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acid (DNA), forming adducts which are detectable by,
immunological techniques, so individuals, at high risk from
certain carcinogens, might possibly be screened using poly-
clonal or monoclonal antibodies to measure carcinogen:DNA
adduct levels. Furthermore, this method might be employed
not only to monitor the genotoxic effect but also to assess thet
efficiency of DNA repair'" 21 Nevertheless, we need to
remember that if a neoplasm is not amenable to treatment
(for example, mesothelioma from asbestos exposure) there is
little point in regularly drawing a patient's attention to the
sword of Damocles.
When early diagnosis can lead to successful treatment,

however, we need to decide who should be put under
surveillance-and this decision must be arbitrary. We cannot
hope to trace everyone who might have been exposed
throughout the long latent period of development of an
occupational cancer, perhaps a lifetime. Factors that need to
be considered include the length and severity of exposure to
the carcinogen and possibly the lifestyle of genetically
determined metabolic state of the individuals at risk. The
decision requires good science, sound judgment, and common
sense. The long latent period causes almost insurmountable
obstacles to organisation in large as well as small enterprises.
Not many workers nowadays remain with the same employer
for up to 40 years. So how is long term surveillance to be
organised? To bring the problem home- What personal'
exposure records has the National Health Service kept of
nurses and pharmacists handling cytotoxic drugs? Should
they be subjected to a lifetime ofmedical surveillance, simply
on the basis of perceived risk from mutagenicity, though no
increased incidence of cancer has been reported?22 So far we
have found no universal answer to these problems.
The Health and Safety Commission is concerned with

prevention (including the identification and assessment of
hazards) and has called for certain records of exposure to be
kept for up to 50 years, but it does not appear to have
considered whether some exposed workers should be identi-
fied for follow up or how this might be achieved.23 In the
rubber industry a successful programme has been operated
by the British Rubber Manufacturers' Association which
began by an approach to men working in the industry. They
were, of course, aware of the problems and perhaps some of
their friends and colleagues had developed tumours. When
the Health and Safety Executive attempted to extend the
scheme to men who had left the industry many years
previously and who had to be traced through national
registers the response -rate was considerably lower (H G
Parkes, personal communication), which illustrates the
separation which still exists between occupational and other
medical services.
We need to develop in this area, possibly using the family

doctor (or more likely over a 40 year period a succession of
family doctors). Theoretically, the use of central (NHS and
National Insurance) registers would help, but the response
by former workers may be uncertain-and apart from apathy
not everyone wants a yearly reminder of a possibly remote
risk to his life. Sir Herman Bondi has perceptively reminded
us that the death rate in any community is one per person.24
How far is it morally justifiable, how far is it economically
justifiable, continually to pursue people late into old age with
the object ofmaking a presymptomatic diagnosis? Should we
look at such questions, or is it better to continue to ignore
them?X-X

For the present a general practitioner, aware of his
patient's present and past occupations, must be alert for early
evidence of an occupational cancer. Many hospital clinicians,

aware of the connection between the cancers with which they
deal and occupation, frequently do inquire into the occupa-
tional history. But by that time the establishment of the
occupational link generally serves to point the patient only
towards some form of financial benefit-important and
useful, but no substitute for primary and secondary preven-
tion.
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IVF update
Twenty five centres in Britain are carrying out in vitro
fertilisation (IVF). Ofthese only one is operated by the NHS;
so this form of treatment the only hope for many of
Britain's estimated 1 in -10 infertile couples-is readily
available only to those who can afford to pay between £1000
and £2500 per treatment cycle. Such fees are not surprising,
for the cost in salaries and running expenses alone for a unit
treating five patients a week is about £100 000. Private clinics
must also cover the cost of their beds, new buildings, etc.
Irrespective of the high cost the demand is there, and the
private cent-res are flourishing. Indeed, five new centres are
on the starting blocks. Waiting lists are long, many as long as
four years. This is bad news for those in their late 30s for if a
clinic has a policy of accepting only women under 40, and
many do, today's 35 year old applicants are likely to be
turned down.
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The.success rate of IVF remains disappointingly low: only
about' 1000 babies have been born in Britain so far, and of
those over 500' started life at the Bourn Hall centre, in
Cambridge. Many of the centres have not yet succeeded in
getting a pregnancy to term.

In the wake of the Warnock report, which, among other
things, recommended that a statutory body should be set up
to oversee IVF centres, and public fears that. unsupervised
scientists might conduct unethical research on spare embryos,
the Voluntary Licensing. Authority for Human In Vitro
Fertilisation and Embryology was set up in March 1985 to fill
the void. Its brief was to monitor the activities of the IVF
centres until a statutory body was established-something
that, still appears to be at least a year or 18 months off.
The authority, set up and financed by the Medical

Research Council and the Royal College of Obstetricians and
Gynaecologists, published its first report last week.' On the
face of it the findings are reassuring: all 25 of the IVF centres
were quick to invite the authority to inspect them, and 24
were subsequently approved. The remaining one is expected
to obtain approval shortly. No evidence of unacceptable or
unethical practice was found, and proposals for further
research work were sound. Of the 10 centres that are
undertaking research, most are concentrating on ways to
improve the technique of IVF. Only one centre is looking at
genetic abnormalities in the pre-embryo (the approved term
for the product of the fertilised egg up to day 15 or 16).
Another is concerned with research on a new contraceptive
pill and a third with studies ofmale infertility.
The chances of achieving pregnancy, which is not, of

course, synonymous with going to term and producing a
normal baby, depend on the selection of patients and the
technical skill of the unit, but results from 200 IVF centres
world wide with a cumulative experience of 11000 preg-
nancies yield some hard information. If one pre-embryo is
replaced the chances of a pregnancy are' about 9 5%;
replacing two increases this to 15%, three to 190/o, and four or
more to 25%. Replacing more than four embryos puts the
mother at high risk ofmultiple pregnancy and there is also an
increased risk of miscarriage, so at present it is widely
recommended that three to four embryos should be replaced.
This gives the best chance of success, and the multiple
pregnancy rate, 14-24%, is acceptable.

Precise rates of pregnancy, pregnancies going to term,
selection criteria, and so on for each centre are not known,
and the voluntary licensing body, members of which were
speaking at a recent press conference at the Royal College of
Obstetricians and Gynaecologists, said that they were not
about to publish a league table ranking the centres in order of
success. They did suggest, however, that prospective patients
should ask the centre they approach to give them an idea of its
success rate so that they did not embark on treatment with a
false sense of optimism.
The licensing authority has not yet delved.into the delicate

business of recommending who should be offered IVF.
Should it be only childless couples? What about those with
only one child desperate for a second, or a pair oflesbians, or
a commited "one parent" mother? It has, however, tackled-
the more tangible issues: its recommendations include the
suggestion that every centre should have a written policy for
the disposal of spare embryos (many centres had no disposal
policy at all). Couples must give consent whether their spare
embryos should be destroyed, stored, or used for research. It
also recommends that the centres should use a standard
consent form.

Despite its self confessed lack of statutory power, the

volUintary licensing body seems convinced that it has suc-
ceeded in its policing role and that no unethical experiments
are being carried about behind closed doors. "Our visits are
not whitewash expeditions," said the authority's chairman,
Dame Mary Donaldson. She did, however, admit that it
would be "nice to be made official," although she had no
suggestions on how the government could be persuaded to
introduce legislation in the near future.
As the demand for IVF continues to grow-and the

private sector responds with enthusiasm- is-it likely that the
National Health Service will be spurred into action to
provide a service that is so obviously wanted? Sadly the
answer is almost certainly no. No one dies of infertility-
except by suicide.
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Pseudo-obstruction

Murphy and others spoke about "spastic ileus" towards the
end of the last century and in the first 40 odd years of the
present one.'4 Not, however, until 1948 did Ogilvie identify
a cause of this functional obstruction, when he described it
in patients with malignant retroperitoneal infiltration.4
Shortly thereafter, in company with his Edinburgh surgical
colleagues, one of us drew attention to a group of patients
who may present in medical, surgical, or orthopaedic wards
with appearances which resemble acute mechanical obstruc-
tion, usually but not always ofthe large bowel, but in whom a
mechanical cause is not found.5 We introduced the term
"pseudo-obstruction" for the clinical entity which embraces
Ogilvie's syndrome, other causes of retroperitoneal effusion
(such as that which occurs after a lumbar spine fracture,67
and the intestinal dysfunction in hypoxia,5 7 8 electrolyte
imbalance,6 9.11 and uraemia.71'
The term pseudo-obstruction is a misnomer, because the

patients are acutely obstructed but -they do not need an
operation and may do badly after laparotomy for at least two
reasons. Firstly, they are often ill from the underlying cause
and, secondly, with the abdomen opened the surgeon may
make the wrong move and so precipitate disaster.
With the syndrome well delineated it should, perhaps,

now be easily recognised and wrong moves should be rare.
Unfortunately this is not so. This year we have in our unit
taken over the management of two patients -operated on-
elsewhere: both had classical pseudo-obstruction; neither
should in retrospect have been treated as if they had
mechanical obstruction; one died and the other had a long
and difficult convalescence. Sadly the message has yet to
strike home.
The context is helpful in making the diagnosis. The

patient-ften elderly-may be in hospital or in bed at home
with some other illness or after an injury such as a fractured
hip or pelvis.6 7 12 Not infrequently he or she has become
dehydrated and mildly uraemic," a process favoured by renal
or cardiac disease, for which the patient may already be
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