
BRITISH MEDICAL JOURNAL 7 APRI 1973 51

Aa6

Womreatinagedt6.wetetanglomustelndvsumotureinhnumofmal gutaaortic glypnode.Thtumourscll(lmninms

as they are ordinarily seen. Although not well seen at this magnification, the tumour cells have
the features of glomus cells, wsth rather small deeply stained nucleus and distinct but relatively narrow
cytoplasmsc rim. (Haematoxylin-eosin. x 160.)

tainly no justification for categorizing all
glomus tumours as hamartomatous as, re-
grettably, I must admit to having done else-
where.3
The interpretation of the histological

picture in these cases is admittedly debatable,
if not controversial. Nevertheless, it cannot
be maintained that they are all misinter-
preted instances of "haemangiopericytoma,"
Kaposi's sarcoma, or other accepted varieties
of angiosarcoma, or of lymphosarcoma or
secondary carcinoma, though I have heard
such explanations put forward by specialists
in diagnostic tumour pathology. On the
other hand it may be remarked, without
malice but echoing the timely admonition
in your leading article, that the cause of
those who would shed light on t-hese prob-
lems is not helped by the runaway en-
thusiasts who support their contention of the
occasional malignancy of glomus tumours by
citing published references to malignant
examples of chemodectomas, some of which
arise from the glomus jugulare and other
"glomera" that have nothing whatever to do
with the totally different glomera in the
skin and somne other situations that are the
origin of the tumours generally known as
"glomus tumours." I would stress that these
strictures have no direct bearing on your
leading article; it is with its contention that
a glomus tumour is necessarily a benign
tumour that I take issue.-I am, etc.,

WILLIAM ST. CLAIR SYMMERS, SEN.

Northwood, Middlesex

I Lumley, J. S. P., and Stansfeld, A. G., BritisA
Medical Yournal, 1972, 1. 484.

2 Willis. R. A., Pathology of Tumours. 4th edn.,
p. 651. London, Butterworths, 1967.

I Syvnn'ers. W. St. C., in Systemic Pathology, ed
G. Payling Wright and W. St. C. Symmers
vol. 2, p. 1561. London, Longmans, 1966.

Latent Morbidity after Abortion

SIR,-Dr. D. M. Potts (24 March, p. 739)
states that the Karman catheter is becoming
popular in many centres and quotes figures
published in 1971 by Beric and Kupresanin'
from Yugoslavia. Dr. Potts has overlooked
the paper by these authors, together with
Dr. J. F. Hulka, published in September
1972,2 in which they describe their clinical
trials of the Karman catheter. In this paper
they say that to the best of their knowledge
no previous results of clinical trials
of this catheter had been pub-
lished. The trials described covered 322
patients. After using the Karman cathe-
ter retained products of conception
were found in 12% of all pregnancies of six
weeks' gestation, 47% at seven weeks, 85%
at eight weeks, and 100% of pregnancies of
over eight weeks' gestation. The authors con-
cluded: "We felt the catheter offered the
advantage of no dilatation and anesthesia
for most early pregnancies but was not suit-
able for terminating pregnancies beyond the
sixth week of gestation."
We are grateful to Dr. Potts for drawing

our attention to a recent Hungarian paper.
May we draw his attention to the long series
of papers on, the sequelae of induced
abortion in Ceskoslovenskd Gynekologie,
including many data on first- and second-
trimester spontaneous abortions, prematurity,
and sterility following previous tenninations,
and to the report in that journal3 of a
national conference on the sequelae of abor-
tion? There is a similar series of papers in
a journal of the Romanian Academy of
Sciences, Obstetrica si Ginecologia. It has
never been explained clearly to English
readers just why, after liberalizing abortion
for some years, the Romnians decided to

reimpose heavy legal restrictions. The
assumption that this change of policy was
made only on demographic grounds much
underestimates the influence of the Romanian
medical profession. It is now proposed in
Romania that a previous "curettage" should
be one of the main factors to be given a
numerical value in computing a risk index
for pregnancy to help antenatal care.' It was
one of our recommendations to the Lane
Committee that this substantial literature
should be reviewed and we explained in our
preface that we had covered only a fraction
of what is available.
We disagree with Dr. Potts on one point.

He expresses concern at the distress caused
to women who have had an abortion by
knowledge of the possible sequelae. If a
woman who has had an abortion conceals
this fact from her obstetrician in a
subsequent pregnancy she reduces her
chances of a successful outcome. She may
best be persuaded to confide in him by
being made aware of the risks. Knowledge of
the less fortunate consequences of our actions
is part of the substance of health education;
it may be painful, like the knowledge of the
morbid consequences of smoking to smokers.
The spread of such knowledge is an essen-
tial part of primary prevention. We consider
that knowledge about the latent morbidty
that follows induced abortion is an important
part of the case for the responsible use of
contraception and of education for parent-
hood.-We are, etc.,

MARGARET WYNN
ARTHUR WYNN

London N.6

1 Beric, B. M., and Kupresanin, M., Lancet, 1971,
2, 619.

2 Beric, B. M., Kupresanin, M., and Hullal, J. F.,
American Yournal of Obstetrics and Gynecology,
1972, 114, 273.

3 6eskoslovenskd Gynekologie, 1970, 35, 325.
4 Sirbu, P., Obstetrica fi Ginecologia, 1972, 19, 743.

SIR,-It may be worth pointing out that
the Yugoslavian statistics cited by Dr. D. M.
Potts (24 March, p. 739) do not in fact
provide any unequivocal support for his con-
clusion that outpatient abortion under para-
cervical block does not increase the prema-
turity rate for subsequent pregnancies, in
contrast with the situation in Hungary, where
increased prematurity after abortions induced
by dilatation and curettage under general
anaesthesia is well attested.
What Dr. Potts shows is that legal abor-

tions in the Novi Sad hospital increased
from 4,580 in 1960 to 6,445 in 1970 and
that there was no significant increase in the
prematurity rate for deliveries over the
same period. But the figures as they stand
give no information about the induced
abortion rates for mothers later delivered of
live babies. Has Dr. Potts any evidence
that these increased over the 10 years? If
so, then his conclusions about prematurity
and ectopic pregnancy rates may be justified
-but otherwise not.-I am, etc.,

C. B. GOODHART
Gonville and Caius College,
Cambridge

Treatment of Spina Bifida Cystica
SIR,-In your recent leading article (10
March, p. 565) you state that "the problem
of what treatment should be offered was pre-
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sented in a particularly acute form at Hull
recently." This statement requires clarifica-
tion.
You first deal with the problems of what

treatment to institute with the newborn child
with spina bifida and meningomyelocele as
highlighted by Dr. John Lorber.1 However,
you then quote the case from Hull as an
example of what treatment should be offered.
Here you are muddling two different con-
cepts.
The child in question was born with a

lumbosacral meningocele and did not fall
within the groups with an obviously bad
prognosis to which you refer. He was treated
by early closure of his back and later a
Spitz-Holter valve to control the develop-
ing hydrocephalus. When 3 months old
he was placed in a foster home. Here he
did very well until the age of 13 months,
when the distal end of his shunt assembly
blocked. His parents, although now having
delegated his day-to-day care, refused opera-
tion. After protracted negotiation, the court
was asked to intervene and decided in favour
of operation.

In your article initial treatment is dis-
cussed and then the Hull case is quoted.
Even in the earlier article, "Tragic Dilemma"
(9 December 1972, p. 567), it is not made
clear that this was not a primary operation
and that we were concerned with the con-
tinuing care of a child who had already been
treated. This is a very different case from
non-intervention on adverse prognostic
grounds as argued last week.-I am, etc.,

R. J. WORTH
Hull Royal Infirmary,
Hull
1 Lorber, J., Archives of Disease in Childhood,

1972, 47, 854.

SIR,-Your leading article (10 March, p.
565) is most valuable, but when you say
that "the quality of survival was less satis-
factory than had been hoped, and many
children spent a life of repeated hospital
admissions or of semipermanent care in
residential homes" I think more is involved
than the criteria for selection of cases at
birth. Every district hospital that has a
maternity department concerned with the
delivery of more than 2,000 babies a year,
particularly those in the high-risk areas, will
soon find that there are a large number of
these children needing prolonged treatment
and education. At the present time at this
hospital we have nearly 30 such children,
the oldest 16 and the majority much younger.
The problem of their education and general
management is greatly simplified if they
have management alongside children with
other chronic handicaps, such as cerebral
palsy; we care for about the same number
of these. If this is done the numbers that
each hospital must deal with make a large
and comprehensive unit justifiable.

It has been said that it is not satisfactory
to deal with these two categories of children
side by side. This has not been our experi-
ence, but we are arranging for an independ-
ent assessment of the quality of education
and management that we give to this com-
bined group. The problem of their
management through the emotional prob-
lems of puberty and their placement in
satisfactory work in adult life is again a

strong argument for local provision and
close contact with the home.
The problem demands a multidisciplinary

approach; if the district general hospital is
in close proximity to the day school, many
departments of the hospital will be found to
play an important role, not least that of
child psychiatry. The regional paediatric sur-
geons and paediatric neurologists, through
the mechanism of combined clinics and
occasional admission to their special units,
play a vital part. The nursing staff and
junior medical staff of the district hospital
learn much by direct experience and the
family doctor can retain a meaningful place
in the lives of these children. Co-operation
with the local authority, medical, educational,
and social service departments proves to be
most fruitful.
The time has come for the voluntary bodies

involved with these handicapped children
to combine their efforts in pressing for such
day facilities to be linked with each district
general hospital and for the provision of
local hostels, often for care in the short-term
crisis, but occasionally for longer-term
accommodation.-I am, etc.,

K. R. LLEWELLIN
Clatterbridge Hospital,
Bebington,
Wirral, Cheshire

Metoclopramide and Prochlorperazine in
Radiation Sickness

SIR,-Prochlorperazine is a standard treat-
ment for radiation sickness.1 2 Metoclopram-
ide differs in that it acts locally by decreas-
ing the sensitivity of the visceral nerves
from the gastrointestinal tract as well as
decreasing the sensitivity of the vomiting
centre. It also restores normal gastric
motility.3 Hence I felt it would be useful
to compare the effect of these two drugs in
radiation sickness.

Prochlorperazine 10 mg and metoclopram-
ide 10 mg were put in white capsules of
identical appearance. The drugs were
randomly allocated to a series of numbered
tins each containing a supply of capsules
for one week and labelled week 1. A second
series of tins labelled week 2 was prepared
so that the alternative drug was given dur-
ing the second week. The patients were in-
structed to take one capsule three times
daily. A key to the contents of the tins was
kept by the chief pharmacist, but the radio-
therapist did not know the contents of the
tins and the patients were unaware of any
change in treatment during the second week.
The patients were undergoing a wide variety
of radiation treatment. They were not
entered into the trial unless nausea or
vomiting had already started. If vomiting
or nausea ceased within a day or two of
starting drug treatment the drug was re-
corded as effective. If symptoms were not
controlled or returned when the change
to the second drug was made it was counted
as ineffective.
The results were as follows. Prochlorpera-

zine given in the first week was effective in
11 cases and ineffective in 10; in the second
week it was effective in 12 cases and ineffec-
tive in five. Thus the drug was effective in
23 out of 38 treatment courses (61%).
Metoclopramide given in the first week was
effective in 10 cases and ineffective in 12;
in the second week it was effective in 10

cases and ineffective in six. Thus this drug
was effective in 20 out of 38 treatment
courses (530% ).

It can be seen that there was no import-
ant difference in effectiveness between
prochlorperazine and metoclopramide, re-
gardless of which drug was used first.

I am indebted to the Beecham Group Ltd.
for supplying the drugs used in this trial.
-I am, etc.,

H. W. C. WARD
Queen Elizabeth Hospital,
Birmingham
I Berry, G. H., Duncan, W., and Bowman, C. M.,

Clinical Radiology, 1971, 22, 534.
2 James, W. B., and Melrose, A. G., Clinical

Radiology, 1969, 20, 57.
3 Solan, M. J., British Medical Yournal, 1959, 2,

1068.

Not So Popular Psychiatry

SIR,-In your leading article (24 February,
p. 435) you refer to a survey' which indicates
that of 146 Sheffield and Manchester
graduates in 1971 who held preregistration
posts in those two regions, only two (1-4%)
were to make psychiatry their first choice. The
use of statistical data where the numerator is
a very small number requires thoughtful
handling. Without that survey being wrong,
I can also report that of the 91 who
graduated from Manchester in the summer
of 1971 three, to my knowledge, came into
psychiatry straight from their preregistration
jobs. This represents 3-3 % of the Manchester
graduating class of 1971 opting for
psychiatry as soon as they were able to, a
very different state of affairs. This is about
the right proportion of doctors who should
be going into the specialty.

It is not true that at this medical school
psychiatry is less attractive to medical
students as a career now than it was in 1956.
Three entrants to the specialty from each
graduating year has been usual now for some
years.-I am, etc.,

NEIL KESSEL
University of Manchester
1 McLaughlin, C., and Parkhouse, J., Lancet, 1972,

2, 1018.

SiR,-I hope those of us who try to hep
medical students to understand the principles
of psychiatry will gratefully heed the per-
ceptive feed-back offered by Mr. R. F. Bury
(10 March, p. 609). But I also hope he will
not be diverted from his original intention
to take up psychiatry as a career, because
only those who recognize problems are likely
to solve them.
Mr. Bury is right in observing that

psychiatry is not "a medical specialty like
any other"-if only because its patients are
far too numerous for most of them to be
treated by specialists. But it is still part of
medicine, and while it may be quite approp-
riate to delegate a considerable amount of
psychotherapeutic casework to others (after
suitable training), doctors themselves
(especially general practitioners) cannot
evade the need for therapeutic competence.
Any consultation with an emotionally dis-
turbed patient will be either therapeutic or
the opposite; and who but the family doctor
can initiate help for those inner conflicts
that first appear as somatic dysfunction or
allay the fears that will otherwise prevent a
patient from agreeing to a life-saving surgical
operation?
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