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Although a nurse can be trained to take as
good a smear as a doctor, most of the above
abnormalities would have gone unrecognised
if the task had been delegated to a nurse. I
find it impossible to equate the extra work for
the doctor in the financial exercise, although
most of the conditions found would eventually
have taken up considerably more time if not
found by the screening and treated. Would
Dr Grace have found more abnormalities,
and perhaps provided more effective health
education, if a doctor had been performing
the screening? Perhaps this could be a
profitable line of research.

M WATSON

Cross Road Surgery,
Rodwell,
Weymouth DT4 9QX

Efficiency savings

SIR,-As part of the current economies in the
National Health Service (3 September, p 700)
health authorities throughout the country are
planning to reduce their spending by closing
small general practitioner hospitals. Bradford
Health Aurhority is no exception and is pro-
posing to close Shipley Hospital, which is a
low cost, well used local hospital with more
than a century of valued service to the com-
munity. Closing this type of hospital does
nothing to promote increased efficiency in the
health service. It simply increases the waiting
lists in the district general hospitals and is the
"soft option" that is being taken hurriedly
because health authorities have had in-
sufficient time in which to tackle restrictive
practices and waste generated by doctors.'

I hope that general practitioners facing a
similar problem will join me in calling on the
General Medical Services Committee to
approach the Secretary of State and point out
to him that valuable community assets are
being sacrificed to circumvent government
policy.

K HAYWOOD
Chairman

Bradford Local Medical Committee,
Shipley,
West Yorkshire

Anonymous. Using resources efficiently. Br Med J
1982 ;285 :1590.

Points
Plight of the course organiser

Dr W V ANDERSON (Central Surgery, Newby,
Scarborough Y012 6UB) writes: In response to
Dr Jamie Bahrami's letter (9 July, p 134), I feel
that a limit of about 10 to 12 trainees is the
maximum that can be satisfactorily coped with
without encroaching excessively on other working
time or free time, and I think that additional course
organisers should be appointed to maintain this
level of staffing. Having said that there is no doubt
that the work of a course organiser has increased
considerably during the past few years, and, like
Dr Bahrami, I am not at all surprised to find that
many districts are having difficulty in persuading
suitably qualified doctors to apply for vacant
posts and that, as previously mentioned in your
columns,1 few course organisers seem to remain
in post for a prolonged period.

Higgins PM, Savile CW. The course organiser: a
case for change? BrMedJ7 1982;284:1019-20.

Amputation of both legs in the elderly

Dr C P U STEWART (Dundee Limb Fitting Centre,
Dundee DD5 1AG) writes: Minerva (16 July,
p 224) makes the outrageous statement that old
people with amputations of both legs rarely learn
to walk on artificial limbs and suggests prescribing
a wheelchair instead; the article quoted was
concerned only with double above the knee
amputations. More than half the amputations
performed in old people for vascular disease are
below the knee, and most of those with bilateral
below the knee amputations do walk comfortably
with prostheses, albeit for short distances. Because
of the considerably increased energy consumption
required, the case of bilateral above the knee
amputation is quite different, and it is true that
many are unsuited to an ambulant rehabilitation.
The decision as to whether or not to fit the patient
with prostheses must, however, take in many
factors other than level of amputation. Locomotion
is not the only good reason for fitting prostheses.
The question of the use of the wheelchair is again
a complicated issue and prescription might well be
appropriate whether the patient is fit to walk or
not.

Coronary bypass

Mr RICHARD SMITH (Bromley, Kent BRI 2TN)
writes: I am not a medical practitioner, but my work
is related to medical insurance of professional air-
crew and I write to correct the record with regard
to policy on aviators who have had bypass surgery
(20 August, p 514). Firstly, the United States
Federal Aviation Administration has for several
years (at least five) had a policy of permitting at
least professional aircrew to return to flying duty
after successful bypass surgery, subject to satisfying
laid down criteria. Although I have only very little
involvement with American aircrew I have no
doubt that the number flying after bypass surgery
is far more than six. My guess would be that the
number is more like 60. The British Civil Aviation
Authority has had a similar policy for the past two
or three years for professional aircrew in multi-
crew operation, and a small number of British
aviators are now flying after successful bypass sur-
gery. Neither in the United States nor in Britain is a
court case necessary where the established criteria
are complied with. If there are or have been any
court proceedings, they have probably been brought
only by aviators whose cases do not satisfy the
necessarily stringent criteria.

Death certification

Dr SYLVIAM WATKINS (Lister Hospital, Stevenage,
Herts SG1 4AB) writes: Your leading article on
death certification (13 August, p 444) is a plea for
more accurate certification so vital for epidemiologi-
cal research. Why is it then that we are not allowed
to write "septicaemia" on the death certificate when
we know perfectly well that this was in fact the
cause of death in certain patients ?

College and non-college

Dr CHRISTOPHER MANNING (St John's Health
Centre, Twickenham, Middlesex) writes: I would
like to take issue with Dr Paul Freeling and Dr
Peter Fitton (20 August, p 535), who make this
rather sweeping statement in their final paragraph:
"Perhaps all trainees should be attached to a non-
teaching practice for one or two weeks during their
last three months of training. They would then be
able to return to their trainers to discuss the prob-
lem of changing unorganised practices towards
the model that they have been offered and to have
some ground for forming opinions as to whether
or not that model produces the kind of care
patients need and want." I am sure there must be
many non-teaching practices that maintain a high
standard of patient care and that would take strong

exception to the implication that they are unorgan-
ised and that having trainees or being members of a
particular college produces some mystical trans-
formation towards a non-entropic state. It seems to
me that we are in great danger in this country of
having "college" and "non-college" people and
that being a teaching practice or being members of
a particular club confers certain material and spiri-
tual advantages. You might be the "bee's knees"
as a GP-non-didactic, facilitating, Balint flashing,
and giving six crisp and efficient minutes to your
patients-but I hear the sound of brass cliches and
clashing symbols (sic) in the distance.

Changing patterns of cervical cancer
rates

Professor HUGH CAMERON MCLAREN (Edgbaston,
Birmingham 15) writes: I note with approval the
only sentence in italics in the leading article by
Dr G J Draper and Dr G A Cook: "Any woman
above this age [35] who has never had a smear
must be encouraged to have at least one." What
would be the present rate of, say, diphtheria if
mothers had been only encouraged to have their
children immunised ? They were told by constant
medical advertising that their children's lives might
be in danger and so diphtheria became a rarity.
The Department of Health and Social Security
has failed to use the same techniques in preventing a
preventable disease-cervical cancer. Dr Draper
and Dr Cook quote the annual rate of screening
as having increased from 2-34 million to 2-75
million over the years 1973-9. The rate of screening
in England and Wales compared with that of north
east Scotland remains, in my view, abysmal. With
Vancouver, Iceland, and Aberdeen in the process
of eliminating cancer of the cervix the DHSS's
attitude: "That's all the money you're going to get"
is just not good enough. If funds for prescribing
drugs run short we reach in our own pockets. In
order to offer smears to all sexually active women
surely a charge of £1 could be made for each test ?

Rotavirus

Dr E C H HUDDY (Reading, Berkshire) writes:
Rotavirus in relation to gastroenteritis in infants
(27 August, p 568) is subject, in general, to an
interesting and important seasonal variation that is
worth bearing in mind. As is pointed out by
Christie, who gives useful references in his
excellent textbook,' these viruses can cause 70 to
90',, of these cases in winter, but in summer they
may cause only 20",, of cases or may even dis-
appear altogether.

Christie AB. Infectious diseases: epidemiology and
clinical practice. 3rd ed. Edinburgh: Churchill
Livingstone, 1980:169.

Necrotomy, necropsy, and autopsy

Dr ELEANOR DAFFORN-IERODIACONOU (Halandri,
Athens, Greece) writes: I would like to comment
on the use of the word "necropsy" (9 July, p 77).
This Greek word (VrYzpocpta) means literally a
"look at the dead body," while "necrotomy"
(vexp'o-cj) means "cutting of the dead body."
The terms are clearly differentiated in their mother
country. Postmortem examinations-that is, necro-
tomy are rarely performed for various reasons in
Greece and thus a pathologist, not requiring
permission of relatives, may perform only a
necropsy-that is, a careful external examination
of the body to deduce or confirm if possible the
cause of death. Although obviously not ideal, a
careful necropsy of a stillbirth, for example, may
give at least some useful information (malforma-
tions, maceration, trauma, etc). Incidentally,
"autopsy" (au-, o,ta) means "a look for one's self,"
implying specialist knowledge, and is applied in
many situations-for example, specialist examina-
tion of damaged buildings at earthquakes or
forensic examination at the scene of a crime-and
is not used for postmortem examinations.
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