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would wish to work in this way. The responsibilities of the
clinical community physician should be a paid option, open to
general practitioners who want it. Those who prefer to restrict
their scope to answering demand could continue to do so.
Pioneering work should be done by volunteers rather than
conscripts, but there is no need to assume that volunteers will
be exceptional, or that public expectations, once roused, will
not rapidly lead to new custom on a much wider scale.

Is such a package politically realistic? Science continues to
advance, enlarging the effective potential of medical care. It will
not stop because governments have lost interest in public health
services and are no longer willing to increase tax support. The
gap between what is technically feasible, and what is actually
done for the people, will continue to widen. As the public
becomes aware of this, and as our profession comes to realise
that reversion to private practice is not only unjust but, for all
but a small minority, unprofitable, alternatives to the sacrifice
of both science and social justice in spendthrift pursuit of the
illusions of great power status will become major political issues.
Both guns and butter we could perhaps afford, but elaborate
weapons systems and advanced medical care for all are evidently
no longer compatible. To win priority for life over death, we
must do more than defend the health service we have; we must
expand our imaginations to claim the Health Service that
science now makes possible.

I am grateful to Professor P Sleight and to Messrs Churchill
Livingstone for permission to reproduce fig 1.
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What changes are to be expected in the sexual act after a patient has
undergone a transurethral resection of the prostate and at what post-
operative stage may sexual intercourse be safely resumed?

The only change in sexual activity after transurethral resection of
prostate and bladder neck is that the ejaculation will be retrograde-
in other words, the semen will pass from the ejaculatory ducts into the
bladder, as the bladder neck itself can no longer close and occlude its
lumen. The semen will then be passed with the urine the next time the
patient empties his bladder. This is purely a mechanical effect from
the resection, and once the patient has recovered from the debilitating
effect of the operation his sexual activity should otherwise be normal
for his age. Sexual intercourse should be quite safe four weeks after
operation. The only danger to earlier sexual activity is that slough in
the bed of the prostate may be dislodged prematurely and cause
bleeding. It should, however, be noted that in some patients libido and
potency are reduced for a few weeks after any major operation and, in
this respect, transurethral resection of the prostate is a major operation.
Many men at the age when surgery to the prostate is carried out are
already losing some of their sexual activity. The operation of prosta-
tectomy may therefore be used as a scapegoat to explain this diminish-
ing ability.-j P MITCHELL, honorary professor of surgery (urology),
Bristol.

What is the best treatment for pediculosis capitis in children ?

The "best" treatment for pediculosis capitis in children-in the
sense that it is effective, cheap, and without complication-is to
shave the hair from their scalps. In Britain such advice would be
unacceptable, except perhaps for those seeking to be skinheads, but
in many tropical countries this is the treatment of choice readily
implemented by parents without the benefit of medical advice.
Several insecticides kill the louse, but unless they are applied properly
and to all those infected in regular contact with the patient cure is not
obtained and reinfection will occur. Failure to do this accounts for
the continuation of an epidemic in schools and families. The two
insecticides most used are gammabenzene hexachloride and malathion.
The first is the cheaper and less toxic to the patient, but in some parts
of the United Kingdom head lice are said to be resistant to it, and
then malathion is the treatment of choice. Both preparations are
available as shampoos, which should be left on for about five minutes

before rinsing. They are also dispensed in creams and lotions, which
should be left on the hair for 24 hours before washing out. It is
advisable to treat the patient a second time a week later to kill any
lice that have matured from eggs that were not killed on the first
treatment. It is also wise to treat the whole family and even all
classmates to scotch an epidemic in a school.-ALAN B SHRANK,
dermatologist to the Salop AHA.

What is the effect of high altitude on blood pressure ? Should any special
advice be given to patients taking medicines for hypertension who
intend to travel by air to destinations between 5000 and 10 000 ft (1500
and 3000 m) above sea level?

High altitude has little effect on blood pressure, and no special advice
is necessary for patients taking medication for hypertension travelling
to destinations between 5000 and 10 000 ft (1500 and 3000 m) above sea
level. Acute mountain sickness in its cerebral or pulmonary form is
rarely a problem below 9000 feet (2700 m). Patients with high blood
pressure do not appear to have an increased risk of the disease, and
indeed young healthy people are probably more at risk. Individuals
intending to travel to altitudes over 10 000 ft should acclimatise
slowly. In addition, acetazolamide, 500 mg a day, may be useful in
prophylaxis.-PETER F SEMPLE, consultant physician, Glasgow.
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Correction

Fatal falciparum malaria and the availability of parenteral
antimalarial drugs in hospitals

In this article by M Kapila et al (22 May, page 1547) the following con-
centrations should be: in the third paragraph under "Case Report," white
cell count 148X 109/l (14 800/mm3); in the first paragraph under "Dis-
cussion," parasite concentration O xlX09/1 (100/mm3) and 3-5 X 109/1
(3500X mm3).
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