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the word “sin”) those who would defend
frequently parade neglected areas such as
pride and sloth and demand that these be
given priority.. There is ample evidence that
in vuinerable people pornography fixates or
reinforces perverse tendencies, or both. A
soc.ety which recognizes that its young
people have enough psychosexual problems
to cope with would be negligent if it did not
actively discourage the commercial exploit-
ation of deviant literature and films which
advocate sadomasochistic practices and other
perversions as legitimate and delectable
pleasures. It would not equate these with
the practice of school caning, which is gen-
erally administered as a just punishment. At
the same time I wish Dr. Cargill every
success in his fight against pride and sloth,
and as a personal favour, would he please
include gluttony?—I am, etc.,

. M. S

Queen Elizabeth Hospital,
Edgb Birmingh

Sexual Permissiveness

Sir,—Those who advocate changes in estab-
lished morals must expect criticism. Religious
dogma and predictions of national disaster
have ever been arguments to limit rational
discussion.’

Mr. Keith Norcross (9 September, p. 640)

advocates sexual permissiveness and pro-
cedures, many of which are foreign to our
accepted way of life. It is brave of him to
state his opinions. Perhaps others of like
views fear to express them. Could we but
free ourselves of prejudice, which is very
difficult, we could discuss his thesis on a
rational basis with one criterion, albeit a
rather subjective one—the effect of any
proposed action on the sum total of human
happiness.
. I think it is not out of context to remind
. ourselves how the professional leadership
castigated those who advocated birth control
up to little over 50 years ago, for it was not
till 1921 that Lord Dawson of Penn signalled
a change in attitude when he addressed the
Church Congress in Birmingham, and today
most doctors do all they can to help patients
who request contraceptive advice.—I am,
etc.,

R. S. SaxTon
La ]
Legwgelslfogussex
Case of Tularaemia in England

SIR,—Your leading article (2 October 1971,
p. 4) stated that human tularaemia had not
been reported in Britain. In May 1971 we
saw in Berkshire a patient infected with
Francisella tularensis acquired in U.S.A.

A 68-year-old man, in good health despite
having had miliary tuberculosis in 1968, had
boen visiting relatives in North America. On
1 and 2 May he had been for short walks in
the Allegheny Mountains of Virginia and
adjacent hills in West Virginia.. On the evening
of 2 May he removed a flat, hard tick about
3 mm in diameter from his right buttock. The
next afternoon he felt unwell and by eveni
had a temperature of 101°F (38:3°C). On 4
May he noticed a swelling in the right groin. He
was given a course of antibiotic (? Aureomycin)
for three days, and he felt better. However, on
11 May he relapsed, and two days later, when
he was in Canada, a doctor found a small (15
mm) ulcer on the right buttock. The swelling
in the groin was plum-sized and the patient was
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afebrile. The doctor prescribed tetracycline 1-5 g
daily for four days and bacitracin ointment for
the ulcer. This began to heal but the swelling
in the groin increased.

The patient returned to England but still felt
unwell, and on 24 May he consulted one of us
(D.].B.). He had no rash, no fever, and no
signs in the chest but still had a lesion on the
buttock, resembling a healing ulcer with a hard,
red edge, and a tender gland in the right groin.
He was given tetracycline-nystatin (Mysteclin)
2g/24 hr for three weeks, then 1g/24 hr for
a further two weeks. Agglutination studies with
blood taken on 26 May and 4 June showed
agglutinins to Francisella tularensis with titres of
1:640 and 1:5,120 respectively. The patient’s
general condition improved slowly, and by 4
June he felt completely well for the first time.
A blood test on this date showed Hb 99%,
W.B.C. 6,800/mm3, E.S.R. 30 mm/hr. The
inguinal swelling became much less tender but
began to fluctuate. By 8 June it had started to
discharge and on that day was evacuated at the
Royal Berkshire Hospital by Mr. N. J. Rothnie,
who infiltrated the surrounding tissues with
chloramphenicol. The pus was sent for patho-
logical examination and a Gram-stained smear
showed a large number of very small Gram-
negative cocco-bacilli. No growth was obtained
in direct culture on glucose cysteine blood agar.
Direct and indirect fluorescent antibody tests
indicated the presence of F. tularemsis antigen.
Attempts at direct isolation of F. tularensis by
animal passage in gmnea-plgs were unsuccessful.
By 23 July the cavity had healed completely
and the patient is at present well.

This is a typical case of American type,
ulcero-glandular tularaemia. According to the
Tularemia Research Unit bibliography on
F. tularensis, there has not been a recorded
case of imported infection due to F.
tularensis in England. Since tularemia is
widespread throughout the holarctic it is
not surprising to record this event, and we
think its publication may remind our
colleagues of the existence of an American,
and somewhat forgotten, European disease.

We would like to thank Dr. H. Calvert
for advice and Dr. H. M. Darlow and the
Microbiological Research Establishment for
help in providing suitable facilities for the
pathological analyses.—We are, etc.,

D. J. BLOMLEY

A. D. PEARSON
Swnllowﬁeld Berkshire
St. Mary’s Gencnl Hospital,
Portsmouth
Insertion of Celestin Tubes

SIR,—Only half the cases of carcinoma of
the middle and lower thirds of the
oesophagus in Britain are operable at the
time of presentation.! Palliation therefore
assumes greater importance than with many
other tumours. At Portsmouth the palliative
method of choice is the Celestin tube.? The
method described below has been found use-
ful in simplifying its insertion and diminish-
ing the incidence of two of the commoner
ocomplications—infection of the abdominal
wound and reflux through the tube.

The tube is cut before insertion, the length
required being carefully measured against the
radiographs, allowing a reasonable margin
below so that the tumour will not grow into
and obstruct the lumen. Next the tube is
rejoined with a nylon suture on a straight
needle, which is passed up the lumen of
the tube, through the two ends, and back
down the lumen (see Fig.). When the in-
troducer has been passed through the tumour
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to the stomach and the oesophagoscope with-
drawn the two ends of the suture are used
to fix the tube to the introducer and
pull the pieces of tube together. The
assembly is then pulled through in the
usual way, and the abdominal operator has
only to cut the nylon and withdraw the
distal half of the tube together with the
nylon and introducer.

0

This method eliminates the need for the
abdominal operator to cut through a tough
tube within the lumen of the stomach, leav-
ing him a minimum of manipulation and a
much smaller chance of infecting the wound.
Secondly, in middle-third tumours the tube
does not protrude into the stomach so the
oesophagogastric sphincter is not disturbed.
—I am, etc,

R. S. Davip
Booth Hall Children’s Hospital,
Manchester

1 Younghusband, J. D., and Aluwihare, A. P. R,,
Bnitish 7ouma1 of Surgery, 1970, 57, 422.

2 Celestin, L. R., Annals of the Royal College of

Surgeons, 1959, 28, 165.

Immunosuppression and Malignancy

SIR,—Prompted by your leading article on
immunosuppression and malignancy (23
September, p.-713), we should like to report
the following case.

In 1964 a 34-year-old woman developed an
erythematous rash on areas exposed to light,
dysphagia, and nasal speech. She was admitted
to hospital with a diagnosis of dermatomyositis.
This was confirmed by muscle biopsy and
enzyme concentrations as follows: aspartate
transaminase 72 U/ml (normal 0-40), alanine
transaminase 50 U/ml (0-30), aldolase 23 U/ml
(up to 19). A thorough search for underlying
malignancy was unproductive. 80 mg of pred-
nisolone a day was required for control but
in 1967, when on 12-5 mg prednisolone daily,
the patient developed aseptic necrosis of the
right femoral head. An Austin-Moore prosthesis
was inserted in 1968. In 1969 steroids were
withdrawn and she remained well. In 1971 there
was a recurrence of the rash and oedema of
the face after exposure to the sun. This became
more pronounced in 1972 but no muscle
symptoms or enzyme abnormalities were
detected. As the rash continued to extend treat-
ment to prevent a recurrence of muscle damage
was instituted. In view of the previous problems
with steroids, she was started on azathioprine
150 mg daily in March 1972. Three months ago
(after 13-65 g of azathioprine) she developed
dyspareunia but did not report it until seen
this month, when she was found to have an
infiltrated vulval ulcer. Biopsy has shown this
to be a cutaneous lymphoma of the reticulum-
cell sarcoma type. Deep x-ray treatment is
proceeding.

While dermatomyositis is well known to
be associated with both epithelial and
reticulo-endothelial malignancy, the interval
of eight years between the onset of the
dermatomyositis and the first evidence of
malignancy is outside the usual time limit.
The unusual site involved and the immuno-
suppressive treatment she has received makes
it seem probable that the reticulosarcoma of
vulva is a result of the treatment rather than
the natural course of disease.—We are, etc.,

IAN SNEDDON
J. M. WISHART

Hallamshire Hospital
Sheffield ospiE
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