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except in demanding circumstances such as wide local
excision versus mastectomy or excision of tumour versus
amputation, when about half opted for choosing their own
treatment. The study also showed-some would say
ominously-that patients had a high level of confidence in
the doctor's ability to determine what was wrong and how
best it should be treated. Such optimism is obviously now
greater than the doctor's self certainty threatened as it is by
the scientific imperative of knowing by trial.6

Surgeons obviously have difficulties with these matters;
surgical clinical trials do introduce a new dimension into the
doctor-patient relationship, and this may distort the pattern
of recruitment and so the conclusions that can be drawn.
Debate of the issues must continue without, one hopes,
anyone being overly dogmatic on matters which are
incompletely understood and whose consequences have
been so little explored.
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Diagnosis of vitamin B12
deficiency
"What was once relatively straightforward, seems lately to
have become more confusing" wrote Lindenbaum last year,
referring to the diagnosis of megaloblastic anaemia.' The
comment applies particularly to the investigation of de-
ficiency of vitamin B12 (cobalamin), the basis of which has
been changed by the introduction of automated red cell
counters. Whereas formerly the inquiry concerned a patient
with megaloblastic anaemia, mental disturbance, or neuro-
pathy, now it is as frequently triggered by the chance finding
of a raised mean red cell volume. Macrocytosis may be found
in about one in every 25 routine blood counts, commonly
without anaemia,2 and of these perhaps one in 20 is related to
deficiency ofcobalamin.23 The only practical way ofassessing
the cobalamin state of patients in a general hospital is by
measuring the serum concentration. This used to be deter-
mined by microbiological assay, but a dozen commercial kits
have brought the radioisotope dilution assay to most labora-
tories. The dangerous non-specificity ofthe binder in some of
the earlier systems4 has been corrected,5 but falsely low
results may now be generated.f8 The limitations of the serum
assay have been reviewed by Beck.9 Apart from technical
problems, some ofwhich are peculiar to radioisotope dilution
assay, high transcobalamin concentrations may produce
normal serum concentrations in the presence of cobalamin
deficiency lo and conditions such as pregnancy may give low
serum concentrations in the absence of deficiency." One of
the more important issues, not confined to estimations of

cobalamin, is the definition of a reference range.'2 When
measurements of the serum concentration of cobalamin are
used as a screening test many low values will be found that
cannot be correlated with clinical disease, whether or not
there is macrocytosis.8
Why then is the radioisotope dilution assay used? Firstly,

because it gives useful results in most circumstances where
there is already other evidence of vitamin deficiency. The
assay will confirm the deficiency and usually differentiate it
from folate deficiency. Secondly, the alternative, sensitive
methods are unsuitable for the general laboratory; determi-
nation ofmethylmalonic aciduria requires special equipment'3
and both it and the deoxyuridine suppression test are imprac-
ticable in the numbers required. Microbiological assays are
not better than radioisotope dilution assays 14; they appeared
to be so only because they were used with more discretion.
Furthermore, the clinical importance of a low serum concen-
tration of cobalamin may be assessed by examination of the
peripheral blood and the bone marrow, megaloblastic changes
usually being obvious even in the early case,'" and by noting
the response of the mean red cell volume to treatment.

Deficiency of cobalamin may be due to malnutrition or
malabsorption; only rarely is it precipitated by increased
demand.16 Strict vegetarianism is not uncommon among
some immigrants, but pernicious anaemia is not confined to
the white population.'7 Both a dietary history and an
absorption test are required in patients of all races-with one
exception: antibody to intrinsic factor in a patient with a low
serum concentration of cobalamin confirms a diagnosis of
pernicious anaemia and no absorption test is needed.'
Generally, the Schilling test with plasma uptake is a practical
combination of absorption tests; a spot faeces test, based on
the excretion of isotope in a single sample, may be as
accurate.'8 Because deficiency of either cobalamin or folate
may cause malabsorption tests giving inconsistent results
should be repeated when the deficiency has been corrected.'9
Occasionally absorption of protein bound cobalamin may be
defective and associated with megaloblastic anaemia.20 The
effect of intrinsic factor may be shown by using hog intrinsic
factor from an opened capsule.2' Tests based on the simul-
taneous administration of radioactively labelled cobalamin
with and without intrinsic factor may give misleading and
indefinite results,2224 and the results differ when the two
isotopes are given separately.25

Confusion reigns when imperfect tests are applied in-
discriminately, and evaluated individually they lead to
confusion: as the clinician sows, he is likely to reap.
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Contraceptive trends
The history of birth control over the 1960s and 1970s was
dominated by the success story of the oral contraceptive pill.
Until the 1960s withdrawal and the use of the barrier
methods-the condom, cap, and diaphragm-and sperm-
icides accounted for most contraceptive practice in Britain as
in most of western Europe. With the introduction of oral
contraceptives in the early 1960s patterns changed dramatic-
ally. From an estimated 50 000 in 1962 the number ofwomen
using the method soared to around the million mark by 1969.
Even then users of the condom still outnumbered those
taking the pill by three to two, and the sheath and coitus
interruptus accounted for 55% of the methods used by mar-
ried couples.' By the mid-1970s, however, the graphs were
clearly changing direction. Free contraceptive provision was
available to all-regardless of marital state-and the pill was
easily the most popular form of contraception. Market re-
search data showed that 3 -2 million of the 11 million women
in the fertile age range were taking the pill compared with 2 - 5
million whose partners used sheaths.2 The preference was
clearly for methods which offered a high measure ofprotection
against unwanted pregnancy.
More recently the pill has been losing some ground to

other methods of contraception. Accurate estimates are
hampered by the absence of comprehensive official statistics
on birth control (though this may change as a result of the
inclusion of questions on birth control in the General House-
hold Survey from 1983), but attendance figures at family
planning clinics and prescription data from general practi-
tioners give some idea of trends (figure). What these figures
show, perhaps most clearly, is the influence on contraceptive
behaviour of media coverage and public awareness of pos-
sible side effects of methods. The pill has shown a gradual
decline in popularity, most dramatically after publicity given
in 1977 to the increased risks of cardiovascular disease asso-
ciated with long term use. Oral contraceptive prescriptions
issued by general practitioners dropped by 15% between
1977 and 1980, and data from family planning clinic records
show that 16% fewer attenders opted for oral contraceptives
in 1980 than in 1977, while adoption of the sheath and
cap/diaphragm increased by 32% and 20% respectively.
With the introduction of lower dose pills the method

regained some of its popularity in the early 1980s. But,
though official figures are not yet available, the more recent

pill scare in October 1983 triggered by reports in the Lancet
associating the pill with an increased risk of breast and
cervical cancer, will almost certainly have reinforced the
downward trend.23 Unofficial figures indicate that general
practitioner prescriptions for oral contraceptives have drop-
ped by 20%. Pregnancy advisory services reported a sharp
increase in requests for pregnancy tests after the Lancet pill
scare, which was not, fortunately, paralleled by an increased
demand for abortion. The increasing concern for the health
risks of contraceptive methods is reflected, too, in the decline
in use of intrauterine contraceptive devices since 19794 which
coincided with reports linking pelvic infection with this
method.
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The most recent market research data show that the pill
remains the method of preference for just under three million
women in England and Wales, a drop of 10% over the figure a
decade ago.5 At the same time the move back to barrier
methods has not occurred on anything like the scale pre-
dicted by some journalists. Use of the sheath is notoriously
difficult to calculate because sales do not easily convert into
users without reliable information about frequency of sexual
intercourse. But survey data suggest that some two million
couples use this as their main method and a little over a
quarter of a million rely on the cap/diaphragm.

Apparently many women do not want to continue taking
oral contraceptives, nor do they want to give up the security
of a highly effective method. This is most strikingly evi-
denced in the cliff face rise in the number of sterilisations
over the past decade. While only 6% of married couples had
been sterilised in 1970 according to one study,6 a survey
carried out last year showed that more than 20% ofwomen in
the fertile age range had been sterilised (or their partners had
had a vasectomy). Operations on women have outnumbered
those on men by six to five.6 A growing number of men now
give concern for the possible side effects of the pill as their
reason for wanting this operation. For this reason perhaps, as
Newton's study has shown, there has been a large increase in
vasectomy among couples who had previously relied on oral
contraception (up from 27% of the total in 1973 to 47% in
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