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diol were measured.2 We found no consistent
pattern of hormonal or electrolyte change in
the five subjects, and no consistent pattern of
weight change in relation to menstruation.
Interestingly, no obvious natriuretic effects
were observed in any of the patients during
progesterone administration, even (in one
subject) with daily intramuscular injections of
100 mg progesterone.

I believe that both our failure to find any
consistent changes and the inconsistent
progesterone findings of Mr O'Brien and
other workers3 4 are a reflection of at least
two factors. Firstly, it is difficult to elucidate
the aetiology of any condition until one has
an accurate definition of the condition. There
are many problems in defining the type,
timing, and intensity of premenstrual
symptoms. Sampson and Jennerl report on a
control study in which 71% of subjects
reported premenstrual symptoms, 82% re-
corded significant changes in fluid retention
premenstrually, and 53% had significant
changes in mood premenstrually. The sugges-
tion is therefore that some mood and fluid
retention changes are normal and not patho-
logical. Where then is the borderline between
"normal" and "'having premenstrual syn-
drome?" Clinical studies5 6 find that the
majority of women actively seeking treatment
for premenstrual symptoms are parous and
in their later reproductive years (30-50 years).
However, many of the studies on the aetiology
of premenstrual syndrome were undertaken
on women who were not actively seeking help,
their age range is younger, and they are
childless. Most studies use different definitions
of "premenstrual syndrome" and because of
this results from differing studies are not
comparable.

Secondly, the failure to find one consistent
aetiological factor for premenstrual syndrome
is that, as in other psychosomatic disorders,
many aetiological factors are implicated. It
appears logical that in a disorder which
fluctuates regularly in relation to menstruation
there will be hormonal changes which both
precede and follow the symptoms of the
disorder. Our understanding of the normal
physiological and psychological changes of
menstruation is growing and, hopefully, we
will with time be able to quantify which
physiological and psychological changes are
normal and which become abnormal in that
group of women we classify as having pre-
menstrual syndrome.
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Circumcision and undescended testis

SIR,-In my opinion there is a definite place
for the treatment of retraction of foreskin and
applying hydrocortisone cream to prevent
fibrosis and bring the skin forward in certain
cases of non-retractile prepuces (28 June,
p 1591). This can be done by the mother-
either the mother is successful in retracting

this skin and the condition is cured or the
mother fails and no further attempt for
retraction is carried -out after a month;
therefore the question of adhesions does not
arise. One can also break the adhesions and
the prepuce under general anaesthesia rather
than carrying out the full procedure of
circumcision.

There are two more indications for circum-
cision before the age of 4 years: (1) Posthitis-
a surprising number of doctors are not familiar
with the treatment for inflammation of the
prepuce only. (2) Pinhole opening in the
prepuce, produced by fibrosis. In Moslem
boys circumcision is recommended in the first
seven days of life, though if this is not feasible
it may be performed much later, as mentioned
in the article.

In practical terms, to say that the mother
would have noted whether the testes are both
in the scrotum after a hot bath is not really
very helpful, as a number of cases are still
missed despite family doctors and school
health clinics. Examining the child after
putting him in a squatting position is helpful
in bringing the retractile testes into the
scrotum, and both sides can be examined at
the same time.

B L KATHEL
Grantham, Lincs

Unanswered questions on ectopic
pregnancy

SIR,-Your recent leading article on ectopic
pregnancy (3 May, p 1127) attempted to
assess the demography of ectopic pregnancy.
You adduced some statistics reflecting its
current incidence, but a rise in incidence, you
noted, might only signify better diagnosis of
the condition so that it occupies a more
prominent place on the diagnostic index. I
believe that a truly meaningful demographic
analysis of ectopic pregnancy must await,
clarification of its aetiology, which still remains
obscure.
You cite as possible causes of ectopic

pregnancy pelvic sepsis and usage of intra-
uterine contraceptive devices (IUCDs). What
of pelvic sepsis in this connection ? There is
certainly clinical confirmation of this relation-
ship, perhaps more in women with primary
infertility, though pelvic inflammatory states
by no means always underlie involuntary
childlessness or ectopic pregnancy. I reviewed
the records of 325 consecutive patients
diagnosed as having an ectopic pregnancy at
operation in four large London hospitals
during 1967-79, and found that pelvic
inflammatory disease was uncommon (11 %).
The remaining 89% in this series had no
demonstrable organic condition to explain
their ectopic pregnancies, but 12%, of patients
had IUCDs and a further 2%/ were accounted
for by progestogen-only contraceptive-pill
failures.
How then do IUCDs relate to ectopic

pregnancy? On circumstantial evidence, in
part statistical1 2 as well as anatomical,3 and
in the knowledge that ovulation and sperm
penetration of the female genital tract are
unaffected by IUCDs in situ,4 5the following
hypothesis for the mode of action of IUCDs
was formulated.3 Effective intrauterine con
traception induces an antifertility state by
inhibiting tubal ovum migration, though with
occurrence ofthe occasional ovarian pregnancy.
Failed intrauterine contraception results in
pregnancy but with an incidence of ectopic,

mainly tubal, implantation by reason of
disturbed ovum migration along the oviduct.

Quite how failure of progestogen-only oral
contraceptives fits into this hypothesis is
difficult to rationalise. The consequences of
this failure do seem similar to those of failed
intrauterine contraception and this is docu-
mented in the literature (see Rantakyla6 for
references). Perhaps a wider view of the
imperfections besetting human reproduction
should be taken. Maybe that involuntary and
unexplained infertility preceding eventual
pregnancy and effective antifertility states
achieved by IUCDs and progestogen-only oral
contraceptives are both manifestations of
transitorily aberrant tubal function, whereas
ectopic, especially tubal, pregnancy and even
early spontaneous abortion reflect disturbed
tubal function causing errors in zygote
nidation.

I suggest that the physiology of the human
oviduct has been taken for granted for too
long. Much is known about the workings of
the hypothalamic-pituitary-ovarian axis and
yet many common aberrations of human
reproduction, iatrogenic and spontaneous,
remain ill understood.
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Quality of prescribing for children

SIR,-We read with interest the recent paper
by Dr J C Catford (14 June, p 1435). Nine
local general practitioners have participated
in a prescribing study, from which it has been
possible to identify all drugs prescribed for
children under 12 years, dosage, quantity, and
associated morbidity over a three-month period
ending December 1979. We used Dr Catford's
criteria of quality and our findings were similar
to his own, 24 prescriptions out of a total of
1784 (1%) being for hazardous or undesirable
drugs.
However, the fact that only a few drugs

considered by Dr Catford to be hazardous or
undesirable were prescribed for children says
little about the quality of prescribing. This
cannot be adequately assessed by simply
recording the drugs used by doctors. Prescrib-
ing requires the doctor to consider and decide
on appropriate and rational responses to a
number of questions relating to a specific
patient and problem: Is a drug required?
If so, which one (or possibly more)? Which
route and which preparation? What dose?
How often? For how long? Will the drug be
taken, and can I influence this by means other
than those considered in previous questions?
Relevant and important information such as the
proportion of children who presented to the
general practitioners and were not given drugs
was unknown to Dr Catford, but he has re-
stricted himself unnecessarily to a very small
area of prescribing by describing only the
drugs prescribed for children without know-
ledge of their indications, when presumably
data on dose, dose-frequency, formulation,
and the planned duration of therapy were
available to him.
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It is worth pointing out that some of the
drugs in Dr Catford's list are considered
hazardous or undesirable on the basis of
inadequate information relating to their use in
children, and in fact two-thirds of the drugs
in the British National Formulary and the
Data Sheet Compendium' have limited use in
children because of disclaimers or inadequate
dose information.2 For most other drugs in
these prescribing reference texts the basis on
which dose recommendations are made may be
inappropriate,2 and there is little that the
general practitioner can do about this.
Good prescribing is certainly relative, but it

seems to us that Dr Catford's method of
assessing the quality of prescribing is both
limited and inadequate.

GEORGE RYLANCE
T MORELAND
JOHN HAMLEY

University Department of Child
Health,

Ninewells Hospital and Medical School,
Dundee DD1 9SY

1 Association of British Pharmaceutical Industry. Data
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SIR,-Dr J C Catford's study (14 June, p 1435)
of prescriptions issued to children by 72
general practitioners in Wessex refers to
consent given by the local medical committee
on the understanding that anonymity and
confidentiality would be assured. Although it
seems reasonable for the LMC to agree to the
study is this level of consent sufficient? A
minimum acceptable level of consent would
appear to be the written permission of the 72
general practitioners involved.

Rather than rushing into print with these
results it would appear to be more appropriate
to enter into meaningful discussion with the
doctors concerned where allegedly hazardous
and undesirable prescriptions were issued.
There appears to be a fundamental absence of
consideration why certain prescriptions were
issued. Dr Catford does not even mention the
possibility that items for an older child in the
family were written on the prescription by
mistake (or for convenience).
We all know that some undesirable practices

are prevalent. With the present tripartite
structure of the NHS, it is unfortunately
becoming fashionable for doctors working in
one sector to criticise doctors working in
another sector. This is the worst possible
method of medical audit, especially when
informed consent is lacking.

J A BOCHSLER
London SE19 1QG

***We sent copies of these letters to Dr Cat-
ford, whose reply appears below.-ED, BMJ.

SIR,-With respect, Dr Bochsler and Dr
Rylance and others appear to have mis-
interpreted my paper. It was never intended as
the definitive study of prescribing for children
in general practice but rather it reported on a
feasibility study of an aspect of prescribing. I
am the first to admit that there are limitations
in the method, which stem chiefly from the very
high emphasis that was placed on preserving
confidentiality and anonymity of the patient
and the doctor. In particular, I warned of the
dangers of drawing wider conclusions from the
results. Nevertheless, the questions that must
be answered are: is this general line of investi-
gation worth pursuing, and are the results

of value to the profession and ultimately to the
public ? My advisers, your referees, and a num-
ber of clinicians not directly involved' clearly
felt that the paper had merits. It was in an
attempt to add to the current debate on medical
audit that the paper was submitted for
publication.
The important subject of consent was con-

sidered at length. Many prescribing studies in
general practice have been bedevilled by the
fact that consent has been so "informed,"
that the doctors studied were so selective that
they could not be considered representative.
For instance, it is well known that the delivery
of care changes as soon as it is known that it is
being studied (the "Hawthorne effect"). My
study has all the benefits of a population that
was truly "blind" and randomly sampled.
There are many precedents in studies of medi-
cal care, including prescribing, where in-
dividual informed consent was not obtained.
This is considered perfectly satisfactory pro-
viding anonymity and confidentiality is assured
and permission is obtained from the relevant
representative bodies. This was the case in
my study.
The question of "sectorisation" raised by

Dr Bochsler is a red herring and an outmoded
concept. I hope we are all striving for an inte-
grated health service. Skills are still very short,
particularly in the field of evaluation. Academic
departments of community medicine and
general practice commonly work together, are
mutually supportive, and are often combined.
Surely in the interests of the public we should
not squabble about compartments but concen-
trate on attempts to deliver care in the most
effective and acceptable manner possible ?
As I mentioned in the paper, there are no

problem-free methods of evaluating the quality
of health services. Dr Rylance and others are
quite correct in that the method is limited
and inadequate to answer all the important
questions concerning prescribing, but Dr
Bochsler has not made a case that this is "the
worst possible method of medical audit." The
technique described is clearly not the last word
in this important subject, but it has established
the feasibility of one method of evaluating
certain aspects of medical care. The method
should be tailored to accompany other forms of
evaluation. It will be interesting to see how this
field develops in the face of the increasing and
perfectly reasonable demands for the pro-
fession to be seen to keep its own house in order.

JOHN CATFORD

Faculty of Medicine (Conmmunity Medicine),
Southampton General Hospital,
Southampton S09 4XY
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Contraindications to immunisation

SIR,-It is to be regretted that Dr H B Valman
(3 May, p 1138) repeats myths concerning
contraindications to pertussis immunisation.
Will he give us the epidemiological and
pathological evidence for saying that fits,
abnormal cerebral signs in the newborn
period, neurological abnormalities, develop-
mental delay, family history of epilepsy or
other central nervous system diseases, and
general or local reactions to a preceding dose
are contraindications ? What is the connection
between a family history (not defined) of
diseases of the CNS and an infant's reaction
to diphtheria, pertussis, and tetanus immunisa-

tion (DPT)? I cannot imagine what he has
in mind when he connects "developmental
delay" with adverse reactions. Surely he is
not being serious in saying that a local reaction
(not defined) to a dose contraindicates a further
dose ?
With regard to a history or family history

of fits, is he aware of the official recommenda-
tion of the American Academy of Pediatrics'
that a history of fits is irrelevant-except that
if a fit should follow within 24 hours a further
dose of DPT should not be given? Has he
seen the comprehensive review by Prensky,2
which sums the matter up by saying, "Evalua-
tion of existing data suggests that there is no
firm statistical evidence that children with
brain damage or previous seizure activity are
in greater danger from pertussis vaccination
than the normal population" ?
With regard to rubella immunisation, what

is the evidence that a personal or parental
history of fits is a contraindication ? Immunisa-
tion is vital to prevent tragic handicaps in the
child.

If Dr Valman's advice is taken, thousands
of children will suffer for it.

RONALD ILLINGWORTH
Sheffield Sll 9SD

Commission on Infectious Diseases. Report. Evanston,
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***We sent a copy of this letter to Dr Valman,
whose reply appears below.-ED, BM7.

SIR,-I agree with most of Professor
Illingworth's remarks. In my article I attemp-
ted to include the latest views of experts by
using material provided by the Committee
on Review of Medicines shortly before the
article went to press. This material was similar
to that given in two recent books written by
experts on the subject.' 2

It would be most constructive if Professor
Illingworth could persuade the Committee
on Review of Medicines to consider his
comments.

H B VALMAN
Northwick Park Hospital and

Clinical Research Centre,
Harrow, Middlesex HAl 3UJ
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2 Tyrrell DAJ, Phillips I, Goodwin CS, Blowers R.
Microbial disease: the use of the laboratory in diagnosis,
therapy and control. London: Edward Arnold, 1979:
305.

Respiratory infections in the older infant

SIR,-I have been impressed by the high
standard and practicality of Dr H B Valman's
articles in the series "The First Year of Life,"
but have to disagree with one point in that on
respiratory infections in the older infant
(14 June, p 1438).

In the section on the management of acute
obstructive laryngitis he says that "oxygen
with increased humidity can be given"; I
believe that his is an unwise recommendation
for several reasons. Firstly, administration of
oxygen to the child hypoxic from a partly
obstructed larynx will lead, by means of
increased alveolar oxygen, to a reduction in
respiratory drive, with the possibility of
carbon dioxide retention. Secondly, if the
obstruction increases (with the child in
oxygen-enriched air) to the point where
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