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and improved fabrics and ventilation have reduced the
hazards of bacterial dispersal from the perineum and else-
where.23
The surgical isolator provides a more radical means of

preventing the spread of micro-organisms to the wound from
staff and environment. It consists of a transparent plastic tent
distended with filtered air under moderate pressure and
entirely enclosing the patient-except for his head.24 Access
is through glove sleeves and entry ports incorporating air
locks. These isolators are justifiable in procedures such as hip
arthroplasty and open heart surgery, where even airborne
coagulase-negative staphylococci may produce disastrous
infections. Paradoxically, surgical isolators are also ideal for
use when operations have to be performed in makeshift or
unhygienic surroundings. More convenient clean operating
conditions are provided by laminar airflow systems of the type
pioneered by Charnley,25 but inevitably they afford less
absolute protection than surgical isolators.

Preventing infection at the operation site has not become
easier in recent years, but at last it has acquired a firm scientific
basis.
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Clinics in general practice

One person in ten attends hospital each year for a new specialist
consultation. Almost all such patients are referred from general
practice and, sooner or later, most patients are discharged
back to the care of their own doctor. No practising doctor,
generalist or specialist, needs to be reminded of the opport-
unities for misunderstanding to arise as patients move back-
wards and forwards between the different parts of the Health
Service.
More often than not, when conflicts arise between family

doctor and specialist the cause is failure to appreciate the
normal range of illness seen in different parts of medical
practice. In turn, this is associated with a lack of empathy
towards the problems faced by doctors whose skills and ex-
perience have thus developed along different lines. For ex-

ample, though emergency appendicectomy is the commonest
acute procedure undertaken by surgeons, management of the
patient with suspected appendicitis forms well below 1% of
the day-to-day experience of the general practitioner. The
casualty surgeon in a city accident department may see as
many fractures in a week as his general practice colleague will
see in a year-and that assumes that all the latter's patients with
fractures consult him rather than go directly to hospital.
Myocardial infarction, a daily occurrence in the work of the
physician, is a monthly occurrence in the work of the general
practitioner.

Patients as well as doctors know of the concentration of
experience and knowledge in the management and diagnosis
of serious illness in hospital and it is easy to understand the
strong pressures for referral. At the same time, many illnesses
-asthma, acute infection, back pain, dyspepsia, for example-
are seen in hospital mainly in their more florid forms and are
normally most appropriately cared for outside it. The con-
sultant who thinks that all patients with illness in his specialty
need his skills is as misguided as the generalist who feels that
to seek help is to display weakness or abdicate responsibility.
What happens on the boundaries between major areas of

clinical activity has attracted surprisingly little research in-
terest. Probably this reflects not only the difficulty of com-
paring the benefits to patients and doctors of different styles
of care, but also the inappropriateness of rigid generalisations.
Sooner rather than later we shall need constructive attempts
to measure the consequences of shared and independent care,
but as a preliminary we shall achieve a wider appreciation of
the issues by less formal methods. As a contribution to this
debate this week we start a monthly series of "Clinics in
General Practice" (p 797), in which the theme will be the
problems surrounding referral to hospital. Each presentation
will centre on the history of a patient with a problem lying
between specialist and generalist care. Commentaries on the
history have been written independently by a specialist and
by a general practitioner, while the cases presented are all
genuine ones. We hope that the important differences of
emphasis will be seen as complementary rather than alternative
philosophies.

Antibodies to spermatozoa
Autoantibodies to spermatozoa were first described in infertile
men over a decade ago.1 2 At first, reports of their occurrence
were confined to such patients3 or to others who had suffered
testicular damage.4 These autoantibodies were assumed to
have been formed in response to spermatozoal antigens
released from the testis, but from the outset of these studies it
was apparent that such antibodies might be the result and not
the cause of testicular atrophy. Further complications were
introduced by reports that autoantibodies to spermatozoa may
be detected even in normal men5-7 with an incidence approach-
ing 90%. Nevertheless, probably autoantibodies associated
with infertility may differ qualitatively from those found in
normal men and in particular cytotoxic antibodies are found
most often in infertile men8; moreover, higher titres are
observed in these patients.9 The relevance of sperm antibodies
to infertility in women is similarly uncertain. Earlier reports
of a high incidence of antibodies in such cases have not been
substantiated,'0 though in infertile women as well as men the
titres may be higher" than in those who are apparently
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