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too long" evaluation of Dr Wright. Nowhere
in our data have we encouraged the comment
of Dr Grant that normal vaginal delivery is
dangerous and should be abolished. On the
contrary, we have shown that a selected and
careful mid-cavity rotational forceps is as
safe as a normal vaginal delivery and that the
case for caesarean section or even a randomised
controlled trial of caesarean section against
Kielland's forceps cannot be supported by our
results.
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SIR,-Kielland's forceps were invented in the
early part of this century, and I would like to
point out that other forceps have been designed
since then which can be used for forceps rota-
tion. I personally have used the Leff forceps
since 1970 because they are lighter and shorter
instruments, are much easier to apply, and
have much less potential for trauma than the
heavier Kielland forceps.t

I have often wondered why forceps other
than Kielland's have been so neglected that
Mr James Owen Drife asks the question
"Kielland or Caesar ?" as if no other method
was available.
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SIR,-Mr James Owen Drife's balanced review
(30 July, p 309) should be recognised as a
balanced cover up of detrimental interference
with normal pregnancy such as unnecessary
induction of labour. We must disillusion Mr
Drife about his belief that simply ignoring the
clock and using oxytocin has resulted in the
extinction of Kielland's forceps at the National
Maternity Hospital, Dublin.
The most important single consideration

affecting the outcome of nulliparous labour is
whether the labour was induced or truly
spontaneous. Induced nulliparous labour re-
sults in an enormous increase in the use of
epidural analgesia, duration of time spent on
the labour ward, and operative delivery.' 2
Prostaglandins may have aggravated the prob-
lem by giving obstetricians false assurance
that induction of nulliparous labour is "highly
acceptable, safe, and simple."3 Kennedy et a13
admit to an operative delivery rate of 49%
and a mean induction delivery interval of 16
hours in primigravidas after induction of
labour using prostaglandin.3 We assume that
such practice is "highly acceptable" to those
wanting experience in operative delivery.

Scotland suffers the highest caesarean section
rate in Britain and has the highest operative
delivery rate in Europe.4 We are not claiming
to be able to explain this but would like to
point out that the diagnosis of labour in Scot-
tish maternity units is usually made by the
least appropriate attendant, the obstetric
house officer. This person is the least experi-
enced in the diagnosis of labour, and the
prolonged hours of duty make it more con-
venient to diagnose labour when this diagnosis
is in doubt rather than to leave the membranes
intact and reassess the cervix in an hour or
two.
The important diagnosis of labour should be

made or personally supervised by the attendant
with most experience of this in the labour
ward-namely, the midwifery sister in charge.
Difficulties in this diagnosis should be dis-
cussed with the consultant rather than delayed
to the time when caesarean section or mid
forceps delivery is inevitable. When complica-
tions arise from caesarean section or mid
forceps delivery the reason for induction of
labour or incorrect diagnosis of labour should
not escape scrutiny.
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SIR,-Mr James Owen Drife cited the work
of Studd et al,1 which showed an increase in
the use of forceps rotation in patients with
continuous lumbar epidural anaesthesia. His
remarks prompted us to a short review of our
own practice.

In August 1982 a total of 231 women
were delivered at this hospital. Of these,
96 (42°,,) had lumbar epidural anaesthesia and
45 (19%") had an instrumental delivery.
Fourteen (31%0) of the forceps deliveries were
performed with Kielland's rotational forceps,
of which 12 were with lumbar epidural
anaesthesia and the remaining two with other
means of analgesia.

In January 1983 a staff shortage led to a fall
in the epidural rate. A total of 229 women were
delivered, of whom only 63 (28%',) had epidu-
rals, but 38 (17%) had an instrumental
delivery. Only seven (18%, ) forceps deliveries
were performed with Kielland's forceps; five
of these deliveries were with epidurals and
two with other means of analgesia. Despite the
fall in epidural rate (42% to 28°,) there was
little change in the rate of instrumental
delivery (190o to 17%). This agrees with the
findings of Bailey et al.2 There was, however, a
large fall in the proportion of patients requiring
forceps rotation (31 %, to 18%) thus supporting
the view that lumbar epidural anaesthesia,
although causing little alteration in the overall
instrumental delivery rate, does cause an
increase in the proportion of patients requiring
Kielland's forceps.
We use an intermittent rather than a con-

tinuous epidural technique, typically employ-
ing 10 ml of 025% bupivacaine at the L2/3

or L3/4 interspace. Before reading your leading
article we had assumed that this lower concen-
tration of bupivacaine allowed rotation of the
head. This was not substantiated by our results.
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Treatment of detainees in South Africa

SIR,-I refer to the report of the Medical
Association of South Africa, mentioned by
Minerva (11 June, p 1902), dealing with the
treatment of detainees in South Africa.
Among other matters, the report notes that
there is evidence that detainees have been
maltreated by the authorities. I should like to
draw attention to some cases that have come
to my attention in the course of a sociolegal
study I am making of the application of the
South African security laws. These throw
light on how South African doctors react when
confronted with maltreatment and on the
attitude of MASA.
One of the men sentenced to death for treason

in August 1982, Marcus Motaung, was shot in the
hip and genitals when he was arrested. He was
examined by a Dr Snyman, a district surgeon, the
same day. She told the court at the trial that she
gave Motaung pain killers but applied no dressings
or disinfectant to the wounds. She said that the
wounds were not serious and that she did not have
disinfectant in her medical bag. Dr Snyman said
that she considered that it Was more important
for him to help the police than to undergo medical
treatment and that she had advised Motaung
accordingly. He was not admitted to hospital and
operated on until two days later.1-3 No action has
been taken against Dr Snyman by MASA. It will
be recalled that in the Biko inquest in 1977
Dr Hersch, Dr Lang, and Dr Tucker said under
oath that they did not realise that they were
entitled to override the decisions of the police in
the paramount interests of the patient. If MASA
takes no action against Dr Snyman one will be
left to assume that her conduct accords with
MASA's view of the ethical duties of a doctor
dealing with a patient in the hands of the police.

Another ethical problem emerged in 1980 in
the case of "Bingo" Mbonjeni Bentley. He alleged
at his trial for "terrorism" that he had been
assaulted by the police and had reported this to
Dr Norman Jacobson, the district surgeon who
examined him. Dr Jacobson confirmed that this
report and the results of his examination had been
given to the police in whose custody Bentley was
held and who had committed the assault complained
of. Dr Jacobson denied during the trial that there
had been any unethical breach of confidence,
saying that he always gave the police duplicate
reports of complaints made to him by detainees
detailing illnesses and any injuries caused by
alleged police assaults. Challenged by the defence,
Dr Jacobson said, "I have ethics. This is routine
and I have no control over it."4 The BMA's
Handbook of Medical Ethics could not be more
clearly opposed to this view.3 The only relevant
exceptions mentioned by the handbook-namely,
the doctor's overwhelming duty to society, and
the needs of due legal process-are inapplicable;
indeed, they are positive reasons for mnaintaining
confidentiality, for, if true, the detainee is in
desperate danger from the police, and unconsented
disclosure to his tormentors can only aggravate his
plight. As far as can be determined no action has
been taken against Dr Jacobson either.
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Assuming that the correspondence columns of
the South African Medical Journal reflect fairly
views held by MASA's members, it is clear that
there is much sympathy for Dr Snyman and the
Biko doctors. For example, Dr J A Engelbrecht
asks "Who are the medical profession, that they
should seek to prescribe to the Minister of Justice
how people in prison ought to be kept ?"8 (my
translation). Dr A Schulman, the senior lecturer
in radiology at the University of Stellenbosch,
actually asks whether even doctors opposed to
solitary confinement and detention without trial in
principle would not, having detained a "suspected
Nazi spy," "acquiesce in practice to a session with
the thumb screws so as to gain as much overall
beneficial information as possible in the shortest
possible time, and then call in a doctor to heal the
damage ?"I In fact, the official view of MASA was
put by the federal chairman, Professor de Klerk,
when he said that the state was trying to provide
the best possible physical and mental care for
detainees,8 although the subsequent report
published by MASA noted that there was evidence
of serious maltreatment in some cases.9

In conclusion, several comments seem to be
called for. Firstly, the principle that political
considerations ought not to influence clinical
practice is doubtless one that most doctors in
Britain will support. It is clear that Dr Snyman,
Dr Jacobson, Dr Lang, Dr Tucker, and
Dr Hersch thought that MASA would support
their interpretation of their ethical duties
towards political detainees. One must ask
whether the principle is one which MASA
has ever upheld when the need to do so was
at its greatest. Secondly, it seems that members
of the BMA must ask whether it is sufficient
for MASA to improve its disciplinary pro-
cedures if its idiosyncratic ethical standards
prevent it from using them when needed.
Thirdly, there is the question of whether the
ethical practice of medicine is possible in the
context of security laws which define opposition
to apartheid-no matter how peaceful and
non-violent-as treason, "terrorism," or "sub-
version" and provide expressly for secret,
indefinite, and solitary detention for interroga-
tion of people suspected of having information
about such matters. Bentley, Motaung, and
Biko were held under these provisions.
Finally, it must be asked more generally
whether the ethical practice of medicine is
compatible with apartheid at all; and whether
the BMA, if it renewed links with MASA,
would not be lending respectability to an
organisation which clearly feels that such a
reconciliation is possible.
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Adverse reactions during treatment with
amiodarone hydrochloride

SIR,-The report by Dr Brian McGovern and
others (16 July, p 175) offers an incomplete

picture of the side effects of amiodarone.
Because they reviewed patients who had been
treated for an average of only 14 8 months
they are likely to have underreported adverse
effects that occur after prolonged treatment.
None of their patients developed thyroid
disease, reported elsewhere after an average
of 30 months,' or severe central nervous system
side effects, reported after 457 days.2

Peripheral neuropathy attributed to amiodarone
is unusual, but some patients have improved only
very slowly, or shown no improvement for several
months after discontinuing treatment.3 Patients on
low doses have developed hypothyroidism4 or had
taken perhexiline5; most have developed neuro-
pathy taking large doses.6 '

In a preliminary study of 10 patients treated
with amiodarone for more than two years (duration
37-6 < SD 11-6) months we have found three
patients with evidence of peripheral neuropathy
on nerve conduction tests. One of these had severe
sensory symptoms. Patients with abnormalities
were taking 467 (231) mg/day of amiodarone,
compared with 214 (38) mg/day for those with
normal reactions (p=0-184; two tailed Mann-
Whitney test). The serum desethyl amiodarone
concentrations were 2-03 (0 74) mg/l and 0-96
(0-41) mg/l respectively (p=0 066). Our initial
results therefore suggest that high doses and high
serum concentrations of amiodarone correlate with
neuropathy. More patients are being studied to
test these findings.

Other severe side effects may be related to large
doses. Dr McGovern and his colleagues report
exacerbation of ventricular arrhythmias in patients
taking on average 800 mg daily and interstitial
pneumonitis in those taking 550 mg. In another
recent American report with a very high incidence
of side effects the mean daily dose was 628 mg.8

Correlations between serum concentrations and
dose' indicate that differences in maintenance
dosage account for less than half of the variation
in amiodarone concentrations between individuals.
Dr McGovern and his colleagues did not measure
serum concentrations or assess compliance and so
their inability to correlate the development of side
effects with drug dosage may be misleading,
especially when they have used an arbitrary high
cut off at 600 mg per day.
Amiodarone is such a useful drug for patients

with severe arrhythmias that with the under-
standing and cooperation of patients it can be
maintained in spite of mild side effects, which
appear to remit when the drug is withdrawn. Even
thyroid disease can be treated while the drug is
continued. If large doses of amiodarone are
required, however, we believe that measurement
of serum concentrations of amiodarone and desethyl
amiodarone9 may be helpful, and may predict
those patients who are at greatest risk of severe
adverse effects. When drug concentrations are
very high or when arrhythmias are not suppressed
the risks may be unacceptable. Further study is
required to establish whether increases in dosage
above presently accepted therapeutic levels will
produce increased antiarrhythmic effects.
Dr McGovern and his colleagues have not

reported side effects which they think are not
attributable to the amiodarone. Admittedly it
is difficult to assess common symptoms as
potential side effects, especially if a control
group is not available, but historical precedent
shows that side effects of drugs have often
been appreciable because they were unexpected
and therefore overlooked.
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SIR,-Dr Brian McGovern and others (16
July, p 175) described many problems of
amiodarone treatment but, unlike others,'
found little disturbance of thyroid function.
We wish to report a case of hypothyroidism
and thyroid tumour formation occurring with
amiodarone treatment.
A 50 year old white woman had had a mitral

valvotomy five years previously for rheumatic
mitral stenosis. She had no history of thyroid
disease or of excessive radiation to the neck,
although one cardiac catheterisation had been
performed. Three years before presentation her
thyroxine concentration was 104 nmol/l (8 jug/
100 ml) (normal range 50-150 nmol/l (4-12 jg/
100 ml)). Amiodarone had been started four
months before presentation for an uncontrolled
ventricular response to atrial flutter/fibrillation; at
this time her thyroxine concentration was 93 nmol/l
(7 ,ug/100 ml). The dose of amiodarone was 200 mg
daily initially but after two months was increased
to 400 mg daily to control recurrent arrhythmias.
At this time she was clinically euthyroid, but her
thyroxine concentration was 59 nmol/l (5 ,g/
100 ml) and her thyroid stimulating hormone
concentration 29 mIU/l (normal range 0-6 mIU/l).
When the patient presented with a mobile, firm,
non-tender mass in the left lobe of her thyroid
she was still clinically euthyroid.

Investigations showed a solid nodule with no
increased isotope uptake. At this time her thyroxine
concentration was 60 nmol/l (5 tg/100 ml) and
the thyroid stimulating hormone concentration
was 27 mIU/l. At subsequent subtotal thyroidec-
tomy a completely encapsulated solid tumour was
found arising from the left lobe. The remaining
gland was noted to be indurated and friable. At
the time of operation microsomal antibodies were
present 1 in 6400 (a moderate rise) and negative to
antithyroglobulin.

Histological examination of the right lobe of
the thyroid showed prominent lymphoid infiltra-
tion with frequent germinal follicles suggestive of
a florid lymphocytic thyroiditis, not completely
diagnostic of Hashimoto's disease. The nodule
arising from the left lobe of the thyroid measured
4-5 cmx 35 cmx 30 cm and weighed 20 g. The
capsule was intact. Histological appearance was
curious, with follicular areas and focal papillary
infoldings. Scattered mitoses were seen but the
tumour was thought to be benign.
No previous histological descriptions exist

of the thyroid in amiodarone treatment. It is
likely that our patient had euthyroid Hashi-
moto's disease before amiodarone treatment
was started and that the chronic iodine
overload induced by the drug precipitated
hypothyroidism.2 3 The thyroid tumour found
in our patient had an unusual histological
appearance, and the confirmation of its
benign nature rests on clinical follow up. The
appearance of a thyroid tumour further
emphasises the careful follow up needed in
patients taking amiodarone. The development
of hypothyroidism may be able to be pre-
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