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The crucial step is recognition of puerperal depression.5
Diagnosis may be facilitated if a brief personal and family
psychiatric history was obtained during the late antenatal
period and specific questions asked about depression and
coping at the time of postnatal examination. Prevention of
disability and distress due to the illness may have favourable
repercussions not only on the marriage but on the future ofthe
newborn child.
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Industrial bladder cancer
The incidence of occupational bladder cancer is difficult to
estimate, since there may be a long period between exposure
to a toxic substance and the appearance ofcancer. Furthermore,
the cause of death as notified to the Registrar General may
not be accurate.' The Association of Scientific, Technical,
and Managerial Staff2 states that, though there are over 7500
cases of bladder cancer diagnosed each year in Britain, only
five to ten are recognised by the DHSS as being occupational
and eligible for industrial benefit. Certainly compensation
may be underclaimed on a wide scale3: out of 182 new cases
of bladder cancer diagnosed in men between 1975 and 1979 in
Huddersfield 47 had proved industrial exposure. These
figures are inflated by carcinoma in situ, which may be
responsible for the geographic differences in mortality rates
in superficial bladder cancer.4

In 1895 a German surgeon called Rehn5 observed that
bladder cancer was frequent among chemical workers in his
practice. Over the next 50 years, further reports6-11 showed
an increased risk of bladder cancer in workers exposed to
aromatic amines. The Association of British Chemical
Manufacturers set up a research project on industrial
"papilloma" of the bladder, which reported12 that contact
with benzidine, ,3-naphthylamine, and a-naphthylamine, or
some combination of these, increased the overall risk of
dying from bladder cancer 30 times above that of the general
population. Papilloma of the bladder was made a prescribed
industrial disease in chemical workers in 1953. The Industrial
Injuries Provisions of the Social Security Act 1975, in the
section on prescribed disease, relates the development of
urothelial neoplasms of the bladder, renal pelvis, ureter, or
urethra to exposure to a range of chemicals difficult for the
non-expert to understand. The subject has been well reviewed
by Scott.13

Exposure to carcinogens may occur in the chemical industry;
the rubber and cable-making industries, where men may have
inhaled fumes from hot processes to which antioxidants have
been added; gas-retort houses; rodent-control operators who
may have used the poison antu (ao-naphthylthiourea); and,

finally, a wide range of laboratory workers who may have
used benzidine. A recent report'4 states that engineering
workers using lubricant oils may also be at risk.
Some industries voluntarily use cytological screening of the

urine to pick up early cases of bladder cancer. Detection has
become even more important now that early stages of the
disease may be reversed by treatment with intravesical
doxorubicin.'5 Finding atypical cells provides a warning that
the bladder mucosa is undergoing change, which should be
investigated by intravenous pyelography, cystoscopy, and
random biopsies of the bladder mucosa. Initially the mucosa
may look normal, and only random biopsy specimens inter-
preted by an experienced histopathologist will show dysplasia
and early changes of carcinoma in situ.'6 Atypia, dysplasia,
hyperplasia, and early carcinoma in situ may all coexist,'7 and
the term "malignant urothelial dysplasia" may be best to
denote an unstable bladder mocosa with malignant cytological
change. People who have been exposed to carcinogenic
substances should be subjected to regular cytological screening
every six months, and this should be continued even if they
leave the industry or retire. Such tests should be monitored
by a central authority and not left to individual firms to
institute on a voluntary basis.
Under the 1975 Act anyone who has been exposed to

specific carcinogens and who has developed a transitional-cell
neoplasm may submit a claim for industrial benefit. The
term "papilloma" is often used to describe these tumours,
but a true papilloma is a rare growth, probably accounting for
only 1-2% of all bladder neoplasms. The Act does not mention
that carcinoma in situ is usually found before the actual
development of a tumour, so that early cases of industrial
bladder cancer are excluded from the Act. In addition, the
onus is on the applicant to prove that he has been exposed to a
known carcinogen, and this may be difficult, since many old
works records are inadequate.
The Act should therefore be revised with two objectives:

firstly, so that more people may obtain compensation, and,
secondly, so that the disease should become compensatable
at an early stage. The past cannot be altered, but future policy
should allow workers who have been subjected to known
carcinogens to be screened on a national basis. When any
industry is considered to present a risk then a central advisory
body should be given powers to supervise a research pro-
gramme to substantiate or refute allegations.
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Oral contraceptives and
cardiovascular disease:
some questions and answers

Since the mid- 1960s a vast amount of epidemiological, clinical,
and laboratory evidence has linked the use of combined oral
contraceptives with certain types of cardiovascular disease,
especially venous thromboembolism, thrombotic stroke, and
myocardial infarction.3 Despite this, some research workers
have remained unconvinced by the data, and many of their
major criticisms have recently been brought together in an
article by Shearman.4

Firstly, several authors suggest that national trends in
cardiovascular mortality (which have been generally down-
ward) are incompatible with the estimates of risk attributable
to the pill derived from case-control and cohort studies.57
Mann and Vessey,8 however, have pointed out that a proper
analysis of mortality trends must take into account all the
relevant facts and not just selected ones. Such an analysis
should, for example, recognise that use of the contraceptive
pill has been shown to be related only to certain forms of
cardiovascular disease; that use of oral contraceptives is
concentrated in young women while pill-associated mortality
is concentrated in those aged 35 years or more; that cardio-
vascular disorders have a complex multifactorial aetiology (and
hence a favourable change in one risk factor could easily
counteract an unfavourable change in another); and that there
have been many changes over the years in the formulation of
the pill and in the way in which it is used.9 Casual examination
of national trends in cardiovascular mortality and oral contra-
ceptive use is therefore too simple; and the observed patterns
are, in fact, compatible with a wide range of possible risks
attributable to the pill.

Secondly, the excess deaths in those women using the pill
have been said to be almost entirely attributable to smoking.4
This assertion is not in keeping with the facts. An excess risk of
fatal and non-fatal cardiovascular events associated with use of
the pill has been observed both in non-smokers and in
comparisons of users and non-users of oral contraceptives
smoking similar numbers of cigarettes a day.10-'2 None the
less, the risk of suffering a fatal arterial event attributable to
use of the pill is heavily concentrated in smokers. As for venous
thromboembolism, this condition does not appear to be
related to smoking at all.13

Thirdly, Goldzieher14 has discounted the studies showing a
relationship between use of the pill and venous thrombo-
embolism because the clinical diagnosis of deep venous
thrombosis is unreliable and potentially subject to bias. He
quotes a paper by Barnes et al'5 in support of his view. These
authors studied a group ofwomen referred to them as possible
cases of venous thrombosis. This diagnosis was confirmed by
ultrasonography in 31% of non-users of the pill but only 17%
of users (p00-5). A substantial proportion of the 54 users,
however, had no physical signs; thus only 26 had leg tender-
ness and only eight had oedema. It seems reasonable to
conclude that in this particular study patients taking the pill
were being referred for investigation on the merest suspicion
of trouble, and it seems important not to draw far-reaching
conclusions from the findings. Tibbut, for example, confirmed
a diagnosis of venous thrombosis by phlebography in equal
proportions of users and non-users of the pill referred to him
in routine hospital practice."6 Moreover, Vessey and Doll7 18
found the relation between use ofthe pill and venous thrombo-
embolism to strengthen the more conclusive the evidence of
disease.
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