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poverty, and infrequent clinic attendances. There is, however,
no evidence that these associated factors can produce the full
syndrome,12 13 and it must be accepted that alcohol is the prime
teratogen. Clearly the risk is that alcoholism may be overlooked
and the low birthweight and failure to thrive incorrectly
attributed to other adverse medicosocial factors.
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Contraceptive dynamism
There is no ideal contraceptive. Every women leading an
active sexual life necessarily has to incur the risks of her
chosen contraceptive's particular shortcomings and of an
unplanned pregnancy should the method let her down. During
her reproductive lifetime she is likely to have varying needs
for contraception; the relevant factors include the permanence
or otherwise of her sexual relationship, her own career, her
desire for children, and whether she wishes to retain her
potential for reproduction. It is a truism that those methods
which have the least side effects are the most inconvenient
and are related to intercourse, while the easiest ways of
achieving continued protection against pregnancy require a
profound systemic modification of the woman's endocrine
function or have the hazards of local trauma to the genital
tract. Right at the end of the spectrum is the ultimate deter-
rent: permanent interruption of the pathway for the gametes
in one or other partner.

In our present society with its acceptance of premarital
intercourse the doctor should be able to provide advice on
contraception without moralising or judging the case. Yet
studies on unmarried women in Britain1 and the USA2 clearly
indicate that many women at risk of unplanned pregnancy do
not use contraception. Even among university students for
whom special efforts were made in sex education correct
contraceptive usage left much to be desired.3 Further ways
of improving these educative measures and their impact are
urgently required. In this group, where spontaneous and
occasional intercourse most frequently occurs, the condom is
often used.' Its effectiveness could be extended by improved
availability, greater care in its use, and the use of adjunct
compatible spermicides. Indeed, the condom remains the
most common method used by married couples in Britain,
especially those married before 1965.1 The reliability of the
sheath in selected groups is far higher,5 especially when im-
pregnated with spermicides,6 than the figures usually
quoted,7 and for many individuals its freedom from systemic
and local side effects makes the method highly acceptable.
Nevertheless, for high effectiveness to be maintained constant
care and attention are required each time the method is used.

Similarly, for couples who prefer the woman to use a
mechanically occlusive method the diaphragm in a selected
family planning population may have a high degree of accept-
ability and reliability.8 In a recent detailed study of the long
term follow-up of women using different methods of contra-
ception Vessey et a19 pointed out that there are "no material
side effects associated with the use of the diaphragm apart
from the risk of pregnancy and that there may be some
unintended benefits." Indeed, they found that users of the
diaphragm tended to persist more with the method, and that a
high percentage continued with it. Nevertheless, for many
couples the constraints of a diaphragm may be too restrictive
for satisfactory sexual relationships.
Women using oral contraceptives or an intrauterine device

(IUD) pay a price for their convenience. With the former,
despite the exclusion of women with a past history, there
remains an increased risk of thromboembolism.9 In particular,
the hazards of myocardial infarction increase dramatically in
those over 35.10 This is the age group, too, where in spite of
recent improvements maternal mortality remains far higher
than that of younger women."1 Furthermore, the incidence of
gall bladder disease is increased, with the attendant problems
of surgical intervention.9 12 Another point highlighted by
Vessey's study is the clear evidence of some temporary impair-
ment of fertility after discontinuing oral contraception.9 On
the credit side, however, besides the spontaneity allowed by
the method, is the extremely low incidence of these adverse
effects and the decrease in incidence of benign tumours of the
breast.13
Women who use an IUD have more hospital referrals for

anaemia and salpingitis9-not surprisingly, since menstrual
disturbances are a recognised complication of the IUD.'
Furthermore, clearly the risk of developing pelvic sepsis is
significantly increased for users of IUDs.15 The role of the
cervical appendage, the shape and size of the IUD, and the
effect of an incorporated pharmacologically active agent (trace
element or steroid) in the genesis of these problems remain to
be determined. These factors may well partly explain the
remarkably unfavourable outcome of unplanned pregnancy in
IUD users, both in terms of ectopic gestation and of mis-
carriage.9
Age and fashion both have their effects, and doctors should

remember to ask about the contraceptive practice of their
patients in order to keep the options under review. Difficulties
and tensions in contraceptive usage may arise in a couple and
may present in a variety of ways. Not only will the type of
contraceptive used by a particular couple undergo a series of
changes through their reproductive lifetime, but their need
for relative effectiveness will alter depending on their frequency
of sexual intercourse and the possible impact of an unplanned
pregnancy on them. For the youngster for whom sexual inter-
course is frequently unpremeditated and often unexpected the
sheath (preferably reinforced with a spermicide) should be
readily available and has the added bonus of protection against
sexually transmitted diseases. Once a sexual relationship has
been established the doctor should be able to discuss the
relative merits and disadvantages of the various options open
to the couple. For the young couple maximal effectiveness is
often essential: a well-chosen combined oral contraceptive has
little risk and has the added advantage of precise cycle control,
relief of spasmodic dysmenorrhoea, and lessened menstrual
flow. A small copper IUD might be considered in women
intolerant of the pill, but the IUD is probably more appro-
priate for the parous woman who is spacing her family. For
those couples who are prepared to make the effort the mech-
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anically occlusive methods carry an assurance of no systemic
side effects, while local reactions are extremely rare. The older
woman nearing her 40s who continues to take the oral contra-
ceptives once her family is complete, or who by using a less
efficient method risks an unwanted pregnancy, is exposing
herself to an ever-increasing hazard. These are the women who
may benefit most from a review initiated by the doctor: after
counselling more and more couples are opting for sterilisation. 9
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Retinal vein occlusion
Diseases of the retinal vascular system may severely interfere
with visual function, and occlusion of the retinal vein forms
one important cause of visual loss in Britain.' The condition
is uncommon below the age of 40, but the incidence increases
with age.

Retinal vein occlusions may be classified into central and
branch (tributary) vein lesions. Occlusions of the central
retinal vein show a wide range of appearances ranging from
few intraretinal haemorrhages and dilated veins to extensive
haemorrhages extending from the optic disc to the retinal
periphery. In every case there is evidence of raised pressure
in the central retinal vein, and in most cases venous optico-
ciliary channels may be seen on the optic disc bypassing the
site of the obstruction. The visual symptoms range from none
whatsoever to profound visual loss of sudden onset. Optico-
ciliary bypass channels may persist for years, and in the mild
cases these may be the only residual signs of earlier central
retinal vein occlusion.2
The outcome of an acute occlusion of the central retinal

vein varies from near total recovery to a complete loss of
function. Whether or not recovery occurs seems to be more
directly related to retinal capillary damage with resulting
anoxia than the extent of the haemorrhages when first seen.3
The most feared sequel is the development of thrombotic
glaucoma, presenting acutely as a red painful eye within three
months of the central vein occlusion; this occurs in 10-15%
of cases.

Retinal branch vein occlusions effect one-half or less of the
retina depending on the size of the occluded vessel. The area
affected may be the upper or lower half of the retina. A
quadrantic defect may be produced by an upper or lower
temporal vein occlusion; or there may be a small tributary
vein occlusion, either draining the macular region or the
retinal periphery. Branch vein occlusions of tributaries drain-

ing the macular region are associated with" altered central
vision. As with central vein occlusion, the branch vein
obstructions lead to the development of bypass channels.
When the macular region is affected the prognosis for vision
depends on the degree to which capillary integrity is pre-
served: non-perfusion with retinal anoxia is related to poor
visual recovery.4 The growth of new blood vessels from the
retina and optic disc is a serious complication, for its develop-
ment is related to lack of perfusion of the capillaries and the
growth of new vessels may also cause visual loss from vitreous
haemorrhage or retinal detachment.

Three groups of disorders predispose to retinal vein
occlusion: haematological disease; disease of the vessel wall,
as in the vasculitis associated with sarcoidosis and Behqet's
disease; and pressure on the vein from without-from the
adjacent retinal artery in central vein occlusion or at arterio-
venous crossings in branch vein occlusion and in chronic
simple glaucoma. Another aetiological factor may be increased
blood viscosity. A recent large prospective controlled study5
in a group of patients with retinal vein occlusion found sig-
nificantly higher blood and plasma viscosity in those patients
with large areas of capillary damage and retinal anoxia, who
would have a poorer visual prognosis. Arterial disease is a
common accompaniment of retinal vein occlusion and until
comparatively recently it was considered an important factor
in its pathogenesis. Nevertheless, we now know that the
arterial changes occur progressively after the occlusion rather
than predating it,3 and experimental occlusion of the retinal
veins in monkeys seems to confirm this view.6

Chronic glaucoma is sometimes associated with retinal vein
occlusion, and the latter was found in 2% of a recent series of
patients attending a glaucoma clinic.7 The site of obstruction
may be on the optic disc, at the central retinal vein, or in one
of its major tributaries draining the upper and lower half of the
retina. The occlusion seems to be related to distortion of the
retinal veins within the enlarged glaucomatous cup and the
long-standing raised intraocular pressure.
The exact sequence of changes occu-rring at the site of

obstruction is uncertain. Histological studies have failed to
show that thrombosis is responsible; indeed, they suggest that
the lumen is occluded by swelling of the endothelial cells and
the tissues of the vein wall, apparently related to the adjacent
retinal arteriole.8 It is unlikely that the vein lumen is totally
occluded, but it seems probable from the persistence of bypass
channels that the obstruction persists for a considerable time.
The variable visual outcomes of retinal vein occlusion make

estimations of visual prognosis difficult and may have led to
erroneous beliefs in the value of alternative forms of treatment.
For that reason a recent prospective study of fluorescein
angiography in assessing visual prognosis after central vein
occlusion is to be welcomed.9 Vascular changes present one
month after the initial episode were found to give a useful
guide to prognosis. Retinal photocoagulation has been directed
against retinal vessels considered likely to delay visual recovery
or give rise to complications, or both. In retinal branch vein
occlusions this technique has been useful in treating areas of
retinal neovascularisation with the aim of limiting macular
degeneration, vitreous haemorrhage, and retinal detachment.
In central retinal vein occlusion it has been directed against
areas of presumed retinal hypoxia in the hope of averting the
onset of thrombotic glaucoma; as yet there is no conclusive
evidence that photocoagulation alters the natural course of the
disease.

Anticoagulants and fibrinolytic agents have also been tried.
A truly randomised controlled trial of streptokinase in patients
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