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few side effects of the pill are related to the findings on pelvic
examination; nevertheless, we experienced no difficulty in
teaching bimanual examination. Rosenfeild also showed that an
adequate check list of relevant history and signs would prevent
those at risk receiving oral contraceptives. Cartwright'6 has
emphasised the need for adequate discussion in family planning
matters, and the importance of a female attendant. We have
confirmed both of these factors in our clinic experience over the
first year. In addition, we think that the patient discusses her
particular problems better with a nurse than with a doctor.

Current work will establish the continuity rate by method of
contraception in the nurse specialist clinic and compare this with
that of a matched control group of patients attending our medical
family planning clinic. Nevertheless, the enthusiasm shown by
the nurse specialists for this type of work and the high degree
of patient care emphasises (as Morhead2 said) that the doctor
and nurse specialist in family planning can be a creative part-
nership.

This work was made possible by grants from the World Health
Organisation Expanded Programme in Human Reproduction and the
Department of Health and Social Security. We are particularly grateful
to our other nurse specialists-Mrs M Harper, Mrs S Gillman, and
Miss C Miller.
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Letter from . . . Aississippi

Life in the Delta

A STYLE
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Summer was hot and humid in the Mississippi Delta. The usual
temperature exceeded 30°C and the humidity was over 80%.
Little did we notice the heat as we went from our air-conditioned
homes to our air-conditioned cars to our air-conditioned offices.
Even the children played indoors. Only the poor, mostly Black,
live outside in the Mississippi summer. They spend hours on
the porch of their shacks trying to keep cool. There is a constant
battle with mosquitoes. The Delta, as the name suggests, is flat
and monotonous to an English eye. It is farming country with
three major crops: rice, soya bean, and, of course, cotton. The
levees along the Mississippi river now protect the area from the
floods of the past, though after a rainstorm the bayous (natural
drainage ditches) overflow and the soil turns to thick sloshy mud.

Last spring was wet and muddy. The farmers could not plant
on time because their machinery would stick in the mud.
Wealthy farmers used aeroplanes for crop spraying and even
seed planting. In our garden we were sprayed with pesticides,
herbicides, and fertiliser. In the autumn it was cotton defoliants.
The poorer farmers still rely on daily paid labour. You could

see them in the hot sun "choppin' cotton" for $20 a day-not a
lot in America. These labourers came to see me complaining of
headaches, dizzy spells, and the "blindin' staggers." I had great
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sympathy as I could not have stood a whole day working in the
Mississippi sun.
The county in which my family and I lived is two-thirds

Black. It kept reminding us of a developing country, though
clearly it is not; it is still unbelievably a part of the USA. The
Blacks are mostly poor, the men being either unemployed or
daily-paid labourers with no unions to protect their rights.
Statistics confirmed our impressionsl 2: Black infant mortality
(1972) was 35-7 compared with 13-7 per 1000 births for the
White population; half the population have incomes which are
below the Federal Government poverty line; a third of the
housing lacks adequate plumbing; a fifth of all fertile women
(below 45 years) are pregnant annually. The statistics go on.

Mississippi is racially integrated, of course, with Blacks and
Whites mixing in public areas. Although Mississippi has made
considerable progress, legal integration does not overcome
cultural and economic differences as well as personal racial
prejudice. As an example, our local town has a fully integrated
public school system with children of all races going to the same
school in their area. The town has two high schools-one on
either side of the train track. As it happens, Blacks and Whites
are separated on either side so there is in practice a Black high
school and a White high school. The few White families living
in the Black area send their children to private schools. Our life
was split. We had Black friends and White friends. It was only
occasionally that we all met together, but some progress has
been made. A decade ago we should probably have been
physically threatened for working with the Black population.
Instead, our White neighbours showed us great kindness.
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I should explain that I worked in a Federal Government
health centre as a general practitioner. I saw about 30 to 50
adult patients a day, and free health care was given to the
indigent. The commonest problems were maturity-onset
diabetes mellitus, hypertension, and obesity. Everyone had
degenerative joint disease. The scope for patient education was
great but unfortunately we had very little success: the diabetics
remained obese; the hypertensives forgot to take their pills. Few
people kept their appointment and came on time. Not infre-
quently I found a low haemoglobin, a positive cervical smear,
or an advanced carcinoma. There were many cases of venereal
disease. Many patients seemed depressed having a plethora of
bizarre psychological and phsycial symptoms. Medical sociolo-
gists, I am told, see this in terms of economic and cultural
deprivation and they warn against diagnosing depression. It
was certainly illness behaviour that I was not used to.
The health centre was started in the "Great Society" era of

the 'sixties. Initially it was operated by a prestigious East Coast
medical school. I suppose it was naive to think that money and
northern liberals would undo the long sad injustices of Missis-
sippi. It was, after all, only a decade ago that people were shot
in the same county for wanting their Civil Rights. The northern
liberals have long gone. The health centre is still receiving funds
from the Federal Government, although the amount decreases
annually. We, as physicians, encountered many organisational
and attitudinal problems from within the community we were
trying to serve. These problems interfered with effective
medical work and we were forced to conclude that these prob-
lems were insurmountable. So eventually five physicians,
including myself, resigned. This has happened before and is
characteristic of many United States comprehensive health
centres. It was a pity because as the statistics indicate there is
much, so much, to be done.

Alternative forms of health care

What are the alternative forms of health care ? Most people
use the traditional American medical system made up of general
practitioners and primary care specialists (paediatricians,
obstetricians, general medicine, etc). This is adequate if expen-
sive for those with money, private insurance, or Federal and
State Medicare and Medicaid. If you do not have any of these,
many doctors are not interested in you. My wife had a baby
while we were in the Delta. During the last trimester we had to
deposit $200 with the local hospital to assure my wife being
admitted during labour. We had the money but many people do
not. For someone like myself who has been raised with the
concept of health care as a basic right these are hard things to
accept.
The State via its county health departments provides some

personal health services (antenatal, tuberculosis, immunisations,

and family planning). The department had one physician and
much of the clinical work was done by nursing staff. There is no
question that many poor people were helped but it does not
compensate for lack of an accessible comprehensive medical care
system. Patients with complicated medical problems requiring
more specialist services have to be transferred either 100 or 150
miles to the nearest teaching hospitals. The ambulance service
demands $60 or insurance before it will take anyone. So to the
expense of medical care must be added the expense of trans-
port, hotel fees, and inconvenience. Since I left, the cost of
medical care has risen dramatically owing to the colossal rise in
malpractice insurance.

There is a popular American joke of two physicians boarding
their private yacht in the Caribbean. One turns to the other and
says, "to think I opposed Medicare." It is true that many
physicians have made a lot of money out of both Medicare and
Medicaid. Any fee for item of service system may be manipu-
lated in this way. Medicare is provided for all old people regard-
less of income. It is administered by the Federal Government
and in spite of deficiencies has benefited many people. Medicaid
is for the poor, is means-tested, and is administered by the State
Government. The State also sets the criteria for eligibility and
Mississippi is not over-generous. Clearly, Medicaid is inadequate
in amount and is not reaching all of those in need. The paper
work involved in this fee for service system is enormous and
unbelievable. The regulations are enormous and constantly
changing. Even the British NHS has not seen anything like this.
Many physicians refuse to become involved and who can blame
them? Now there is auditing to take up more time and there is
much doubt as to its effectiveness.

* * *

So we have now left the Delta. We do not miss the heat, the
humidity, the mosquitoes, the local conservatism, the physical
isolation, and the problems of this complex deprived area. We
had two regrets on leaving: personally, to have left people who
have been individually very kind to us and who have shown us
true Southern hospitality; and professionally, to realise that we
as physicians could have so little impact on the complex health
and social problems in the Delta. Unlike the developing coun-
tries with which we compare the Delta there is enough money
and enough people to make a big impact on the area. It is the
attitudes and willingness of the people both Black and White
that are not enough. In 1976, I wonder how will the Mississippi
Delta be celebrating the American Bicentennial?
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Does an active sex lifefor a healthy person of 70 help to maintain physical
and psychological health ?

Yes: it is more likely that good physical and psychological health
help to maintain an active sex life. There is nothing either right or
wrong about sexual activity at this age. It might be hoped that by 70
many of life's problems could be accepted, and among them should
be a willingness to recognise that sexual prowess is neither good nor
bad in itself and need not be used to try to obtain other ends than
those of mutual pleasure. That, of course, assumes that "active sex
life" means heterosexual intercourse. But it does not rule out other
forms of sexual gratification. In general any form of sexual activity
is "allowable" provided that it does not harm others or the individual
either physically or psychologically. There would seem to be no
justification for using hormones routinely for either sex purely to
maintain libido. The evidence for their efficacy is not proved. Older

people might simply be encouraged to enjoy life as much as they can,
and to sample pleasures with reasonable moderation. There should
be no necessity to load sexual activity with secondary ends.

Is Doriden now being abused?

Yes; information is being received that glutethimide (Doriden) is
being abused, just as barbiturates and other hypnotics have been. It
gives rise to dependence of the barbiturate/alcohol type, and may be
requested by barbiturate addicts as an alternative. Any request from a
patient for a hypnotic should be evaluated carefully, but particular
caution is needed with young people, especially "temporary residents."
If there appears to be clinical need, only small quantities should be
prescribed, preferably written in distinctive ink using letters as well
as numbers to avoid forgery.
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