
974 BRITISH MEDICAL JOURNAL VOLUME 291 5 OCTOBER 1985

Points

Brain ischaemia

Dr KENNETH EASTON (Catterick Village, North York-
shire DL1O 7LN) writes: Dr C J Hinds's authoritative
leading article (21 September, p 758) is of interest to
doctors providing immediate medical care. As stated,
impaired oxygenation and blood flow to the brain can
cause permanent damage within minutes. This can be
prevented or ameliorated by immediate medical inter-
vention such as that provided by immediate care
scheme doctors at road traffic accidents. Simple
measures include clearing ofan airway, giving positive
pressure ventilation, and restoring loss of blood
volume. Dr Hinds mentions a multitude of treat-
ments which would seem to have been applied some
time after an ischaemic episode, and treatments still
rely on anecdotal precepts. When a doctor is con-
fronted with a patient showing effects of a very recent
insult of cerebral ischaemia inhalation (by the patient)
of one, or two, capsules of amyl nitrite can restore
mental faculties and limb functions. This time
honoured treatment for cardiac ischaemia is equally
relevant to that of the brain and I have used it
successfully during a lifetime of general practice.

General practitioners' advice on smoking to
patients referred for barium meals

Dr MYER GOLDMAN (Fazakerley Hospital, Liverpool
L9 7AL) writes: Dr Peter G Preston (14 September, p
737) is right to criticise those general practitioners who
send patients for barium meals because of dyspepsia,
epigastric pain, or heartburn without advising them
on giving up cigarette smoking. But he omits the other
half of the equation-alcohol. We see many such
patients who when asked about their alcohol con-
sumption say, "The usual, doc," or, "The same as
everybody," which on further inquiry usually means
about 10 pints a night "and a bit more at weekends."
When further asked whether their own practitioner
had advised a reduction in quantity, the average
response is, "He didn't ask me about drinking."
Perhaps if our family doctor colleagues were to advise
those with dyspeptic symptoms on the benefits of
moderating their consumption of both cigarettes and
alcohol before sending them for investigation not only
would these patients benefit considerably but there
would also be a considerable saving in scarce resources
throughout the country.

Persistent priapism

Dr E N S FRY (North Tees General Hospital, Stockton
on Tees, Cleveland TS19 8PE) writes: I was interested
in the reminder by H Melville and N Harrison (24
August, p 516) that an adrenergic agonist might
resolve priapism. My own experience has been rather
different. When erections occur under general
anaesthesia it is usually sufficient to stop the stimulus
for a few minutes and deepen the general anaesthesia.
However, this is not always effective or possible and
the condition can make certain procedures such as
cystoscopy impossible. I do not recall how I first made
the observation but I have found that a small
intravenous injection of ( blocker (propranolol 1 mg
or practolol 3-5 mg) quickly reduces any erection and
under anaesthesia at least must be safer than
adrenergic agonists.

Artificial insemination by donor

Drs BRIDGETr A MASON and SUSAN SMITH (Hallam
Medical Centre, London WI) write: We would
suggest that the inversion of the ratio found after
donor insemination as compared with natural concep-
tion, referred to by Mr T B Hargreave (7 September, p
613), is related to the drugs used to induce ovulation.'

In our study of 3000 AID pregnancies 48% of
conceptions occurred after ovulation induction and
52% during spontaneous cycles. After conception in
spontaneous cycles 5 1% of the infants delivered were
boys and 490/o girls. This corresponds with the stat-

istics from the general population. However, the
figures were 45% and 55% respectively after ovulation
induction and this difference was significant
(p<0-01). Only 9% of our AID pregnancies were
achieved after insemination with cryopreserved
sperm. Although the figures were small, there was no
difference in sex ratio between cryopreserved and
fresh sperm when the influence of drugs had been
allowed for.

1 James WH. Gonadotrophin and the human secondary sex ratio.
BrMedJ 1982;281:711.

Dr JOHN SLOME (London NW2 4RU) writes: Having
been doing AID since the late 1960s I would like to
comment on Mr T B Hargreave's article. It is unlikely
that "do it yourself' artificial insemination using
donor semen could approach the success rate of
natural conception. I have often found that the
external os is in such an inaccessible position relative
to its distance from the vulva and often obscured by
folds of vaginal mucosa that placing a'drop of semen
in direct contact with the external os is not at all
easy-even when an operator is viewing the vaginal
interior with speculum and good lighting. Self in-
semination without any visual aids must surely lower
the likelihood of a pregnancy from a given insemina-
tion. Mr Hargreave suggests that a centralised recruit-
ment centre for donors would make easier the testing
of semen for venereal disease. This may be true, but
how is the semen to be distributed to where it is
required? I have been asked by doctors on many
occasions to send them a sample of frozen semen.
They did not know that frozen semen must be
inseminated immediately it has been removed from
the liquid nitrogen. A centralised donor semen service
also raises legal problems. Is the doctor doing the
insemination, or the centralised semen service,
responsible for any physical or mental defects of the
child born as a result of AID? At least now if such a
problem arises the recipient knows to whom her legal
advisers must address complaints.

Ear wax and otitis media in children

Drs CHARLES B FREER and ANNE FAIREY
(Aldermoor Health Centre, Southampton) write: The
only research evidence used by Messrs 0 E El-Silimy
and K P Gibbin (31 August, p 601) to challenge the
conclusions of our study of the relation between otitis
media and ear wax (10 August, p 387) comes from an
American study by Schwartz et al.' We referred to this
work in our original paper but found the American
results difficult to assess because the authors gave very
little information on the children studied, in particular
how the study sample was recruited and whether they
were hospital clinic patients. Furthermore, no stat-
istical analysis was given on their results. What is
perhaps most disappointing to us is that in their
criticisms Messrs El-Silimy and Gibbin seem to take
no account of our study's general practice context,
while their experience and that of the American
researchers is based on a different population-
namely, children seen in car, nose, and throat clinics.

I Schwartz RH, Rodriguez HJ, McAveney W, Grondfoot KH.
Cerumen removal-how necessary is it to diagnose otitis
media? AmJ Dis Child 1983;137:1064-5.

Is the Dalkon shield more dangerous than
other IUCDs?

Dr J S TEMPLETON (A H Robins Co Ltd, London
WIR 9TG) writes: I refer to Ms Wendy Savage's letter
(3 August, p 345). Firstly, it is not true that "2000
American women have received damages in the courts
because of severe pelvic infection." So far in the USA
59 Dalkon shield cases have gone to trial and of these
27 have resulted in verdicts for A H Robins. Thus the
rate of severe infection quoted by Dr Savage in every
1000 women fitted is misleading. Secondly, the infec-
tion rate for the Dalkon shield of 8 per 1000 women
years-taken from the Oxford Family Planning Clinic

survey-was based on only three women and I cannot
imagine that Dr Savage seriously considers this to be a
significant baseline from which to draw her con-
clusions. The bald statement, "The risk of tubal
infertility was highest in women who had previously
used the Dalkon shield" from Daling et al' might
have been better had it been counterbalanced by a
comment from the immediately following paper,
which stated, "Women who reported having only one
sexual partner had no increased risk of primary tubal
infertility associated with IUD use."2

1 Daling J, Weiss NS, Metch Bj, et al. Primary Tubal infertility in
relation to an intrauterine device. N Engl JJ Med 1985;312:
937-40.

2 Cramer DW, Schiff I, Schoenbaum SC, et al. Tubal fertility and
the intrauterine device. N EnglJ Med 1985;312:941-7.

Female circumcision

Mr S A BHATTI (Wythenshawe Hospital, Manchester
M23 9LT) writes: Mr James Owen Drife claims that
Sunna circumcision was "apparantly recommended
by the prophet Mohammed because it is 'more
enjoyable to the husband and wife"' (14 September, p
721). Female circumcision was widespread long
before the prophet Mohammed was born. During his
prophethood he recommended the practice of male
circumcision but not female circumcision. The vast
majority of Moslems spread across the globe never
practice female circumcision and it therefore does not
have a religious basis. It is a practice that has survived
in some societies based on ignorance and the selfish
attitudes of the male.

Student audit of clinical teaching

Dr Guy HOUGHTON (Birmingham B28 8BG) writes:
I was very interested to see the audit of clinical
teaching in Birmingham by Ms Diana N J Lockwood
and colleagues (14 September, p 719). Their results
reminded me of an informal discussion I had several
years ago with one of the university group's phys-
icians, who agreed, sadly, that neither desire to teach
nor ability to teach, nor even teaching experience,
played any part in the selection of consultants for
teaching hospital posts.... Now that general practice
trainers have to undertake educational courses, under-
go stringent peer review, and submit themselves to
recurrent assessments to be allowed to teach I look
forward to hearing that teaching hospital consultants
are receiving similar guidance and in service training
so that future audits will show improvements in the
stimulation and usefulness of the teaching provided,
especially in the university hospitals.

Snoring as a risk factor for disease

Dr W LISKIEWICZ (Liver Unit, King's College
Hospital, London SE5 9RS) writes: I expect Drs Peter
G Norton and Earl V Dunn (7 September, p 630) are
aware of the association between snoring and
myxoedema.' Such patients are also noted for being
overweight, hypertensive, and commonly having
ischaemic heart disease.

I Asher R. Talking sense. London: Pitman, 1972.

Correction

Intranasal calcitonin and plasma calcium
concentrations

This letter by Professor Antonio E Pontiroli (6 July,
p 55) should also have contained the names of his
coauthors: Miriam Alberetto, Elena Pajetta, Anna
Calderara, Guido Pozza, Vincenzo Manganelli, and
Luigi Tessari.
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