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less than 50/',) of one or two arteries increased the mortality
rate to 23°0.
When two vessels were diseased (233 patients) the mortality

rate was 38%. The various possible sites of arterial narrowing
did not influence prognosis. Narrowing of the remaining third
artery increased the mortality rate slightly. When three vessels
were involved, all of them 50"( or more obstructed (118
patients), the five-year mortality rate was 54'/0.

Ventriculograms were performed on 527 patients.2 In 253 the
left ventricular function was normal and the mortality rate
2500. When localized areas ofdiminished or absent contraction
were seen (145 patients), the mortality rate rose to 31" . With
the presence of an aneurysm accompanied by normal or
localized areas of abnormal contraction the mortality rate rose
to 46%. When the aneurysm was accompanied by poor left
ventricular function, the mortality rate went to 69%. High
mortality was also associated with heart failure or papillary
muscle dysfunction.
Combining the results of coronary arteriography and left

ventriculography yielded a better prediction of prognosis than
either method alone. Patients in whom one vessel was affected
but whose left ventricular function was normal had the best
prognosis, and those with three vessels affected and poor left
ventricular function had the worst.
Men showed an increase in mortality rate with age; the

number of women was too small for analysis. Mortality rate
related to chest pain depended on the severity (previously
classified3) and duration of symptoms. Associated previous
myocardial infarction carried a poorer prognosis. Numbers of
cigarettes smoked, obesity, and level of serum cholesterol did
not influence the mortality rate significantly; hypertension,
diabetes mellitus, and conduction disturbances, particularly
those of the left bundle, did.
The 327 survivors showed an infarction rate of 28%X, when

the main left coronary artery or three vessels were involved and
only 9%/, when one or two vessels were. Ninety-eight of the
survivors had no chest pain at the end of the nine-year follow-
up. Most of these patients had disease of a single vessel but a
few had more than one affected. Sequential coronary arterio-
graphy at intervals ranging from 17 to 99 months was under-
taken in 37 patients, of whom approximately 16%, showed no
change. Arterial narrowing seldom regressed. Moderate
progression was rare, but considerable progression of disease
was seen in 19 patients. Parallel changes were seen in the
contractile patterns of the left ventricle.

Retrospective statistical analyses such as thesel 2 yield useful
information and enable us to improve the accuracy of progno-
sis. Minor differences appeared between this and previously
published work, such as the influence of aneurysm on morta-
lity.4 i The evidence that angina pectoris can disappear
without diminishing the mortality risk2 adds to the difficulty of
interpreting the results of coronary artery surgery. In fact
information on the long-term effect of surgery is scanty7 and
a thorough prospective study is needed.

Bruschke, A. V. G., Proudfit, W. L., and Sones, F. M., Jr., Circulation,
1973, 47, 1147.

2 Bruschke, A. V. G., Proudfit, W. L., and Sones, F. M., Jr., Circulation,
1973, 47, 1154.

3 Proudfit, W. L., Shirley, E. K., and Sones, F. M., Jr., Circulation, 1966,
33, 901.

4 Douglas, A. H., Sferrazza J., and Marici, F., New York State3Journal of
Medicine, 1962, 62, 209.

5 Abrams, D. L., Edelist, A., Luria, M. H., and Miller, A. J. Circulation,
1963, 27. 164.

6 Mourdjinis, A., Olsen, E., Raphael, M. J., and Mounsey, J. P. D., British
Heart Journal, 1968, 30, 497.

7 Kouchoukos, N. T., and Kirlrlin, J. W., Modern Concepts of Cardiovascular
Disease, 1972, 41, 47.

8 Corday, E., Journal of the American Medical Association, 1972, 219, 507.
9 British Medical Journal, 1973, 3, 420.

Reorganized Family Planning
From April 1974 a comprehensive family planning advice
service will be the responsibility of the new Health Service
authorities. At present contraceptive services are provided by
general practitioners, family planning clinics of various kinds,
and the hospitals. So far little guidance has come from the
Department of Health and Social Security on how these are to
be amalgamated in the reorganized Health Service.
A symposium entitled "Family Planning and Health Educa-

tion in the Reorganized Health Service" was therefore held
recently under the auspices of the Department of Human
Reproduction and Obstetrics at Southampton Medical
School. Though intended to discuss the long-awaited pro-
posals from the Health Department, it had to be content with
a more general approach because these proposals were still not
available. Seventy medical practitioners taking part in family
planning services in the south of England attended the sym-
posium, and its proceedings are to be published.'
The symposium addressed itself to three main aspects of its

subject: (1) What administrative arrangements might the
D.H.S.S. make in order to achieve the expansion and co-
ordination of family planning services within the N.H.S.;
(2) How might the acknowledged deficit in contraceptive
training of doctors generally and general practitioners in par-
ticular be remedied and what problems were being experienced
in providing postgraduate training; (3) What steps were
needed to provide adequate education in sexual matters so that
doctors in addition to the other health educators might be able
to assist the population at large to understand their sexual
drives and thereby avoid unwanted pregnancy.
Among its recommendations the symposium suggested that

contraceptive planning teams should be set up in the new areas
and larger districts to advise the area boards or the district
medical committees. At least one doctor experienced in family
planning should serve on each team. There was general agree-
ment too that general practitioners, with the assistance of the
district nurse, midwife, health visitor, and social worker,
should have the major responsibility for providing contra-
ceptive advice and supplies. But it was thought that in addi-
tion, though perhaps only for a minority of men and women,
separate clinics would have to be maintained for many years
to come, as both the Cartwright study2 and the more recent
Bone survey3 have shown that many prefer to go to a clinic
rather than to their family doctor. Hospital clinics should deal
with the problem cases, such as women after delivery or
termination of pregnancy and those referred from other
hospital departments.

Instead of a large central administrative organization for
family planning each district would co-ordinate its contra-
ceptive, sterilization, and abortion facilities, providing a
comprehensive service throughout the district, in which the
community physician should play a part. The symposium
wanted a career structure for doctors working in this service,
with the possibility of promotion to more senior posts, which
would include administrative responsibilities to the district or
area advisory committee. The family planning doctors in the
clinical field as well as working in the clinics could be em-
ployed on a sessional basis by group practices if the principals
wanted that arrangement.
The provision of condoms and other supplies not requiring

a medical prescription is the subject of hot debate. The sym-
posium thought that it might well be expensive and wasteful
to set up distribution centres, and that to increase the present
retail outlets while entering into a central contract with manu-
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facturers might be cheaper and simpler even if it entailed an
element of subsidy.
A survey by A. Cartwright and M. Waite4 showed that

though general practitioners are advising their patients about
birth control more than formerly the type of help and service
they give is limited. This is not surprising when only 12% of
those doctors who took part in the survey had had any training
in family planning. The shortcomings in the teaching of it in
undergraduate medical schools are slowly being overcome.
At the symposium different levels of postgraduate training

were suggested: refresher courses for interested doctors; a
detailed training programme as proposed by the joint com-
mittee of the Royal College of Obstetricians and Gynaecolo-
gists and the Royal College of General Practitioners to achieve
a certificate in contraceptive practice; and a higher qualifica-
tion for instructors.
The reorganization of the Health Service has meant that for

the first time family planning is to be incorporated in it.
Guidance on organization and finance is urgently needed.
Simply to provide doctors and clinics with pills and devices is
not enough.

A report is to be published by the Department of Human Reproduction
and Obstetrics, Southampton Medical School, 125 Tremona Road,
Southampton SO1 6HU.
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Preleukaemic Syndrome
Most patients with acute myeloblastic leukaemia show, on
clinical presentation, diagnostic haematological abnormalities.
There is, however, a small but important group in whom the
diagnosis at the onset is obscure because the clinical and
haematological features lack specificity yet who go on to de-
velop frank acute leukaemia after a variable period of months
or years.
The term preleukaemia was introduced by M. Block and

colleagues' in 1953 to describe the haematological abnormali-
ties which precede the development of acute myeloblastic or
myelomonocytic leukaemia. Similar appearances in the blood
had been considered earlier in the French literature2 and by
J. L. Hamilton-Paterson,3 who proposed the term preleuk-
aemic anaemia. Not included in the term preleukaemia are
those haematological diseases such as chronic granulocytic
leukaemia, which usually transforms to acute myeloblastic
leukaemia; and myelofibrosis and polycythaemia rubra vera,
which may transform.
By definition, the diagnosis of preleukaemia can be made

only retrospectively. Numerous reports of preleukaemic states
have appeared in the last 20 years, and the syndrome is now
well recognized.4 M. I. Saarni and J. W. Linman5 have re-
cently reviewed the literature and have added 34 cases of their
own. The dominant haematological findings are anaemia,
neutropenia, and thrombocytopenia, either together or, less
commonly, singly or in varying combination. Related symp-
toms are undue breathlessness on exertion from the anaemia,
recurrent bacterial infections from the neutropenia, and pur-
pura and bruising from the thrombocytopenia. The spleen may
be slightly enlarged but often is not palpable.
The anaemia is of mild to moderate severity, usually

normocytic and normochromic, but the red cells vary in size

and shape, macrocytes may be present, and there may be an
admixture of hypochromic microcytic cells. Careful examina-
tion may show a few nucleated red cells in the blood film. The
reticulocyte count is usually normal or only slightly raised.
The anaemia does not respond to treatment with the recog-
nized haematinic agents and has therefore been described as
refractory.
The leucocyte count in most cases has been low, between

1,000 and 4,000/1A1, and only occasionally have high counts
been reported. Neutropenia accounts for the leucopenia. On
the blood film the neutrophils may appear agranular and may
show a Pelger-Huet-like anomaly-that is, the nucleus, though
morphologically mature, may show only one or two lobes. A
few myelocytes may be seen but usually not blast cells. The
neutrophil alkaline phosphatase score is low or normal. A
monocytosis has often been reported. Apart from the throm-
bocytopenia, platelets of abnormal shape, size, and granularity
have been observed. The proportion of fetal haemoglobin in
the blood may be increased.
The bone marrow in most cases of preleukaemia is hyper-

cellular, often owing to erythropoietic hyperplasia, but in some
cases granulopoietic hyperplasia due to an increase in myelo-
cytes dominates the picture. The proportion of myeloblasts is
normal or only slightly increased. Patients with refractory
anaemia have been reported whose marrow contained an
appreciable excess of myeloblasts which persisted unchanged
for years, a condition called smouldering leukaemia rather than
preleukaemia. Megaloblastic or megaloblastoid features
unresponsive to treatment with vitamin B12 or folic acid
have often been described. Stainable iron is usually abundant,
and ringed sideroblasts may be a prominent feature. Pure red
cell aplasia has occasionally been found. Megakaryocytes may
be normal or decreased in number and abnormally small in
size.
A hypocellular marrow has been found in about a quarter of

the reported cases of preleukaemia. Most of these patients had
received drugs such as sulphonamides, chloramphenicol, or
phenylbutazone, or had been exposed to benzene or ionizing
radiations. A few patients with paroxysmal nocturnal haemo-
globinuria have developed acute myeloblastic leukaemia
and it has been suggested that defects characteristic of
this disorder should be looked for in the red cells in the pre-
leukaemic syndrome.
Chromosomal abnormalities in the bone marrow cells appear

to be frequent but variable in kind, most often affecting the C
group of chromosomes. P. C. Nowell6 has suggested that an
abnormal chromosome pattern in a patient with suspected
preleukaemia heralds the imminent onset of frank acute
leukaemia. The capacity of the bone marrow to form granulo-
cytic colonies in culture appears to be deficient in patients
with preleukaemia, showing a functional disturbance in
granulopoiesis preceding the evolution to frank leukaemia.7
The clinical course of the preleukaemic syndrome is

variable. Leukaemia became evident within six months in
about a third of the reported patients and by two years in most
of the remainder. Rarely, the preleukaemic phase has lasted
longer than five years.

In their review Saarni and Linman5 found no report of
attempts at treatment with antileukaemic drugs in the pre-
leukaemic phase. This is not surprising in view of the difficul-
ties of recognizing the preleukaemic state and the necessity for
retrospective corroboration. Splenectomy is considered to be
of little or no benefit.
Examples of the preleukaemic syndrome appear to have

been labelled as refractory anaemia, sideroblastic anaemia,
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