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Year 1962 | 1963 | 1964

1965 t 1966 ‘ 1967 ’ 1968 1969 1970

Anencephaly rate 1-82

178 ‘ 173

1-50 1-51

166 l 165 ‘ 156 | 147

for 1970, and this followed a low potato
blight year, 1969.

Dr. J. H. Renwick’s table of the figures
for 1962-9 (20 January, p. 172) (taken from
mid-February to mid-February and includ-
ing live-born anencephalics), which are
already corrected for regression of — 0-06,
show this same constancy. His diagram,
which shows no zero, magnifies the small
annual variations in the incidence of anence-
phaly in comparison with those for blight.

In view of this uniform rate of decline in
anencephaly it is unlikely that the marked
annual variation in the percentage of blight-
ed potatoes, or indeed any other agent which
shows marked annual variation, could be
mak.ng a substantial contribution to the in-
cidence of anencephaly. If there were one
main environmental agent responsible for
anencephaly it must be something that has
been steadily declining in strength over the
decade.—I am, etc.,

C. O. CARTER

M.R.C. Clinical Genetics Unit,
Institute of Child Health,
London W.C.1

SIR,—Scottish statistics on anencephaly have
been extensively quoted in epidemiological
studies in recent years, most recently by
Dr. J. H. Renwick,! who correlated the still-
birth rate from anencephaly in Scotland
with the presumed teratogenic insult from
blight in the susceptible areas in the west of
Scotland. He estimated that the incidence
of blight was moderately severe in 1950 and
1953 and found that the stillbirth rate from
anencephaly was higher in 1951 and 1954
than in other 'years. The table below gives
the stillbirth rate from anencephaly in Scot-
land from 1947 to 1956 arranged according
to the parity of the mother. It shows that the
overall rate per 1,000 total births increased
from 2:4 in 1950 to 27 in 1951. It was
higher in 1st and 5th+ pregnancies but
lower in 2nd, 3rd, and 4th pregnancies. In
1954, while the overall rate was higher than
in 1953, the rise occurred in 2nd and 3rd
pregnancies and a slight fall occurred in
1st and S5th+ pregnancies. These trends
were repeated inside each social class.
Analysis of the same data by the age of the
mother, using the technique of the five-years
moving average, shows that the rate rose in
the 15-19 age group from 1947 onwards, in
the 20-24 age group from 1952, and in the
25-29 age group from 1958.

In his more recent letter (20 January, p.
172) Dr. Renwick makes a similar com-
parison for England and Wales in the years
1961-8 and draws similar conclusions
although the rates are lower and the varia-
tions much smaller. If a teratogen acting
during pregnancy, such as potato blight, is
so important as to be responsible for 95,

of the deaths from anencephaly, one would
expect thac it would act on women of all
ages and parities alike in the years in which
its concenuration had reached dangerous
levels. The fact that the stillbirch rate from
anencephaly was rising from 1950 onwards
in Scodand even in the years when blight
in the previous year was negligible also
raises doubt as to the probability of a causal
relationship.—I am, etc.,

DuGALD BAIRD

M.R.C. Medical Sociology Unit,
Centre for Social Studies,
Aberdeen

1 Renwick, J. H., British Fournal of Preventive
and Social Medicine, 1972, 26, 67.

Gastric Ulcer after Highly Selective
Vagotomy

SIR,—Mr. A. Hall’s report (30 December,
p. 789) on gastric ulcer after highly selective
vagotomy is important, and a reminder of
the unknown outcome of this operation des-
pite the encouraging early reports from
Leeds and Copenhagen. I have no reason
to doubt the rationale of this procedure and
no cause for complaint in observing the
progress of almost 100 patients treated in my
unit. Nevertheless I do not think this oper-
ation should be generally adopted at this
stage.

Mr. Hall reports postoperative secretion
studies, which are of interest but would have
been even more valuable if compared with
preoperative tests. A proper assessment of
the operation demands good facilities for
measuring gastric function as well as a re-
liable follow-up. Unless this can be done we
are in danger of discarding operations with
known results in favour of a fashionable
technique whose true value may be missed
by inadequate appraisal. Not long ago a dis-
tinguished Continental surgeon described our
gastric surgeons as “individualists, each of
whom had his own branch of the vagus
which he divided or preserved according to
his ideas.” We could improve our image by
exercising some patience until the way is
clear.—I am, etc.,

C. G. CLARK
Surgical Unit,

University College Hospital Medical School,
London W.C.1

SirR,—I was interested to read Mr. R. Hall’s
letter (30 December, p. 789) regarding a
case of benign lesser curve gastric ulcer
following proximal gastric vagotomy (highly
selective vagotomy) without drainage done
apparently for basal duodenal and pyloric
channel disease.

Three years ago I began using proximal

Stillbirth Rate from Anencephaly per 1,000 total births (Scotland)

Pregnan
gnancy 1947 1948 1949 1950 1951 1952 1953 1954 1955 1956
1st 21 27 22 1 3- 37 36 33 26 31
2nd 1-4 1-6 15 22 1-8 1-6 17 2-8 21 23
3rd 22 21 2:6 2:8 1-8 19 2:4 28 29 29
4th 25 33 23 3-4 26 36 31 31 35 32
5th 42 41 2:3 38 44 35 28 2:6 45 33
All 22 25 111 2:4 27 29 28 30 29 29
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gastric vagotomy for duodenal ulceration,
preserving the prepyloric vagal supply to
5-6 cm. One patient developed later a benign
lesser curve gastric ulcer, and gastric reten-
tion was shown using the food/barium meal.
A gastroenterostomy was done later to drain
the antrum and to cure the ulcer. Amdrup
(personal communication) had a similar
case, also with retention.

Preservation of the vagal supply to 5-6
cm from the pylorus invites gastric retention
and benign lesser curve gastric ulcer. I
think that Amdrup in Denmark and
Hedenstedt in Sweden, as well as Johnston
and myself in this country, are retaining
much more innervated stomach and all
choosing the same point of preservation.
This is in- fact the point that Holle in
Munich has used for many years. It is
easily chosen above the point where the
main igterior nerve of Lartarjet crosses the
lesser gasiric curve. About 8-9 cm of stomach
remains innervated and food/barium studies
show that there is no retention post-
operatively in the absence of organic stenosis
in the pyloric canal or in the duodenum.

Damage to the nerves of Latarjet may too,
of course, cause gastric retention and benign
lesser curve gastric ulcer, and great care is
needed at operation to protect these nerves.
—I am, etc.,

HAROLD BURGE

West London Hospital,
London W.6

Radiography of Potentially Pregnant
Females

SIR,—It is to be hoped that a full discus-
sion of this subject will be prompted by the
letter from Drs. G. M. Ardran and F. H.
Kemp (18 November, p. 422). Ultimate
agreement on the responsibilities of clinic-
ian, patient, and radiologist within an ac-
cepted scheme for avoiding this hazard
would be an ideal conclusion.

The code of practice issued by the Depart-
ment of Health! states that radiological ex-
aminations involving the lower abdomen
should, if practicable, be carried out within
the first 10 days following the first day of
the menstrual period. The practical diffi-
culties of a strict application of a “10-day
rule” are considerable. The clinical staff of
the Aberdeen hospitals discussed this matter
with the radiologists in 1967. While accept-
ing their responsibility for ensuring that
patients who might be pregnant were not
referred for x-ray unless absolutely neces-
sary, the clinicians could not give a guaran-
tee to include invariably the date of the
last menstrual period on the request form.
The radiologists undertook to ascertain the
date of the last menstrual period in cases
of booked appointments occurring some time
after the original request; they felt that a
rigid application of a “10-day rule” for out-
patients was virtually impracticable. The
system which has been in force for the past
five years is, in effect, a “28-day rule.” It

applies to outpatient appointments for
barium examinations, intravenous pyelo-
graphy, and micturating cystography

previously booked on all female patients
(married or unmarried) aged between 15
and 50 years. This simply means that the
date of the last menstrual period is ob-
tained by a nurse and/or radiographer and
transmitted to the radiologist when the
patient arrives at the x-ray department.
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