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Contraceptive Devices and
Endometrium

Intrauterine contraceptive devices do not require any co-
operation from the patient, there is no repetitive expense, and
they do not interfere with the sexual act. The risk of side-
effects such as bleeding, spotting, abdominal cramps or pain,
and expulsion of the device is being steadily reduced by
improvements in the design of these devices and the materials
from which they are made. The mechanism by which they
prevent gestation is still not clearly understood. It is known
that they have no effect on the migration of spermatozoa or
on ovulation, and they do not cause an appreciable inflam-
matory reaction in the endometrium. Theories that have been
put forward to explain the action of intrauterine devices
include interference with normal motility of the Fallopian
tubes or the uterus' and failure of implantation of the
fertilized ovum as a result of stimulation of the endometrial
glands.2 H. H. Hall and M. L. Stone' suggest that the
fertilized egg does not nidate as a result of the mechanical
action of the device, which presses against the walls of the
uterus and separates them. Support for this theory is pro-
vided by reports of the occurrence of ectopic pregnancies in
women fitted with contraceptive appliances.4 D. A. Jessen
and his co-workers5 suggest that the rings act as foreign
bodies which cause local inflammation or prevent implanta-
tion by mechanical action. R. R. Chaudhury and T. K.
Tarak6 have shown in experiments on rats that intrauterine
sutures prevent implantation in the treated horn of the uterus,
whereas gestation occurs in the contralateral horn. These
sutures had no effect on the secretion of pituitary or ovarian
hormones.

J. R. Willson and his colleagues7 have described histo-
logical changes in the endometrium, and in particular in the
endometrial stroma, in women wearing polyethylene Margulies
spirals. These changes include an increase in tissue fluid and
striking alterations in the vascular pattern-namely, prolifera-
tion of delicate thin-walled blood or possibly lymph vessels in
the superficial layers with formation of thin-walled sinuses.
There was no marked inflammatory reaction. Similar changes
in the endometrium of women wearing Grifenberg rings have
been described by Robert Meyer.8 Willson and his associates
suggest that these tissue changes are the result of the pressure
the device exerts on the wall of the uterus. The contraceptive
action cannot, however, be explained by these variations in
vascular pattern. Another finding in this study was that the
histological dating of the endometrium in women fitted with
spirals lagged considerably behind the normal cycle. It is
tempting to assume that the fertilized ovum fails to implant
because it reaches the uterus before the endometrium is ready
to receive it. But it is equally possible that the extent to
which the stromal development is altered makes it unsuitable
for nidation.

Unfavourable long-term effects are not likely to result from
the use of these devices. Polyethylene and other plastic
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materials are inert when in contact with healthy mucous
membranes. The cyclical shedding of the endometrium pre-
cludes changes due to prolonged pressure and irritation.
Cellular changes suggestive of malignant degeneration have
so far not been described, but J. E. Ayre9 has warned against
the use of radio-opaque markers, as these may be potential
carcinogenic agents.

Training of Doctors
Future generations may come to regard the past two years
as one of the most influential periods in the whole history of
medical education in Britain. Few aspects or specialties have
escaped scrutiny. New curricula for the undergraduate course
have been introduced. The College of General Practitioners
has produced its plan for special vocational training.' And,
as the recent series of articles by the B.M.f.'s special corre-
spondent has shown, the progress in postgraduate education
has acquired a momentum which nobody could have predicted
even five years ago. Sir George Godber has described it
with some justification as " the most striking development in
the National Health Service."2 A new journal devoted to
medical education-the official organ of A.S.M.E.-is to be
published by the B.M.A. in association with the British
Medical 7ournal,3 and the first number is due out next month.
The Third World Conference on Medical Education is to be
held by the World Medical Association at Delhi in a week's
time. Now too the first chair of medical education in Britain
has been established at Edinburgh, and the appointment of
Professor A. S. Duncan4-a distinguished contributor to the
subject-will be warmly welcomed.
Some of this impetus in medical education has come from

the setting up of two expert committees studying the subject
-a Royal Commission and a special committee of the
G.M.C.-which are at present receiving evidence from all
over Britain. But some is also due to the energy of individual
doctors or corporate bodies spontaneously making concrete
proposals for reform. In the context of vocational training
the recent work of some of the Colleges is admirable. We
have already noted the proposals by the College of Patho-
logists for the training of pathologists and the recognition of
laboratories,5 and at page 1192 of this week's B.M.7. we
print the report of a conference held last week at the Royal
College of Physicians. Sponsored by the six Royal Colleges,
the conference was a broadly based one whose invited partici-
pants represented virtually all the organizations concerned
with specialist training-and it also included six representa-
tives of hospital junior staff.

It was clear from the discussion at the conference that,
though great progress had already been made in postgraduate
educational programmes, organized courses of vocational
training and a satisfactory career structure for junior doctors
would be indissolubly linked in the future. Thus, as two
speakers from the Ministry of Health pointed out, only
a third of registrars will at present become consultants.
Those who fail to reach this grade find difficulty in obtain-
ing a satisfying hospital career. One solution of the problem
of many registrars moving from one unsuitable training post
to another-a "non-system," in one contributor's words-
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several speakers thought, was the creation of a new career
grade, a permanent post at a lower level than a consultant.
But this is a contentious matter, and even the conference
could reach no conclusion on it. On the other hand, some
speakers considered that doctors selected for specialist train-
ing should be chosen much earlier than at present and
required a more formal course of training-for example, on
the lines suggested by Professor G. A. Smart. Sir Robert
Aitken considered that these new training schemes would be
best administered by a small regional committee composed of
a representative from both the universities and the Colleges.

Several of the ideas produced at this conference were
brought out into the open for the first time. Unlike some
of those canvassed at other conferences, most of them could
be put into effect without too much difficulty or expense.
Some people may argue that the present, with its shortages
of doctors and money, is not the time to do this. Many
doctors who have emigrated, however, have emphasized the
lack of proper training in Britain as one of the main reasons
for their going. Organized schemes of vocational training
might do more to halt the " brain drain " than many people
would think possible.

Early Diagnosis of Retinoblastoma
It would be difficult to imagine a more tragic malignant
disease of childhood than retinoblastoma, for even if the
threat to life is not realized the daunting sequel of partial or
total blindness remains. But early diagnosis gives a chance
of successful treatment.
The disease is congenital in origin, the tumour arising

from the nuclear layers of the retina, and it usually develops
from multiple foci in the eye.' On the average it occurs
about once in 25,000 births, and has been considered to be
bilateral in 20 to 30% of cases,2 but as the survival period
of patients with unilateral disease improves it is becoming
clear that these figures need some revision. In a recent survey
of cases seen in the Department of Pathology at the Institute
of Ophthalmology, London, A. Taktikos3 found the incidence
of bilateral cases to be as high as 39%.

It is now apparent that the affliction need not be so
threatening to life as was once thought. Though it frequently
robs a child of one eye, the prognosis for life is improving
as new methods of treatment are evolved. Whether or not
prognosis is related to the degree of histological differentiation
of the tumour cells remains an open question. Taktikos'
found no such relationship, whereas D. H. Brown4 found
a direct relationship between prognosis and the degree of
differentiation. On the other hand, there is no disagreement
that prognosis is worse as the tumour spreads to ocular
structures beyond the retina and to extraocular tissues.

Retinoblastoma may be inherited as an autosomal dominant
characteristic with irregular penetrance.5 Though most of
the cases at present are sporadic, arising through spontaneous
mutation, there is bound to be an increase in familial cases as
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patients who have recovered from the disease survive to re-
produce. Thus a moral question enters the problem.

Early diagnosis is the cornerstone of successful therapy,
and the ominous significance of a white pupil cannot be over-
stressed. More rarely, the tumour first attracts attention by
an inequality of the pupils, by circumcorneal injection and
lacrimation without iritis,6 or by the presence of a squinting
eye, especially if it is unable to fixate on a small light. All
children so affected require a careful examination of the
fundus under general anaesthesia with the pupils maximally
dilated. Moreover, since the hereditary features of the disease
are so tragic, the siblings of patients with retinoblastoma and
the offspring of those who survive the disease should undergo
similar thorough examination.'
The tumour usually appears as a raised yellow or pink mass

in the fundus with prominent vessels on its surface. It may
be nearly white in colour and there is commonly more than
one tumour to be seen.

Treatment is usually directed to enucleation of the one eye
in unilateral cases, for the disease is frequently far advanced
when the diagnosis is made. When both eyes are involved
the more seriously affected eye is usually removed and the
other is treated with a view to destroying the tumour and
yet preserving as much vision as possible. A treatment at
present being used, especially in America,' is fractionated
doses of x rays, directed through nasal and temporal portals
to avoid the radiosensitive lens and trabecular meshwork,
while HI. B. Stallard8 in Britain has pioneered the use of
radioactive applicators sutured directly to the sclera overlying
the growth. Both these methods may be augmented by giving
radiomimetic drugs, and these are all that is available for
the treatment of widespread metastases. The role of
diathermy and photocoagulation is less well defined, but they
have a place in special cases.
Now that therapy which will destroy the tumour and allow

preservation of useful vision is available, all doctors have
a special obligation to be aware of the possibility of retino-
blastoma, and in this connexion the serious import of a white
pupil in an infant or young child cannot be overemphasized.

Sweat Sodium and Blood Pressure
In a thought-provoking paper from Maracaibo, Venezuela,
J. Quintero-Atencio' and his colleagues report that the sweat
of hypertensive patients is less concentrated than that of the
normal person. Not only that, but these workers go further
and suggest that there is an inverse correlation between
blood pressure and concentration of sodium in the sweat which
even holds for blood pressures within the normal range.
The electrolyte composition of sweat is controlled by

adrenal cortical hormones. Corticotrophin2 and desoxycorti-
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