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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diseases has been replaced by the threat of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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Oral Contraceptives and Myocardial
Infarction

SIR,-With reference to the paper by Drs.
Dorothy J. Radford and M. F. Oliver (25
August, p. 428), establishing a relationship
between the use of oral contraceotives and
the development of illness is clearly im-
portant. Some women are at special risk
during pregnancy and the risk is sometimes
identified during a first or subseauent preg-
nancy. Further pregnancy mav then be
avoided by utilization of effective birth
control.
Three of the five women aged 31-40 vears

reported by Drs. Radford and Oliver who
had been taking oral. contracentives had
hypertension (systolic pressure > 100 mm
Hg). It is not possible from the paper to

identify the probable level of hypertension
for these vpatients before they began taking
the pill, though records of Drevious preg-
nancy should have been not too difficult to
find. The Drevalence of coronary thrombosis
in the patients taking the pill as revDresented
by, this paper is misleading for the very
obvious reason that these Datients may well
have been using oral contraceptives by
reason of their hypertension and were un-
able to accept other methods of birth control.
While it must be very important to draw
attention to the findings, it is probably
equally imlortant to resist the temptation
either to draw conclusions or to make recom-
mendations from a small amount of in-
adequate information.-I am, etc.,

GARErH LLOYD
Department of General Practice,
University of .Manchester

Surgery for Coronary Occlusion

SIR,-Your leading article (25 August, p. 420)
implies that there is a large number of pat-
ients who reauire operation for the relief
of intractable cardiac pain. I believe that
such patients are, or should be, few and their
condition reflects more often inadeauacy of
medical management than severity of the
underlying disease.
Over 10 years ago Dr. J. A. Strong and

I, in an article on "Radioiodine for Refrac-
tory Cardiac Pain,"' wrote, "In our experi-
ence 'intractable' cardiac pain is an uncom-
mon condition and a diagnosis which need
rarely be made if this presumptive conclu-
sion is postroned for a few months.
The patient should be told that, if pain
continues or increases, more strenuous
methods will be indicated, but it is surpris-
ing how often pain becomes less 'intractable'
if extra attention is paid to every detail of
management." This was before the intro-
duction of beta-blocking drugs.
Today many patients are being referred

for surgical treatment not having had any-
thing aoproaching adeauate medical manage-
ment-that is to say, they are still obese,
continue to smoke, have not been advised to
take their trinitrate prophylactically, and
have been given beta-blocking drugs in in-
adequate dosage. Sufficient attention has not
always been paid to emotional factors. In
particular, very few have had it explained,
in so many words, that exercise, started
gently and gradually and progressively in-
creased, should be the cornerstone of manage-
ment, except in the few with obvious contra-
indications. Exercise is facilitated by the in-
variable use of urophylactic trinitrate and a
beta-blocking drug in full dosage-that is to
say, if necessary and if tolerated, up to at
least 480 mg/day of oxcrenolol or proprano-
lol. There is little or no risk in beta-blockade
if the usual precautions are taken and the
patient kept under observation. Exertion
should be avoided after meals, in cold air,
against the wind, or when emotionally upset,
but otherwise pushed to the maximum which
can be tolerated without pain, dvspnota, or
undue fatigue. Great confidence is engen-
dered bv this positive approach, and capacity
for exercise usually improves steadilv.
Bypass grafting carries a significant mor-

tality and morbidity,23 pain is not always re-
lieved or relief is incomplete,4 and as yet
there is no evidence that life in survivors

will be prolonged. The present time would
not seem owsortune for the oroposed 15-
centre European trial in which it is hoped
that a definitive answer will be given within
five years. The trial bristles with difficulties
and it is improbable, to say the least, that
a definitive answer will be obtained by the
present design. In the United States alone,
the total number of patients treated by cor-
onary bypass procedures in 1971 was about
25,0005 and since, except in a few cases, its
value is doubtful, ideally it would be best
to call a halt and observe the effects of what
has been done.

Surely now maximum efforts and resources
should be turned to the problems of primary
prevention. There are ample grounds for op-
timism and the time has come greatly to
lexend work on methodology and feasibility
in pilot studies on the necessarv screening
of the aDparently healthy population. Our ex-
perience 'has shown that, far from inducing
anxiety or neurosis, as some have feared,
confidence is engendered, and there is an in-
creasing demand.-I am, etc.,

RICHARD TURNER
University Department of Medicine,
Edinburgh
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Infection of Peritoneum during Dialysis

SIR,-Dr D. G. Oreopoulos and Mr. S.
Izatt (15 September, p. 592), in commenting
on mv descriotion of the use of lvsozvme
assay for detection of peritonitis during dia-
lvsis, do not, I believe, question the useful-
ness of the assav but whether it distinguich-~s
between "chemical" and infective peritonit;s.

I can only say that a much larger bodv
of exvnerience will have to be accumulated
in order to tell whether lysozvme levels are
different in the two conditions. In fact,
since making a change in the dialysis flu;d
three years ago we have not recognized
"chemical" peritonitis which, as Dr. Ore'-
poulos and Mr. Izatt point out, should
affect groups of patients. Our cases of peri-
tonitis have been sporadic, they occur al-
ways in poatients on weekly maintenance dia-
lysis, and the fact that organisms are not
always grown is due firstly to the accented
unit nolicv of wiving intraeritoneal anti-
biotics early and secondlv to the fact that
acetate fluid is inimical to prolfic growuth of
the organisns. As the figures in my article
show, mTlost of our cases respond rapidly to
kanamycin; this would not be the case with
chemical peritonitis.-I am, etc.,

E. NIGEL WARDLE
Univershty Department of Medicine,
Roval Victoria Infirmary,
Newcastle upon Tyne

Anaesthetic Safety Devices

SIR,-We agree entirely with Dr. R. Parfit's
desire (22 September, p. 635) to see oxygen
fail-safe devices widely used. We would also
accept his five essentials for an ideal safety
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