat there is a cyclical urinarv
excretion of ascorbic acid in ovulating fe-
males corresponding to the urinary excretion
of luteinizing hormone during ovulation and
the menstrual cycle.25
This cvclical nattem has not been ob-

served in males, and the sex difference in
ascorbic acid metabolism is nrobablv hor-
monal in nature-women on oral contra-
ceptives have lower plasma and leucocyte
ascorbic acid concentrations than women on
other forms of contraccution.2 30 The greater
female benefits38 from vitamin C during
the co¢mmon cold may be due to ascorbic
acid metabolism during the common cold
being deranzed in males more than in fe-
males.11 Oestrogen is a potent inducer of
drug-metabolizing enzymes in the liver.31
The urinarv excretion of ascorbc acid is
decreased in women on oral contraceptives
and this is attributed to increased meta-
bolism of ascorbic acid induced by the hor-
mones in the contraceptive pills.32
There is a high concentration of ascorbic

acid in the adrenal glands, and this is de-
pleted bv corticotroohic hormone or by
stress.33 During stress there is a sex diff-
erence in the urinary excretion of catecho-
lamines,34 and Loh35 has shown that the
sex difference in the tissue concentration of
ascorbic acid between males and females only
becomes apparent during unibalanced de-
mands for the vitamin.

In any -metabolic study of vitamin C the
sex difference has to be considered, though
this is amarent only during conditions of
stress such as in increased metabolic needs
during the common cold.-We are, etc.,

C. W. M. WILSON
H. S. LOH

Department of Pharmacology,
Ulniversity of Dublin,
Trinity College, Dublin
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