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heterozygous state for phenylketonuria even
wh n ratios of phenylalanine to tyrosine are
measured in plasma following an oral
ph nylalanine load,' and since many hetero-
zygotes have normal blood levels of
phenylalanine single measurements of this
kind are quite inadequate to exclude the
carrier state. Guthrie tests on primiparae
therefore can never replace universal screen-
ing for neonatal hyperphenylalaninaemia,
and all infants must be tested, whatever the
mo.her's blood phenylalanine level.

Surveying the obstetric histories of 155
heterozygotes for phenylketonuria Blumina2
found a high incidence of spontaneous
abor.ion and a wide spectrum of congenital
malformations in the offspring (hyper-
telorism, microcephaly, skeletal abnormali-
ties, congenital heart disease). In addition
there are good obstetric reasons3 for detecting
and correcting hyperphenylalaninaemia early
in pregnancy. However, the level of blood
phenylalanine at which dietary treatment
should be instituted is uncertain4 and it
would not be justifiable to restrict dietary
intake of an essential amino-acid during preg-
nancy without more evidence than is at
present available2 to suggest that minimal
elevation of maternal blood phenylalanine
levels is associated with increased fetal
morbidity.

Screening early in pregnancy would prin-
cipally be of value in detecting a small
population of clinically normal individuals
with frank hyperphenylalaninaemia who
were born before universal screening of
neonates was adopted. lncluding variant
forms of phenylketonuria and hyperphenyl-
alaninaemia from other causes, these would
probably number less than 1 in 20,000 preg-
nant women. It would be important to
maintain normal blood levels of phenyl-
alanine in these patients throughout preg-
nancy, especially during the phase of most
rapid development of the fetal brain.'-We
are, etc.,

T. M. ANDREws
R. 0. MCKERAN

Division of Inherited Metabolic Diseases,
Clinical Research Centre,
Harrow, Middlesex
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SIR,--We should like to comment on the
suggestion made by Drs. B. Winokur and
F. E. James (5 January, p. 39) that pregnant
primiparous women rather than their infants
should be screened by the Guthrie test.

Phenylketonuria is inherited as an auto-
somal recessive condition in which both
parents of the affected patient are heterozy-
gous carriers of the disease and show no
clinical abnormality. The heterozygous state
occurs in approximately 1 in 50 to 1 in 80
of the population, while the disease itself
occurs in approximately 1 in 12,000. There
is no method available for the detection of
the heterozygote which is suitable for use in
mass screening, and the blood phenylalanine
level does not differentiate the heterozygote
from the normal.
Even if such a test were available, approxi-

mately 200 positive tests would be obtained
for every case of phenylketonuria now de-

tected by neonatal screening. Most of these
women would not be at risk of giving birth
to a child with phenylketonuria since their
husband would not be heterozygous for the
condition. The evidence that the heterozy-
gote state can lead to fetal damage is tenuous
and the unaffected siblings of patients with
phenylketonuria have intelligence quotients
in the same range as those of their parents.
There is therefore no justification for the
suggestion that pregnant women instead of
their infants should be screened by the
Guthrie test.
The problem of maternal phenylketonuria,

which is also raised by Drs. Winokur and
James, is important. A woman who has
classical phenylketonuria runs a high risk of
recurrent early abortion or of giving birth
to a mentally retarded infant with other
congenital abnormalities.' These infants do
not have phenylketonuria but are damaged in
utero by the circulating metabolites. Amino-
acid levels should certainly be measured in
pregnant women giving such a reproductive
history. The measurement of matemal
amino-acid levels should also be done
routinely when a child is being investigated
because of unexplained mental retardation
or congenital anomalies.

In the non-institutionalized adult popula-
tion there are a few cases of undetected
classical phenylketonuria; the best available
estimate of the frequency of these cases is
1 in 80,000.2 Among the population of preg-
nant primiparous women one might, there-
fore, expect to find in England and Wales
about 10 cases per year as a result of Guthrie
screening of pregnant women. Since routine
neonatal screening was introduced in 1961-2
this number of previously undetected cases
will diminish over the next decade, though
the total number of women with phenyl-
ketonuria reaching the childbearing age and
living outside an institution will increase
during this period. Treatment with a low-
phenylalanine diet, by lowering the maternal
plasma phenylalanine, may prevent damage
to the fetus, but experience with this treat-
ment is still limited.

Screening of pregnant women would also
detect the atypical variant forms of phenyl-
ketonuria which occur less frequently than
the classical condition (approximately one
for every three to six cases of classical
phenylketonuria). In the atypical condition
phenylalanine levels are below 20 mg/ 100
ml, and it is not yet known what effect
such moderately raised levels have on the
fetus. The detection of the atypical condition
in early pregnancy would thus raise difficult
ethical problems.

In summary, we cannot agree that there
is at present a case for the introduction of
nation-wide screening for phenylketonuria
during pregnancy, though such a procedure
might be considered on a limited scale as a
research project.-We are, etc.,

ISABEL SMITH
BARBARA CLAYTON

0. H. WOLFF

Departments of Child Health and Chemical
Pathology,
Institute of Child Health,
London W.C.1
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SIR,-The letter from Drs. B. Winokur and
F. E. James (5 January, p. 39) calls for some
clarification. It has-at least in one area-
given rise to misunderstanding.
The following facts need to be stated. It

is not possible to distinguish between
heterozygote and normal blood pheny-
lalanine levels except by using discriminaFory
analytical methods, and there is considerable
overlap.
The blood phenylalanine level of a preg-

nant heterozygote carrying a non-
phenylketonuric fetus will differ by less than
1 mg/ 100 ml from that of a normal woman
taken at the same stage of gestation.

In only some cases will the plasma pheny-
lalanine level of a heterozygous woman
carrying a homozygous phenylketonuric
fetus be elevated. The point is that for some
time after delivery the infant with phenyl-
ketonuria usually has normal phenylalanine
levels.-I am, etc.,

SEAMUS F. CALAHANE
National Screening Laboratory for
Unborn Errors of Metabolism,
Children's Hospital,
Dublin

Pain after Birth

SR,-Mothers will be grateful for the study
mad, by Mrs. Susan Baker' on the incidence
of perineal pain after delivery (leading article
8 December, p. 565). Of 230 patients
studied, 78-7%o had "slight" and 13-9%
"severe"5 pain. Though the tables in the
original report are in some respects difficult
to interpret, it is clear that the incidence of
pain is, as might be expected, higher in the
operative groups.

I have long deplored the rough methods
sometimes used for the repair of a damaged
perineum (spontaneous rupture or episio-
tomy) such as three or four wide sutures
that bite through skin, underlying muscle
and sometimes even the anal canal itself.
Were such crude methods used in more
visible parts of the female body many a law
suit might follow! Yet the opposite extreme
may also bring trouble. With experience of
running an obstetric unit I have known
times when the breakdown of a perineal
repair was an all too common event. These
happenings were usually associated with one
particular worker, and often he was an over-
conscientious man who, determined to
"make a good job of things" had overloaded
the tissues with an excess of catgut. With
this in mind I have long advocated, in suit-
able cases, a technique (described in detail
elsewhere2) of over-and-over sewing with
fine catgut ending with a deep subcuticular
stitch. No knots are left in the repaired area
and no stitch transfixes the sensitive skin.
It was my impression that patients so
treated were remarkably free from after-pain;
indeed, I recall one patient-a trained nurse
-who expressed the greatest surprise when
told that her perineum had been repaired,
for she had experienced no discomfort what-
ever.

Such a technique is, of course, best suited
to the repair of a clean cut (episiotomy)
rather than of an irregular rupture; and
preferably of a central, rather than of a
posterolateral episiotomy. You repeat the
orthodox view that the central episiotomy is
disadvantageous. I believe, however, that it
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has (save for operative delivery in cases of
known disproportion) distinct advantages:
(1) it is easily made; (2) it is associated with
relatively little bleeding; and (3) the repair
is easy because the parts fall into accurate
apposition, which is certainly not the case
wi;h a posterolateral episiotomy. Against the
central episiotomy is the alleged danger that
any extension will involve the anal sphincter
or even the anal wall. This is true; but it is
also true that, after making the orthodox
posterolateral episiotomy, the operator is
often dismayed to find that the anal
sphincter is badly torn at one side by the
passage of the baby. Fortunately, the repair
of a damaged sphincter seldom presents diffi-
culty to the experienced operator.

Finally, it is scarcely necessary to add
that a clean episiotomy is a much easier
wound to repair than is a ragged perineal
tear. In my experience the former is also
much less likely to be associated with severe
perineal pain.-I am, etc.,

J. CHASSAR MOIR
Charlbury, Qxford
1 Baker, S., A Survey into Post-natal Perineal Dis-

comfort. London, S. Maw and Sons, with the
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2 Munro Kerr's Operative Obstetrics, 8th edn., by
J. C. Moir and P. R. Myerscough, p. 881. London,

Bailliere, Tindall, 1971.

SIR,-Dr. Robyn L. Pogmore's allegation
(5 January, p. 37) that midwives and
obstetricians show little interest in the
puerperal perineum may be relevant in
these days of 48-hour discharge from mater-
nity hospitals. That allegation would have
been quite inappropriate in the days of my
own training. We were very much con-
cerned, and certain lessons then learned
may be worth restating.

Sutures in the perineum, whether called
for by tears or by incision, are never com-
fortable. The pain may originate either at
skin level or in the deeper tissues. In each
situation the main reason is tissue tension,
in minimizing which particular care has to
be taken to reduce the number of sutures
to that which is quite essential for tissue
apposition and for the elimination of dead
space. Allowance must be made for oedema
occurring in the next few days, and here a
generous infiltration of local analgesic will
mimic the later tissue reaction and help to
prevent unnecessarily tight stitching. I
cannot agree with the depreciation of im-
mediate repair with local as distinct from
(or in supplement to) regional analgesia.
There must be no confusion between

round-bodied needles and cutting needles;
skin stitching demands the latter. Much
needless discomfort is produced by tie stiff
ends of skin sutures which become en-
tangled in dressings or prick the adjacent
tissue. Chromic catgut at skin level is al-
most as irritating as the non-absorbable
material once thought mandatory. To cut
the sutures very short does not overcome
this difficulty. It is preferable to leave the
ends of the s,titches initially very long, up to
10 cm, and then to gather them together
and secure them very firmly with a simple
knot, after which the protruding ends are
snipped off leaving no sharp projections.-I
am, etc.,

W. I. C. MoRRIs
Newport-on-Tay,
Fife.

Oncological Centres

SIR,-Your leading article (5 January, p. 2)
relating to the development of oncology
centres in Britain expressed some of the
fears now felt by many junior hospital
doctors who have already committed them-
selves to cancer medicine as a specialty.
We concur with the opinion voiced in your

leader that the Department of Health should
now unequivocally declare its intensions with
regard to the establishment of these centres.
If this is not done it will be felt that the
proposals made 12 months ago represented
an emotive but empty political gesture.-We
are, etc.,

HAYDN BUSH
BRUCE PONDER
R. D. RUBENS

Clinical Research Fellows
Imperial Cancer Research Fund Laboratories,
London W.C.2

Psychiatric Safeguards

SIR,-"Registered medical practitioners do
not hold a monopoly of the art of healing."
So begins your leading article (22 December,
p. 689). An unexceptionable statement which
is then followed by an attempt to prove the
opposite. Surely if, as a free citizen, I choose
to consult someone other than a doctor about
my health and emotional problems, someone
such as a pharmacist, a priest, a chiropodist,
a dentist, or even a psychologist, that is my
legitimate right. If that professional advises
me within his competence and within the
law even you, Sir, would allow that all is
well; he may even advise me to see a
doctor if he thinks his own skills are in-
appropriate. What right then has the
American Psychiatric Association, the Royal
College of Psychiatrists, the B.M.Y., or any
other body to say that they are strongly
opposed to trained clinical psychologists
practising as independent professionals?
Furthermore, what right has a psychiatrist to
say that the facilities provided by the clinical
psychologist should not be available to other
doctors unless he, the psychiatrist, untrained
in clinical psychology, says so? Have clinical
psychologists at any stage suggested that
proper medical consultation for patients is
something they are opposed to and would
try to prevent? Are trained clinical psycho-
logists likely to be highly incompetent in
knowing when to refer to their medical
colleagues; and are psychiatrists infallible in
knowing when to seek a psychological
opinion? Have psychologists ever refused to
examine their profession courses to seek
to eliminate deficiencies?
Your leading article is headed "Psychiatric

Safeguards." Safeguards for whom, may I
ask? Perhaps a better title would be
"Restrictive Practices." There seems to be
little genuine concern for patients in your
arguments. Modern psychological assess-
ments and treatments are complex and time-
consuming. Demand far exceeds supply. We
should welcome professional collaboration at
all levels if we are to supply a comprehen-
sive service equal to modern needs. With the
complexity and diversity of modern psycho-
logy the only way the psychiatrist could
genuinely claim to be in the omniscient
position you are advocating would be to
undertake a further two- or three-year course
and become a clinical psychologist as well as

a psychiatrist. Would that help him or any
of his patients?-I am, etc.,

JOHN GUNN
Department of Psychiatry,
Institute of Psychiatry,
London S.E.5

SiR,-Gertain implications of your leading
article (22 December, p. 689) cannot be
ignored.

Responsibility for the patient rests square-
ly on the general practitioner, forthe former
is "registered" with the latter, never with
a consultant. The general practitioner dele-
gates clinical responsibility to his hospital
colleague. The legal responsibility of the
hospital doctor is shared with the hospital
authority, as many court actions have
shown.
Of course, psychiatric assessment is

essential before referring a patient *to a
clinical psychologist, but I contest most
strongly the principle that a general prac-
titioner should be barred from making such
referral. Many G.P.s are quite as expert
in psychiatric evaluation as specialists in
psychiatry. The clinical and ethical
strength of the general practitioner lies in
his knowing his limitations; he knows when
to refer for advice from a specialist col-
league. In the final analysis, it is the gen-
eral practitioner who, by the terms of his
legal contract, carries responsibility for his
patient. He should have access to all in-
vestigation and treatment facilities.-I am,
etc.,

H. CAIRNS
Cardiff.

Cancer and the Patient

SIR,-It was not our intention to add to the
correspondence in your columns regarding
the attitude of patients to the diagnosis of
cancer. Nevertheless, it seems clear to us
that a difficult situation is not helped by
exaggerated claims for certain forms of treat-
ment and we feel that Dr. E. L. Lloyd's
letter (15 December, p. 674) on the use of
hyperthermia to treat pain in cancer requires
comment. In our opinion it borders on the
naive to suggest, as Dr. Lloyd does, that a
greater awareness and use of a treatment
technique which at best is only temporarily
successful in a proportion of cases will alter
significantly the image that cancer has among
patients. Anyone engaged in the treatment of
patients with cancer is well aware that pain
is one (but only one) aspect of the disease
requiring skilled management, but few would
argue that treatment should be the same for
each and every patient as Dr. Lloyd appears
to do.

Secondly, it is important to emphasize
that Henderson and Pettigrew' presented no
data comparing hyperthermia and other
therapy (such as morphine) in the control of
pain in their cases. It is therefore difficult to
see how Dr. Lloyd can assert that hyper-
thermia is superior to other forms of treat-
ment. We would argue, for example, that
relief of localized pain can frequently be
achieved by radiotherapy with virtually no
side effects and negligible morbidity. On the
other hand, the permanent hoarseness and
intense dysphagia we have seen in patients
following hyperthermia perhaps explains why
some patients refuse to undergo a second
course of this treatment.
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