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elderly mother cannot be recouped as it might be partially in
the younger one.
There were fortunately no maternal deaths in the Canadian

series, but there is a raised risk for mothers simply on grounds
of age, for there is an increased likelihood of hypertension,
pre-eclampsia, and fibroids. Moreover, when labour is allowed
to proceed it may be about 25% longer on average than in the
younger woman.2 The caesarean section and forceps rates are
high, as is the incidence of induction of labour, often for
hypertension. Morrison found a forceps rate of 30°/0 and an
induction rate of 19% -not, perhaps, very high, given
changing practices and the obstetrician's predilections-but
his caesarean rate of 310% is high by most standards, though it
accords with the usual practice in these patients. However,
while caesarean section may help both mother and baby
escape some of the obstetric difficulties, it is by no means a
panacea.
The overall perinatal mortality rate in these 127 patients

was 94/1000 and even when corrected by taking out those
weighing less than 1000 g it was still 47/1000, perhaps about
twice the average. The number of small babies emphasizes
that elderly primigravidae are prone to have light-for-dates
infants, again perhaps about twice the usual average at 11%,
though in this series it was more than five times the proportion
in controls. Often the babies may be sickly or congenitally
abnormal, and 18% had an Apgar score of less than 6 at one
minute, while 300 had abnormalities with one cleft palate and
one case of Down's syndrome.

It is important to retain a sense of perspective. Ideally all
mothers and babies would survive and be healthy, but this
prospect is still over the horizon. In the series out of a total
of six stillbirths and six neonatal deaths only one infant was
mature, so that only one of the 115 mothers who went through
pregnancy to term lost her baby. While the elderly primi-
gravida may appear to be specially at risk, she is still only a
part of the general problems of hypertension, pre-eclampsia,
premature labour, congenital abnormality, and light-for-dates
babies which may afflict many women in pregnancy, whatever
their ages. If these conditions could be brought under control
it seems probable that the elderly primigravida might no
longer be a worry, even though the methods of treatment for
her and her baby might still need to be used in different pro-
portions from those required for her younger associates in
childbirth.
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Outpatient Treatment of
Haemorrhoids
With little exception, haemorrhoidectomy can no longer be
regarded as the treatment of choice for second and third-
degree piles. Inpatient procedures require an N.H.S. bed,
now costing more than £30 per day, while excellent results of
"ambulant proctology" indicate the clear advantages of pro-
cedures such as rubber-band ligation,'4 cryosurgery,5 6 anal
dilatation,7'- 0 and internal sphincterotomy.11 12
Reviewing the long-term results of rubber-band ligation of

haemorrhoids, Steinberg et al.13 found that three and a half to
six years after treatment 890/% of patients were cured or satis-
fied, though complete absence of symptoms was noted in only

44%. Two per cent. underwent subsequent haemorrhoid-
ectomy, and 12% had further conservative treatment for
recurrent symptoms. Patients whose presenting complaint had
been bleeding enjoyed the same improvement or cure rate as
those who had presented with irritation or pain, and the
results in patients with third-degree haemorrhoids were as
good as those with second-degree ones.
Rubber-band ligation is a quick, simple procedure, requiring

no anaesthetic; it can be undertaken by an experienced general
practitioner,13 provided adequate anorectal examination is
performed to exclude neoplasm or proctocolitis. More than
one session of application may be required, depending on the
presence ofsymptoms. Mild discomfort frequently occurs after
ligation, but complications are rare14 15; the patient usually
returns to work on the next day.4 Cryosurgery provides
effective treatment of haemorrhoids and skin tags, but the
main disadvantage to the patient is the inevitable consequent
watery discharge, lasting up to several weeks.5 Barron16 has
claimed that this discharge may be reduced if rubber-band
ligation is employed before cryosurgery.
Manual dilatation of the anus is performed under anaes-

thesia; the patients are advised to use an anal dilator for six
months in order to prevent recurrent symptoms. Symptoms
are undoubtedly improved, and the patients lose little time
from work, but transitory mucus leakage was noted in 6% of
one series.'0 Internal sphincterotomy can be performed under
local anaesthesia and has been successfully used to treat
symptomatic haemorrhoids. Troublesome skin tags can be
readily excised as an outpatient procedure under local
anaesthesia.
Once it is accepted that haemorrhoids should not be treated

unless they produce symptoms, and that it is unnecessary to
remove haemorrhoids completely in order to relieve symptoms,
then it becomes clear that many patients are undergoing
needless haemorrhoidectomies. When an operation is justified
outpatient treatment is more attractive to the patient. If more
notice were taken of these facts, enormous sums of money
could be saved annually by reducing the number of hospital
admissions and waiting lists and by reducing the average time
spent off work by patients with piles from weeks to one or two
days.
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Oestrogenic Potency and
Oral Contraceptives
By 1973, of women of childbearing age in Britain 16% were
taking oral contraceptives and more than 50 million all over
the world were on the pill: this in spite of the fact that these
steroid combinations had been shown to have a range of
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unpleasant and occasionally fatal side effects. Oral contra-
ceptives were first shown' to cause thrombosis in 1967, and
since then attention has been focused on this untoward event.
From the first it appeared likely that the agent responsible for
the thromboembolism was the oestrogen component of the
pill, and when it was found2 that the incidence of thrombo-
embolism was related to the dose of oestrogen, the Committee
o a Safety of Drugs recommended3 that combined preparations
should not contain more than 50 iAg of oestrogen. It appears
that 30-50 ,4g of ethinyloestradiol or mestranol is the minimum
amount of oestrogen compatible with effective contraception.
Even at this low dosage some deaths from thromboembolism
are occurring. There is nothing to choose between ethinyl-
oestradiol and mestranol in terms of the risk of thrombosis,
and no compelling reason to suppose that any other oestrogen
would bz any better. This has led pharmacologists to look
again at the progestational component of oral contraceptives,
and some hopeful possibilities are emerging.
Most of the synthetic progestogens in oral contraceptives

are nortestosterone derivatives, and many of these are known
to be metabolized in part to oestrogens when taken by mouth.4
The question therefore arises whether thromboembolism
might be further reduced by using progestogens of low
oestrogenicity. The answer to this question is more complex
than might appear at first sight. Oestrogenicity is measured
by the capacity of a compound to cause an increase in the
weight of the uterus of an immature mouse. Is this measure
also a valid criterion of the effect of the steroid in altering
blood coagulability in women? Can the incidence of thrombo-
embolism be lowered by using only the progestogens with least
uterotropic effect? The early experiments which measured
simply the oestrogenic potency of various pure progestogens
may be deceptive in this respect. Furthermore the progestogens
are not given alone but always with ethinyloestradiol or
mestranol; and it is therefore the oestrogenic potency of these
combinations which is relevant.
Two recent publications5 6 have examined the relative

oestrogenicity of various standard oral contraceptives in the
combined form in which they are marketed. The interaction
between the progestogen and the oestrogen is complex. Some
progestogens, such as norethynodrel, have a purely additive
effect on the oestrogenicity of ethinyloestradiol or mestranol;
others, such as norgestrel, are antagonistic; while norethin-
drone and ethynodiol diacetate have a dual effect, having less
oestrogenic action at high dosage but more activity at lower
dosage. These findings would favour the selection ofprogesto-
gens having an antagonistic effect-but it must be noted that
this is antagonism in terms of the mouse uterus. The antagon-
ism of these progestogens is probably expressed by the
progestogen competing for and preventing the binding of
oestrogen to the receptor proteins of the endometrium. This
can be useful in the treatment of menorrhagia-but it may be
very far from applicable to the action of oestrogens on blood
coagulation; for in this area laboratory animal experiments
cannot substitute for epidemiological analysis. Inman et al.2
have looked again and again at their figures to see whether
any particular progestogen-oestrogen combination carries a
larger risk of thrombosis. Their conclusions contradict what
might be inferred from the animal experiments, for they
found norethynodrel, a highly oestrogenic progestogen, to have
the least association with thrombosis. In the event the answer
will become clear when the Committee on Safety of Drugs
has accumulated sufficient data. Inman et al.2 guess that only
10% of thrombotic incidents on the pill are being reported.
If more doctors had sent in reports, stating which preparation
was concerned, the answer to this important question would

already have been to hand. It can be answered in 1975 if a few
more would fill out yellow cards.
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An Unfair Anomaly
University medical staff do a substantial amount of clinical
work. As many as one-third of the beds in a teaching hospital
may be under the care of university clinicians, and lecturers
may account for the same proportion of the hospital's com-
plement of registrars. In some London teaching hospitals,
for example, the intensive care unit is entirely run by university
staff. For practical convenience, a lecturer is often expected
to alternate six month periods of clinical and research work,
and during his clinical stint his duties are virtually identical
to those of an N.H.S. registrar-except in their payment,
which may be as little as half the N.H.S. rate.

This paradoxical situation dates from 1971, when hospital
junior staff under contract to the N.H.S. became eligible
for extra duty payments for hours worked each week in
excess of 102. Even at this level some doctors in busy units
earned considerable sums, but when in July 1974 the basic
week was reduced to 80 hours the payments became sub-
stantial, so that some registrars now find that much of their
income comes from extra duty payments. Academic medical
staff with clinical duties are paid by the university, not by the
N.H.S., and they are not eligible for these extra duty payments.
The effect of this anomaly is that a lecturer working in the
same rota as a registrar may find that though his hours are
identical his income differs by as much as £6000 a year.

For four years now university clinical staff have been trying
to get their employers to correct this anomaly. The Depart-
ment of Health has disclaimed responsibility; and the Depart-
ment of Education and Science has adamantly refused to make
any payments. As negotiations have dragged on the sense of
injustice has grown among the doctors doing the work, many
of whom believe they are owed several thousand pounds in
back payments, which they are most unlikely to get.

Understandably, morale among academic clinical staff is
low. More important, young doctors-and especially those
with families to support in a period of rapid inflation-are
showing reluctance to apply for academic posts which are so
much worse paid than comparable N.H.S. appointments.
Unhappily, this fall in recruitment has coincided with a rise
in emigration of academics and a cutback in research ex-
penditure; the outlook fer university medicine in Britain is
bleak indeed.
No one should be surprised, then, that some of the more

militant among junior academic staff are proposing to stop
doing this overtime work, for which they are paid nothing.
Clinicians are always at a disadvantage in disputes of this kind
because of the irreconcilable conflict between their wish to
withdraw their labour and their ethical obligations to
patients. In this case, the doctors concerned have done the
work, unpaid, for four years while trying to get a fair deal from
the university. The two Government departments have spent
long enough shuffling the responsibility between them:
the academics' claim is simple, obvious, and manifestly just.
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