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Blood Pressure and the Pill
The administration of oral contraceptives results in a statisti-
cally significant rise in the level of the blood pressure.1 2 Bui
doubt remains how often this rise is clinically significant.
and further, whether a subgroup of women can be identified
who are specially liable to this complication.
The original reports of hypertension in women taking

oral contraceptives were retrospective and on small numbers
of women.3 4 Sporadic case reports even showed that malig-
nant hypertension might result.5 One of the best planned
prospective studies, incorporating an adequate control
group, showed a significant rise in systolic but not diastolic
pressure in women given these agents. It also showed that in
none of the women studied did the level of blood pressure
exceed 140/90 mm Hg while taking the medication.1 In
this and other studies6 there were variations between
patients in the time the drug was administered before hyper-
tension developed and also in the time taken for the pressure
to fall when they were withdrawn.
Two recent reports examine some other aspects of the

problem. In a prospective study from South Australia7 of
74 women the administration of oral contraceptives resulted
in a significant rise (7 mm Hg) in the mean systolic pressure;
the rise in diastolic pressure (1-8 mm Hg) was not signifi-
cant. The time of observation of the patients ranged from
three months to 2 years. In an attempt to separate "clinical"
from "statistical" hypertension, cut-off points of 150 mm Hg
(systolic) and 90 mm Hg (diastolic) were chosen. Before start-
ing on contraceptive drugs 1.19% and 6-49% of the group
had systolic and diastolic hypertension respectively; this was
mainly in older and heavier patients. When contraceptives
were given, 6 women (8-1%) developed sustained systolic
hypertension and 3 women (4-05%) systolic and diastolic
hypertension. Further, women with a parental history of
hypertension, or a history of hypertension in pregnancy,
showed greater increases in pressure. Statistically the rise in
systolic pressure correlated with the age of the patient-
that is, the older the patient, the more likely was the pressure
to rise.

In a larger study from California8 much the same con-
clusions have been reached. The blood pressure was
measured in 7,605 women aged between 18 and 60 years,
including present users of oral contraceptives, women who
had never used them, and there who had stopped. Women
on antihypertensive drugs were excluded from the survey. In
all age groups women on oral contraceptives had on average
a higher systolic but not diastolic blood pressure. When the
authors defined "clinical" hy,pertension as greater than 140/
90 mm Hg, women taking oral contraceptives accounted for
most of such cases. There was no difference between the
blood pressures of the past users and those who have never
taken the drugs. No association was found between the
duration of treatment and the incidence of hypertension.

It thus appears that women more likely to develop hyper-
tension spontaneously-that is, the older, the heavier, those
with a history of hypertension in pregnancy, or a family his-
tory of the disease-are the ones more liable to a rise in
blood pressure when taking oral contraceptives. The risk
of severe hypertension appears to be reassuringly low. When
this topic was reviewed in these columns previously9 10 it
was suggested that, if a woman is going to be given these
agents, her blood pressure should be measured, and sub-
sequently checked at, say, six-monthly intervals. This would

appear to be especially important if she is in the older child-
bearing years or if she is overweight. It was further suggested
that if she was already hypertensive the blood pressure
should be checked more assidously. This would still seem to
be reasonable advice.
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Anaesthetic Contamination
In recent years evidence has been accumulating that staff
working in the operating theatre may be at special risk from
contamination of the atmosphere with anaesthetic gases and
vapours. E. N. Cohen and colleagues1 reported a 30% in-
cidence of spontaneous abortion in nurses working in operat-
ing rooms compared with 9% in nurses on general duties,
and they found an even more striking incidence of 38% in
women anaesthetists compared with 10% for a control group
of women physicians in other specialties. Other workers have
reported similar findings.2 3
A 20-year survey of the causes of death in American

anaesthetists disclosed a higher incidence of lymphoid and
reticuloendothelial malignancies than in a comparable
sample of the population, though there were other differences
such as a lower incidence of bronchial carcinoma and
coronary artery disease.4 Hepatitis in anaesthetists has been
attributed to repeated exposure to subanaesthetic concen-
trations of halothane,5 6 and recently ophthalmic sensitivity
in the form of irritation and redness of the eyes has been
reported.7 A faster rate of metabolism of halothane in
anaesthetists than in pharmacists8 suggests that chronic ex-
posure to halothane alters the body's response to the drug.
Though long-term exposures of experimental animals to
anaesthetic agents have demonstrated toxicity, these have
been with higher concentrations than those obtaining in
operating theatres, and H. W. Linde and D. L. Bruce9
found no pathological change in the organs of rats exposed
to 100 parts per million (p.p.m.) halothane in air for 8
months.

C. E. Whitcher and colleagues'0 measured the halothane
concentration in two large operating rooms with 10 changes
of air an hour and found 9 p.p.m. with non-rebreathing
anaesthetic systems and 5 p.p.m. with semiclosed systems.
These were associated with halothane end-tidal air concen-
trations of 0-2 p.p.m. in operating room nurses and 0-46 in
anaesthetists, with small residual concentrations as long as
16 hours after leaving the theatre. Higher concentrations
were noted by P. Nikki and colleagues" in six operating
rooms, most of which had natural ventilation only, and they
also found 3*4 p.p.m. in adjacent recovery rooms. The use
of scavenging techniques to avoid contamination of room
air with expired air containing halothane vapour reduced the
concentration of the drug by 90% and a similar effect was
noted in the concentration of nitrous oxide in room air. But
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the concentration in recovery rooms was little affected by
scavenging in the operating room. These workers also
measured the halothane end-tidal air concentration and
venous blood level in operating room staff and found that
scavenging kept it much lower than in the usual conditions.
That there could be a basic level of halothane in the blood

of theatre staff is highly disturbing, as is the continuation of
these problems in the recovery room. Removing the risk of
anaesthetic contamination depends in the first place on the
provision of large operating and recovery rooms with air
conditioning that changes the air several times an hour. The
reduction of contamination to minimal levels is likewise im-
portant, and in this issue of the B.M.7. Drs. R. S. Vaughan
and W. W. Mapleson and Professor W. W. Mushin describe
the use of disposable cannisters containing activated
charcoal which will absorb halothane vapour in the presence
of moisture. These should prove more satisfactory than
merely venting anaesthetic vapour to the exterior, and the
future possibility of recovering the consideralble quantities of
halothane which at present are indiscriminately wasted may
make this measure attractive.
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More Time Needed
Forecasts of peril for the profession if the B.M.A. trans-
lates even "Chambers in principle" into reality have been
bandied about since the November S.R.M.1 But if doctors
are bothered by the prospect they have hardly shown it.
Around a dozen divisions have asked for an S.R.M. but there
are no reports of soaring atendances at divisional meetings.
The correspondence columns have contained only a smatter-
ing of letters on Chambers and B.M.A. House has not been
overwhelmed by an avalanche of protest. Even the recent
Special Conference of L.M.C.s-despite impressive majori-
ties for its decisions-kept its comment in a low key.2

Yet an exercise that started out as a genuine attempt
(supported by the Representative Bodyl 3) to improve the
working of the B.M.A. seems now to endanger professional
representation in the N.H.S. and to risk souring intrapro-
fessional relations-at a time, moreover, when the profes-
sion's representatives should be free to devote their energies
to pressing matters such as N.H.S. reorganization, the future
of the G.M.C., the Common Market, and the Review Body.

This uneven direction of effort was apparent at the recent
two-day Council meeting (See Supplement p. 87) when 10
hours were devoted to struggling with Chambers and fewer
than five to an extensive agenda that included approving its
report to the A.R.M. in June (to be published 31 March).
Doctors innocent of the B.M.A.'s constitutional niceties may

wonder just how the Association has got itself into such a
masochistic tangle. Given the decision to "chamberize" the
B.M.A. the answer is two fold. Firstly, the quirks of the
B.M.A.'s annual meeting programme-the A.R.M. is sooner
than usual this year-have imposed an exceptionally difficult
timetable on the Council's already formidable task of trans-
lating Chambers in principle into a draft constitution for
presentation to the representatives at Folkestone. Secondly,
because the R.B. is the B.M.A.'s policy-making body, the
Council, which saw its suggested ideas for applying Chambers
to the constitution ignored in November,1 has not felt free
to explore with the G.M.S. Committee or the C.C.H.M.S.
possibilities for marrying Chambers to the negotiating needs
of the N.H.S. doctors those committee- represent.
The constitution working party in fulfilling the task it was

set by the Council-faithfully applying Chambers in principle
to the B.M.A.'s structure-has recognized the risks of rush-
ing through constitutional reforms which might have in-
sufficient professional support. Accordingly, it suggested
that the Council should recommend the R.B. to postpone
the introduction of certain controversial parts of Chambers.
This would give time for all concerned to thrash out a
broadly acceptable answer-though to reach such an out-
come will need give and take on all sides. Mr. Walpole
Lewin reminded the Council that there was little disagree-
ment on many aspects of Chambers-for instance, the re-
vised divisional structure to match the reorganized N.H.S.
and the need for a small central executive to replace the
Council. It was evident that many Council members, re-
gardless of their views on Chambers, saw the value of more
time. The working party members in their plan have shown
that given flexibility (and here the "in principle" decision
has proved its value) the B.M.A. can be restructured broadly
in line with Sir Paul Chambers's proposals. This detailed
plan, modified a little by Council, will be puiblished in the
Supplement next week as an appendix to a report containing
the views of the Council and the main standing committees
on the political implications of developments since the
S.R.M. Thus Representatives at Folkestone will have a com-
prehensive document on which to base their decisions on
what the B.M.A. should do next.
The medicopolitical facts of life are that to launch the

B.M.A. now into a complete Chambers-in-principle reform
would risk splintering the profession. Many doctors will re-
gard such a risk as unacceptable, particularly at a time of
unparalled medicopolitical activity. But there is no reason
why those parts of Chambers on which there is broad agree-
ment should not be introduced, coupled with a breathing
space of a year-perhaps more-so that discussion can start
in earnest on the controversial aspects such as non-member
participation and "autonomy." While the long-term goal of
such discussions could remain as the S.R.M. decided-
Chambers in principle-the B.M.A. might reasonably con-
sider arriving there by stages. For it would be better for the
Association to arrive at the goal intact-even if it takes
several years-than to rush its fences and perhaps fall apart
en route.
1 British Medical Yournal Supplement 1972, 4, 55.
2 Bnitish Medical Yournal Supplement, 1973, 1, 51.
3 British Medical Yournal Supplement, 1970, 3, 41.

We record with regret the death of Sir Clement Price
Thomas on 19 March.
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