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hysterectomy. Most gynaecologists now believe that the
combination of hysterectomy and irradiation gives better
results than operation alone and that by this means a five-
year cure rate of 70% or more can be expected. Groups
of patients receiving different treatment are not always
strictly comparable, but several series lend support to this
contention,' I R and the trend of treatment at present is
towards radium, preferably pre-operatively, followed in one
to four weeks by an extended hysterectomy and bilateral
salpingo-oophorectomy. The place of Wertheim's hysterec-
tomy is more difficult to decide.' It turns on the frequency
with which pelvic lymph nodes are affected, and this is
uncertain. Earlier estimates were as high as 20% or even
30%, but in most of these series there was some selection
of cases. W. R. Winterton's'0 figure of 10% is probably
more realistic because he performs Wertheim's hysterectomy
in all cases. The incidence certainly seems likely to be less
than 15%. At present ofily a few surgeons perform
Wertheim's hysterectomy as a routine, most reserving it for
cases in which the growth has invaded the cervix or there is
other evidence of spread beyond the uterus.
One of the most important factors in prognosis for any

patient with cancer is the clinical stage of the disease, and
endometrial carcinoma is no exception. Once disease has
spread beyond the confines of the uterus the chances of
survival are greatly reduced regardless of the treatment given.
Anderson and colleagues' found this in their study. The

patients with early disease limited to the corpus (stage 1)
had a five-year survival rate of 80% (stage 1 cases receiving
pre-operative irradiation followed by hysterectomy achieving
the best figure of 91%). For patients with disease in stage
2 and stage 3 the five-year survival figures were 55% and
33% respectively.
The value of early diagnosis is apparent. Occasionally

an unsuspected case is discovered by vaginal or cervical
smears," but unfortunately the number is much smaller than
for cases of cervical neoplasm, and attempts to improve the
reliability of the method by intrauterine aspiration or brushing
have no advantage over curettage. An out-patient procedure
providing a reliable method of early diagnosis-before the
onset of bleeding-would be a notable advance. At present
emphasis must be placed on the need for curettage whenever
the possibility of endometrial carcinoma is suspected.

Anderson, J. E., Meltzer, H. D., Scarborough, J. E., Smith, R. R., and
Turner, M., Cancer (Philad.), 1965, 18, 955.

2 Way, S., J. Obstet. Gynaec. Brit. Emp., 1954, 61, 46.
3Roberts, D. W. T., ibid., 1961, 68, 132.
4Palmer, J. P., Reinhard, M. C., Sadugor, M. G., and Goltz, H. L., Amer.

J'. Obstet. Gynec., 1949, 58, 457.
Way, S., Malignant Disease of Female Genital Tract. London. 1951.

6 Dockerty, M. B., Lovelady, S. B., and Foust, G. T., Amer. J. Obstet.
Gynec., 1951, 61, 966.

'McLennan, C. E., ibid., 1960, 80, 982.
8 Nolan, J. F., and Harrison, L. A., Obstet. and Gynec., 1961, 17, 601.
9 Hawksworth, W., Proc. roy. Soc. Med., 1964, 57, 467.
° Winterton, W. R., ibid:, 1964, 57, 471.
Boddington, M. M., and Spriggs, A. I., Brit. med. J., 1965, 1, 1523.

Therapeutic Abortion
Lord Silkit's promised amendments to his Abortion Bill'
are to be debated in committee in the House of Lords on
1 and 3 February. The amendments are in part the result
of representations made to Lord Silkin by the Council of
the. B.M.A,,2 which was advised by its special committee on
therapeutic abortion under the chairmanship of Dr. E. A.
Gerrard. But some of the B.M.A.'s points have not been
met. In addition Lord Dilhorne, Opposition spokesman in
the Lords, and the Bishop of Exeter have both tabled amend-
ments which, if carried, would materially modify the Bill.
-Support for some change in the law on abortion is
undoubtedly widespread, but it is clear that agreement on
the nature of the, changes will not be easy to reach. Since
it is upon the medical profession that the responsibility of
giving effect to any new measures will fall, doctors will follow
the House of Lords debate closely.

Maternal indications for therapeutic abortion are stated
in clause 1 of the revised Bill as follows:

"(a) The continuance of the pregnancy would involve
serious risk to the life or- grave injury to the health whether
physical or mental of the przgnant woman whether before
at or after the birth of the child."

" (c) The pregnant woman is or will be physically or
mentally inadequate to be the mother of a child -or of another
child as the case may be."
" (d) The pregnant woman is a defective or became preg-

nant when under the age of sixteen or as the result of rape
or of intercourse which was an offence under section 128 of
the Mental Health Act 1959 or section 97 of the Mental

Health (Scotland) Act 1960 (relating to sexual intercourse
with patients)."
Both Lord Dilhorne and the Bishop of Exeter (who is

probably voicing the official Church of England view) want
section (c) taken out of the Bill. The B.M.A. Council prefers
the wording suggested in the recent report from the Church
Assembly Board for Social Responsibility3:

"(1) It shall be lawful for a registered medical practitioner
to terminate pregnancy in good faith in the reasonable belief
that if the pregnancy were allowed to continue there would
be grave risk of the patient's death or of serious injury to
her health or physical or mental well-being.

" (2) In determining whether or not there is a, grave risk
of serious injury to health or physical or mental well-being
account may be taken of the patient's total environment,
actual or reasonably foreseeable."
Lord Silkin meets the Church's point on the relevance of

"total environment " by including the words " . . . the
registered medical practitioners may, take into consideration
the total environment actual or foreseeable of the pregnant
woman " in the new section (1) to clause 2. Lord Dilhorne,
however, wants this section removed.
The section in the Bill on foetal indications for therapeutic

abortion has been revised and now reads (clause 1(b) ):
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"the child if born would be likely to suffer from such
physical or mental abnormalities as to deprive it of any
prospect of reasonable enjoyment of life." Again this section
is to be interpreted in the light of the " total environment."

Termination on the ground that a sexual offence has been
committed against the woman is dealt with in clause 1(d)
and clause 2(2) of the revised Bill. The latter section
requires, before termination for rape, a doctor's certificate,
but "no such certificate shall be given unless the woman
who alleges she has been raped has consulted the said regis-
tered medical practitioner as soon as practicable after the
alleged rape and there was then medical evidence of sexual
assault." Both the B.M.A. Council and Lord Dilhorne oppose
the inclusion in clause 1, section (d), of the words " when
under the age of 16." The powers given under section (a) of
clause 1 should be adequate to cover the situation. Despite
the safeguards in clause 2, section (2), there must be reserva-
tions about the inclusion of rape in section (d) owing to the
difficulty sometimes in establishing its occurrence.
The addition to the Bill of the need to obtain the patient's

written consent (or that of the parent or guardian of patients
under the age of 16) remedies a defect in the original Bill.
What is left unstated is what happens in cases of emergency,
when written consent may not be obtainable.
The clause in the earlier draft of the Bill specifying that

except in emergency the termination " shall be performed in
a hospital or registered nursing-home" has been omitted
from the revised version. Therapeutic abortion, it seems,
could therefore be performed anywhere. The B.M.A. Council
adopted the Gerrard committee's recommendation that
"' normally termination of pregnancy will be undertaken in
hospital. . . . In cases where termination is carried out in a
registered nursing-home it should be undertaken only under
such conditions as shall be prescribed by the Minister."
Another important safeguard concerns who is permitted to
perform a therapeutic abortion. The revised Bill makes it
lawful for " a registered medical practitioner after obtaining
a concurring opinion from a second registered medical practi-
tioner to terminate a pregnancy . . ." (clause 1), provided
that both practitioners certify in writing that in their
opinion the termination of pregnancy is necessary on one of
the grounds specified in sections (a) to (d) of the clause.
Lord Dilhorne wants it to be specified that the two certifying
practitioners must be " either the pregnant woman's regular
doctor and a registered medical practitioner employed in a
hospital under the National Health Service or two registered
medical practitioners so employed." The B.M.A. Council
thinks that, except in emergency, the doctor who performs the
abortion should be " a surgeon with gynaecological experience
who is in contract with either a regional board or board of
governors of a teaching hospital." This proposal should
provide sufficient safeguard against possible abuse.
A new clause in Lord Silkin's Bill would make notifica-

tion of a therapeutic abortion within seven days of its
performance a statutory obligation. Notification is to be
made to the Chief Medical Officer of the Ministry of Health
by the doctor performing the operation. But the statement
that the information contained in such notification may be
divulged to " a police officer duly authorized to obtain such
information " will need explaining before its innocence can
be accepted. Anything which conflicts with a patient's right
to confidentiality in medical treatment is not only unaccept-
able in itself but would make the whole Bill unacceptable.

It is essential that any reforms in abortion law should
have medical opinion behind them. Lord Silkin's Bill clearly

is not in that position, if only because doctors have had too
little time to consider it. Sir Hector MacLennan, President
of the Royal College of Obstetricians and Gynaecologists, has
stated4 that a very considerable body in his College, while
favouring some liberalization of the law, thinks that the Bill's
sponsors are proceeding precipitately. He has asked for an
interdepartmental committee of inquiry. At Swansea the
Representative Body asked that the Government should not
introduce legislation until the B.M.A.'s committee had
reported.5 It would seem wise, therefore, for the would-be
reformers to make haste more slowly. By so doing they are
likely to gain their end more surely.

Attack on Schistosomiasis
Schistosomiasis (or bilharziasis) is on the increase, and though
the ideal molluscicide has not yet been developed some
striking successes have been achieved by the widespread
application of preparations that are available.' The develop-
ment of these new molluscicides over the past decade has
brought us nearer to stopping the transmission of schisto-
somiasis, but it is unlikely that control of snails alone will
be entirely successful. Some kind of mass treatment of the
infected human population will probably also be required.
The question thus arises, What drugs can be used ?

In the past antimony therapy has been the cornerstone of
treatment, though it is far from satisfactory. Among non-
antimonial drugs given by mouth which have been introduced
in recent years lucanthone hydrochloride (Nilodin) is the only
one which has established itself as a possible alternative to
antimony. The therapeutic effectiveness of any new drug
must be considered in relation to its toxicity. All available
schistosomicidal drugs have some side-effects which limit
their use on a mass scale. Consequently a drug free of
unwanted effects which can be easily administered in repeated
courses may be more acceptable for widespread application
than a drug producing a high rate of cure but a variety of
unpleasant side-effects. While it may be comparatively
simple to determine the toxicity of a drug, the evaluation of
its schistosomicidal properties is not, and there is little agree-
ment on the best methods of carrying out such an inquiry or
on the criteria of cure. Within the past few years evidence
has been obtained suggesting that several factors might affect
the results of therapy, among them being the age of the
patient, his diet, the intensity of the infection, and possibly
the strain of parasite. It is not therefore surprising that
results vary among different workers in different places when
the same drug is being evaluated. Until the relative import-
ance of such factors have been precisely determined and
comparable groups treated, with agreed criteria of cure, the
study of any drug will be inconclusive. However, a start has
been made in evaluating critically the effectiveness of
different drugs through the establishment of a centre run by
the British Medical Research Council and the World Health
Organization in Tanzania in an area where Schistosoma
haematobium is endemic. More centres are needed, but the
existing one can perhaps act as a prototype for others in
different countries and in areas where S. mansoni and S.
japonicum are endemic.

1 Brit. med. 7., 1965, 2, 251.
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