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the vas. Ligatures should not bc used because
they often cut into thc lumcn of the vas,
iniviting leakage of spermatozoa, spermatic
granuloma, and possible recanalization. As a
further means of ensuring surgical success,
onc cut cnd of the vas should be covered over
with the fascial sheath of the vas. This tech-
nique has succeeded without fail in over 700
cases in my private practice. It does not
unnecessarily discard segments of vas which
might bc needed later for vasovasostomy.

Clearance of spermatozoa correlates with
the number of ejaculations after vasectomy
rather than with any specific length of time.
Instead of analyzing the semen at 12 and 16
weeks postoperatively as done by Dr. Jackson
and others, a better practice would be to begin
tcsting after the tenth ejaculation.-I am, etc.,

STANWOOD S. SCHMIDT
University of California Medical School,
San Francisco,
California, U.S.A.
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Decline of the Necropsy

SIR,-I welcome the purpose of your lcading
article "Decline of the Necropsy" (24 April,
p. 181). I was relieved to find that the article
urged the usefulness of the necropsy, for the
title suggested that the decline was irrever-
sible or perhaps even desirable.

I think that the pendulum has, as usual,
swung too far. During the first half of this
century, as your article implies, the post-
mortem was by far the most clear and pre-
cise demonstration of disease available.
Nowadays there is an immense range of
othcr methods, many of which are not only
exceedingly precise but also capable of
dlemonstrating abnormalities that cannot be
observed at postmortem. Yet it is still true
that, as your article puts it, the expected find-
ings are sometimes not observed at necropsy
and the observed findings are not what was
expected; so even at this level the necropsy
can still be useful. I made a report about
this in 1966.1
My work has led me to conclude that the

practicc of medicine is exceedingly difficult,
and that much remains to be learned about
it, for which purpose every available method
must be brought into use. In fact, I think
medicine is so difficult that your article has
been rather harsh in using the expression
"turning the spotlight of open inquiry on to
the clinicians' failures." I would not like my
clinical colleagues to think I was interested
in exposing their failures. You put it better
in a later part of your article, where you
describe a well-attended necropsy as "really
the best form of clinico-pathological con-
ference." With this I warmly agree, and
count myself lucky to have taken part in
more than a few. I have been doing post-
mortems for over 30 years now, but in my
early years I did not realize how valuable
such clinico-pathological occasions could be.
More and more I have come to be absorbed
by the interesting problems that turn up in
nearly every case; more and more I regret
that postmortems often have to be done in
less than an hour when two or three hours
could well be spent on them.

More and more I incline to think that
medicine changcs, society changes, disease
changes; that things have been seen at
necropsy but not yet been observed, that
things remain to be observed at necropsy that
have not yet been seen. The necessary thing,
the difficult thing, is to look at the organs
in four dimensions instead of three, to think
as a morbid physiologist rather than as a
morbid anatomist.
My colleagues and I are fortunate in

having a small group of undergraduates
attending our necropsies almost every day.
I hope that, when the pendulum begins to
swing back, they and others like them will
increasingly look to the laboratories, includ-
ing the morbid anatomy departments, for
absorbing and useful careers, in which sur-
gical pathology plays at least as large a part
as the necropsy.-I am, etc.,

R. R. WILSON
Department of Pathology,
Stobhill General Hospital,
Glasgow N.1
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SIR,-Your leading article on the "Decline
of the Necropsv" (24 April, p. 181) is timely
and valuable in drawing attention to the
wealth of teaching material available but,
with some exceptions, not fully used for
daily or weekly clinicopathological confer-
ences or discussions.

It is true that many consultant morbid
anatomists are overloaded with hospital
cases and the hack work of coroners' cases
most of which, you say, are perfectly natural
deaths, but your statement about the
"unskilled porter acting as mortuary attend-
ant" is inaccurate. Nevertheless, the state-
ment serves to focus attention on the
subject of the mortuary attendants or post-
mortem room technicians, who are diminish-
ing in number and impossible to recruit.

In the recent decade fully three-quarters
of the mortuary attendants or post-mortem
room technicians in post in England, Scot-
land, and Wales, have, by their experience
in the post-mortem room and by attendance
at revision educational courses at university
and regional centres, passed the examina-
tions for the Certificate and/or the Diploma
in Mortuary Hygiene and Technology
awarded by the Royal Institute of Public
Health and Hygiene. These qualifications
were instituted in 1962, and the syllabus
includes anatomy and dissection technique;
elementary microbiology; the use of anti-
septics, disinfectants, and fixatives; post-
mortem room hazards from chemicals, in-
fections, and irradiations; and the certifi-
cates and the law relating to the dead,
including the Human Tissue Act. Sir Roy
Cameron presented the first diplomas in
1963, his first official duty as first President
of the College of Pathologists, and in his
address at the ceremony he paid tribute to
the debt owed by morbid anatomists in
training and in working life to these quali-
fied assistants.

It is unfortunate that despite these quali-
fications and a scheme for the training of
new entrants, formulated by the Board for
the Education and Examination of Post-
mortem Room Technicians, no suitable
candidates are coming forward, and this at
a time when by deaths and retirements the
number of senior men in post is being re-
duced continuously.

In practicc lhospital portcrs call carn iore
than mortuary attendants and mortuary
porters who have special responsibilities for
the correct release of bodies and often havc
unpleasant work. Hospital porters can also
earn more than the 'new class' of post-mortem
room technicians introduced by the Depart-
meint in 1969 with two grades and salary
scales, post-mortem room technician
(Certificate) and senior post-mortem room
technician (Diploma). Further there are
anomalies; a senior post-mortem room
technician holding the Diploma and being
in-charge of a mortuary and post-mortem
room, can in fact be paid less salary (on the
Whitley Council P.T.B. Scale) than the
junior under him in the same hospital mor-
tuary holding only the Certificate, and in
receipt of a 30p rate for each post-mortem
examination and a 55p allowance per week
for the Certificate, paid a weekly wage on
the Ancilliary Staff Council Scale as a
mortuary attendant.

In March, 1970, the Department intro-
duced a Higher Senior Post-mortem Room
Techniciar. scale (practically the same as
that of the medical laboratory technician
scale), but this grade is kept very much in
reserve and awarded only in a very special
case.

In 1970 the specialist professional bodies
including the Royal College of Pathologists
advised the Department of the urgent need
of a career grade salary structure for post-
mortem room technicians similar to that for
medical laboratory technicians. The grades
required are four-a trainee grade, a techni-
cian (Certificate) grade, and a senior techni-
cian (Diploma) grade, and a chief technician
grade: all defined by qualification held and
duties performed. The salary scales must be
appropriate to the responsibilities and duties,
and attractive to the right kind of entrant
with a minimum of 2 "O" levels. Suitable
scales have been suggested to the Depart-
ment.
There should be available in the post-

mortem room technicians with a knowledgc
of anatomy and of dissection, ability to look
after and mount museum specimens, and
a skill to provide frozen sections for clinicians
and junior staff to study in the post-mortem
room while their cases are examined and
discussed with the morbid anatomist and
his laboratory colleagues (in appropriate
cases) and other clinical firms in attendance
for their own cases. Thus would be provided
"the best form of clinicopathological con-
ference-spontaneous discussion by clinicians
and pathologists in the context of the story
of the case as it unfolds in the post-mortem
room", which, as your leader rightly states,
would bring "back to the post-mortem room
its vital role in undergratuate, postgraduatc,
and continuing medical education."

Until four grades of post-mortem room
technician are established the necessary skill
and assistance will be lacking from the post-
mortem room; there will be a rapid turn-
over in unsuitable post-mortem room help
provided by disabled butchers and lorry
drivers, out-of-work and retired plumbers
and electricians' mates, labourers, and dis-
charged prisoners. Within the next ten to
fifteen years it could well be that no help
will be available.-I am, etc.,

JAMES F. HEGGIE
Department of Pathology,
North Middlesex Hospital,
London N.18
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