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of medical treatment are quite unacceptable as a side effect of
contraceptive medication. Postgraduate training is being
organised by the Joint Committee on Contraception (com-
posed of representatives of the Royal Colleges of Obstetricians
and Gynaecologists and of General Practitioners, the Depart-
ment of Health, the Society of Community Medicine, the
FPA, and the National Association of Family Planning
Doctors). Some of the current problems are apparent from a
report on the topic recently published2 by the Association for
the Study of Medical Education: as is so often the case, those
concerned with the running of busy clinics are sometimes
reluctant to spare time to teach. Yet teaching is vital, for if the
numbers of unplanned pregnancies are to be reduced below
their current level of 250 000 a year many more doctors will
have to concern themselves with giving advice to young women
(and men)-and their first step should be to acquire the con-
fidence that comes from possession of professional competence
in the specialty.
Where does this leave the FPA ? Last week the association

held a seminar to ask that question, and found itself deluged
with advice. It will continue with practical research into new
contraceptive methods, and the London headquarters and
nine or ten regional offices will continue to sell its excellent
books and pamphlets. Beyond that, however, the two possi-
bilities given most support were an expansion of its role in
psychosexual medicine and greater activity as a pressure group.
In fact, the FPA seems content to let the newly formed
Institute of Psychosexual Medicine provide the training and
specialised knowledge-most of the institute's members are
also FPA doctors. Much the greater interest was shown in
the growth of the propagandist role: there is certainly a case
for arguing that Mrs Grundy has still far too much influence
in newspapers, magazines, and TV. Freer discussion of con-
traception in popular magazines and on radio and television
would be a move in the right direction.

I British Medical_Journal, 1975, 4, 66.
2 ASME Conference Papers, Teaching Family Planning. Dundee, Association

for the Study of Medical Education, 1975. Price to non-members
including postage 95p.

Summer acne
Common acne, which afflicts so many adolescents and some
young adults, usually improves considerably in the European
summer. Nevertheless, in some patients even a prolonged
holiday in the sunshine is of no benefit, and in a few it even
makes the acne worse. The narrower radiation spectrum of
the various ultraviolet lamps helps many patients, though
why either the lamps or the sun itself has this beneficial
effect is still a matter for speculation, for the findings of the
scanty experimental studies are inconclusive.
A hot and very humid climate sometimes has disastrous

effects on acne. Unfortunately medical officers in the armed
forces and advisers to international companies with large
tropical interests often find it difficult to identify in advance
those people whose acne will be adversely affected by heat
and humidity. Certainly those with severe acne are most at
risk, but even mild acne is sometimes transformed by tropical
conditions into an intense, extensive, and disabling pyoderma,
whose control demands return to a temperate climate.
The annual mass migration of millions of holidaymakers

from Northern Europe to the Mediterranean coasts in search
of sunshine has led to the recognition of a different acneiform

eruption induced by a factor or factors associated with
summer weather conditions. This reaction may well be rare,
and possibly it is only because of the vast numbers now
taking part in the annual pilgrimage that the small proportion
of susceptible people now provide enough cases to allow a
clinical entity to be defined. It was Hjorth of Copenhagen and
his colleagues' who in 1972 gave the first clear account of
what they called acne aestivalis, or Mallorca acne. Their 40
patients, only two of whom had a past history of acne, were
mostly aged 20-30; and 37 of them were women. During a
visit to the Mediterranean they had developed an eruption
of firm red acneiform papules on the face, neck, shoulders
and chest, and upper arms which did not respond to the
measures helpful in common acne but disappeared spon-
taneously in the autumn.

Mills and Kligman of Philadelphia have now reported2
in a woman aged 27 an identical eruption which had recurred
each summer for six years. They confirmed the absence of
the comedones or pustules so characteristic of common acne.
The patient's own observation that exposure to sunshine
was not the essential provocative factor was proved by the
lack of response to ten exposures to simulated solar radiation.
Other investigations were also unrewarding: Corynebacterium
acnes could not be isolated from the lesions and the histological
appearance of an early lesion showed focal rupture of follicular
epithelium with a very sparse neutrophil infiltrate, changes
very similar to those seen in steroid acne. An older lesion
was a typical closed comedo but without visible bacteria. Oral
tetracycline had no effect on the lesions but topical retinoic
acid hastened their resolution.

Mills and Kligman emphasised the differences in mor-
phology, distribution, and age incidence in summer acne
as compared with sun-aggravated common acne. They agree
with the Danish finding that there is no evidence to incriminate
cosmetics or other exogenous chemical agents. Sunscreens
may give rise to acne,:3 but comedones are an early and
constant feature of such cases.

For the moment summer acne remains an unexplained
condition with which the general practitioner should be
familiar, since it can be treated effectively with retinoic acid,
which is readily available. It is also a fascinating challenge
to the investigator.

1 Hjorth, N, et al, Acta Dermato-Venereologica, 1972, 52, 61.
2 Mills, 0 H, and Kligman, A M, Archives of Dermatology, 1975, 111, 891.
3 Jadassohn, W, et al, Dermatologica, 1963, 127, 152.

Influenza vaccination
With the approach of winter the thoughts of family doctors,
and of many of their patients, will turn to influenza-to the
possibility of there being an epidemic and the need for
vaccination. The virus strains to be expected this winter are
similar to those of last1: influenza A/Port Chalmers/1/73,
A,/Scotland/840/74, and intermediate strains, together with
influenza B/Hong Kong/5/72. The influenza A viruses, like
the A/England/42/72 strains which preceded them, are all
variants of the A/Hong Kong/l/68 (H3N2) virus which
caused the pandemic of 1968-70. Serological studies suggest
that only about 30% of the population in Britain are immune
to these strains-a proportion unlikely to be sufficient to
prevent an epidemic. Nevertheless, last winter the immunity
of the population was even lower, yet the outbreak which
occurred was not large-probably only 2% of the population
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had an attack of clinical influenza2. The absence of a large
outbreak last winter cannot be explained, but in fact none
of these variants of the A/Hong Kong virus has caused a
major epidemic in Britain. Possibly the immunity left behind
from the A/Hong Kong virus epidemic gives some protection
against its variants; or perhaps they are not highly virulent.
Some other requirement for a major epidemic may have
been lacking-a cold spell, for instance. Ignorance about
the relevance of such factors makes forecasting highly specu-
lative, but it might be tentatively suggested that there is
no clear reason to expect a major epidemic this winter,
but that a small one is likely to occur-influenza rarely
fails to appear in the British winter.

This year doctors may prescribe not only the usual killed,
injected influenza vaccines but also, for the first time in
Britain, a live, attenuated vaccine given in nose drops. An
injection of an up-to-date inactivated vaccine provides,
with reasonable certainty, 70-80% protection against influenza
for the ensuing winter. The injection causes little inconveni-
ence to patients apart from an occasional sore arm or mild
malaise. The live preparation is freeze dried and has to be
suspended in diluent before use. The patient lies down
with head extended, and five drops are inserted into each
nostril; a second dose is given about a fortnight later. This live
vaccine appears to be safe, though the possibility exists
that a slight adverse effect on lung function may follow its
use; and there seems to be no real risk of transmission to
contacts.35 Some recipients may experience slight malaise
or coryza, but there are no sore arms, and nose drops are
more pleasant to accept and easier to administer than an in-
jection. But is the protection given equally good ?
The live vaccine has been derived from the A /England/42/72

strain of virus, and induces protection against artificial
challenge with A/Hong Kong virus,6 but field evidence of
its protective effect against natural infection due to the
homologous or related viruses is still lacking. It can produce
an antibody response which will cross react to some extent
against the more recent variants, but the response to the
A/Scotland virus is unlikely to be as good as that provided
by a killed injected vaccine containing the antigens of this
virus. Nor can the live vaccine protect against the influenza
B virus-which is, on the other hand, included in the killed
vaccines. There are expectations that live vaccines will
stimulate a more solid immunity than killed, perhaps because
they induce a natural (but subclinical) infection, which
results in the formation of local secretory antibodies in the
upper respiratory tract as well as serum antibodies. Neverthe-
less, until it is clearly shown that A England/42 72 live
vaccine can protect against A Port Chalmers and A/ Scotland
viruses as effectively as an up-to-date injected vaccine the
preferred prophylactic should probably be an inactivated
vaccine.

Influenza vaccination recommendations this winter should,
then, be similar to last: an injection may be offered to those
at special risk from the disease, such as sufferers from chest
and heart disease and the elderly and infirm. It may.also be
useful in residential institutions, particularly those for the
elderly, where serious explosive outbreaks may occur. For
ordinary, healthy adults and children vaccination does not
appear to be indicated, but it may be considered for those
particularly exposed to the disease-nurses, for example-
and for key workers whose illness during an outbreak might
cause disproportionate difficulties.

1 British MedicalJournal, 1975, 1, 404.
2 British Medical)Journal, 1975, 2, 404.

3 Miller, L W, et al, American Journal of Epidemiology, 1975, 101, 340.
4 Prevost, J M, et al, Scandinavian J'ournal of Respiratory Diseases, 1975,

56, 58.
3 Rosenzweig, D Y, et al, American Review of Respiratory Disease, 1975,

111, 399.
6 Lauteria, S F, et al, Journal of Infectious Diseases, 1974, 130, 380.

Prognosis in aplastic
anaemia
Aplastic anaemia is characterised by cytopenia in the peripheral
blood and the bone marrow. The platelet and neutrophil
counts vary from case to case, and in the same patient during
the course ofthe illness. In general, the clinical features depend
largely on the degree of neutropenia and thrombocytopenia
because of their association with infection and haemorrhage.
Aplastic anaemia is, in fact, the result of a wide
variety of pathogenic mechanisms which give rise to
defects within the haematopoietic system and result in
pancytopenia. It may be congenital, the Fanconi anaemia;
the acquired types include those caused by an identifiable
chemical or other toxic agent with a dose-dependent depressive
effect on haematopoietic cell proliferation, cases of hyper-
susceptibility to low doses of the toxic agent, and again cases
where no toxic agent has been identified but where, it seems,
the aetiological factor might be a bacterial or viral infection.
In each of these instances the haematopoietic suppression may
affect different aspects of nucleic acid synthesis and different
stages of cell maturation. Accordingly it is not surprising that
aplastic anaemia may vary in its intensity and in its clinical
course.
Some patients die within a few weeks or at the most after two

to three months. Others survive for longer periods, sometimes
for years, in a continuing state of severe anaemia or else in
partial remission before they recover fully or succumb. Clearly
it would be helpful to be able to predict the prognosis when a
patient is first seen and to assess which patients are more likely
to benefit from specific therapies. Though aplastic anaemia
is an uncommon disease, there have been several major
surveys in recent years'-6 from which it has been possible to
study the disease process in a relatively large number of
patients. In one such study of 60 patients, Lewis' found a
dimorphic pattern in the survival curve. He showed that the
worst prognosis, with a median survival of 12 months,
occurred in patients over 40 and that this was associated with
a more severe degree of neutropenia and thrombocytopenia;
indeed, when the neutrophil count was less than 100'< 1061
and the platelet count less than 20 x 10" 1, the patient usually
succumbed within a few weeks or months. He found no
difference in survival between cases with an identifiable toxin
and idiopathic cases. Williams et a12 made similar observations
in 101 patients with drug-induced aplastic anaemia. These
latter workers have recently7 carried out a further retrospective
statistical analysis on their same patients, discriminating
between the patients who survived four months or less (group
A) and longer survivors (group B) in order to determine
whether the presenting clinical features and initial haemato-
logical data could provide prognostic information. They found
that 44001 of the patients were in group A and 56°, in group
B. Patients in the former group were more likely by two to one
to present with haemorrhagic manifestations, and the mean
interval from onset to first visit was 3-6 months by contrast
with 14-7 months in the longer surviving group. The mean
reticulocyte count was 0.600 in group A and 1 3% in group B

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5989.125-a on 18 O
ctober 1975. D

ow
nloaded from

 

http://www.bmj.com/

