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available data. The New Zealand study argues that in 1975
the rates of use of oral contraceptives were higher in that
country than in Britain, but this does not necessarily apply to
young women. By 1975 in Britin nearly 40% of sexually
active single women aged under 20 were taking the pil,7 but'
it is not clear whether this was also true in New Zealand or
Sweden.
Such data will, we hope, come from the controls in these

various studies or from population surveys. We need to know
not only the duration of early exposure to oral contraceptives
but also the time that elapses between exposure anddiagnosis.
Tabulating relative risks by time since first use as. these two
studies have done is not enough. Nor is it helpful t6-
standardise for duration of use of oral contraceptives as was
done in the Swedish study: this might standardise out a
possible latent effect. The duration of use and the time since
first use are correlated with each other and with a possible
latent period, but neither measures latency. A $ay to
investigate a possible latent effect that overcomes these
difficulties was described in 1981."
Whether or not there is a latent effect of early use of oral

contraceptives on breast cancer, there are other possible
reasons for the discrepancy between these two studies. The
Swedish study was conducted at a time of increasing
consciousness of a possible association between the pill and
breast cancer, and the cases and controls were fully aware of
the purpose of the study at the time of their-interview. The
accuracy ofrecall ofthe use oforal contraceptives, going back
20 or more years, may not have been comparable between,
cases and controls. Women with breast cancer have strong
reasons for thinking hard about their history; controls have
not. Such differences can lead to serious bias in case-control
studies-enough to explain a relative risk Qf 2.
On the other hand, the Swedish study matched the

controls with cases very closely. In the New Zealand study
the controls were not individually matched at all: adjust-
ments were made in the analysis, and this may not be
adequate when one is concerned with a rapidly changing
exposure rate. In studies of this kind age is -a crucial
confounding variable because it influences not only the risk
of breast cancer but also the rnsk of exposure to oral
contraceptives. The popularity of oral contraceptives among
young women has dramatically changed over a short time,
and in current studies older women are much less likely than
younger women to have been exposed to oral contraceptuves
at an early age.'9 Because the patterns ofpill usehave changed
so quickly adjustment within five year intervals, as was done
in the New Zealand study, may be inadequate. In the
Swedish study controls were the same age as each case to
within a single month. Age at first birth is another important
confounding variable, and in the Swedish study some
controls had their first baby within two months of the
corresponding case.

Finally, the types of pill used by the women in these
studies may have varied. Oral contraceptive formulations
vary with time and place, and the dosages of synthetic
hormones have decreased appreciably over the past 20 years.
If oral contraceptives are implicated in the risk of breast
cancer their effect may be altered by hormone and dose as
well as by duration of use and the woman's age at use.
Neither ofthe new studies gives any indication ofthe types of
pill used, and therefore we have no idea whether the results
are relevant to our own current practice.

Nevertheless, the fact that one of these studies shows a
possible association of oral contrceptives with breast cancer
provides a powerful reason for trying to find out more.

Epidemiology may be a blunt tool for 'dissecting this
complicated relation and needs to be complemented by- a
much better understanding of the biological effects of
hormones on breast tissue.2' Some of the outstanding
questions could be investigated by collaboration between
investigators with opeqnminds. Until that happens and until
other studies under way a're reported the question remains
open. We cannot say with any certainty that the pill.used for
long periods early in reproductive life is, or is not, associated
with a change in the risk of breast cancer. While this
uncertainty remains there is no reason to change our
prescribing habits or our dvice to women using the pill.
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Arthroscopic surgery of
the knee
Just as the surgical replacement of joints has changed the
practice oforthopaedic surgery in general, so arthroscopy has
changed the character ofknee surgery inMparticular. The lead
came from surgeons in Japan in the 1960s, but interest in
arthroscopy quickly spread to other countries.'-' As surgeons
gained experience of diagnostic arthirscopy those with a
special interest in knee surgery began to devise ways of
developing the arthroscope to enable them to carry out pro-
cedures within the joint. In England Dandy has pioneered
these methods, which are steadily becoming established in
specialist units.4
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Arthroscopic surgery of the knee demands an exacting and
skilled technique and a degree of patience and perseverence
which is not a characteristic of every orthopaedic surgeon. A
sound knowledge of diagnostic arthroscopy is needed before
a surgeon moves on to operative arthroscopy. Once he has
mastered the skills, however, there are considerable benefits
for the patient-and his or her employer-and economic
advantages for the NHS.

Early in the development of arthroscopy simple
manoeuvres such as synovial biopsy, synovial shelf excision,
or the removal of loose or foreign bodies from within the
joint were found to cause little difficulty. More refined
instruments made more complex operations possible. It is,
however, the surgery of the menisci which has been altered
most dramatically by the advent of operative arthroscopy.
The technical innovations came at a time when a more
conservative approach was developing towards excision of
the menisci. Use of the operating arthroscope with new,
stronger instruments allows the surgeon to deal with flap
tears, bucket handle tears, tears of the anterior and posterior
attachments, and- other miscellaneous lesions without the
need to open the joint extensively. Shaving and drilling ofthe
patella and abrasion or drilling of chondral defects elsewhere
in the knee are also possible. More complex procedures have
been attempted, including fixing osteochrondral fragments,
synovectomy for rheumatoid or haemophilic synovitis,' total
meniscectomy, and the endoscopic repair of peripheral
meniscal detachments. Metcalfhas categorised arthroscopic-
ally treatable lesions in a useful way, listing them in order of
progressive difficulty from the surgeon's point of view.6
Most orthopaedic surgeons now accept that a meniscus

should be removed only when it is known to be abnormal.7
Partial meniscectomy with removal of unstable fragments
ind preservation of as much of the meniscus as possible is the
operation of choice, but it demands accurate diagnosis. A
combination of clinical impression and arthroscopy can
produce a diagnostic accuracy of 95%, and when combined
with arthrography this can be improved to 97%.8

Arthroscopic surgery has obvious advantages over open
arthrotomy: these include preference by the patient and
rapid rehabilitation and discharge from hospital. A study in
1984 of American soldiers showed a reduction of time in
hospital of 32% with an annual saving to the army of over
$5 - 5m.9 Average inpatient stays ofbetween one day'0 and two
and a half days" have been reported. As experience is gained
some patients may be treated as day cases. The length oftime
taken offwork in many reported series is in the region of 12 to
14 days compared with six to eight weeks or more after an
open operation.

Complications of the procedure are remarkably few. In a
series of 230 patients treated by surgeons of widely differing
experience in whom open and arthroscopic meniscectomy
was compared Simpson et al found no complications in the
arthroscopic group; in the open group, on the other hand,
there were two cases of deep venous thrombosis, two of
haematoma, and one of wound dehiscence.'2 Instruments
may break, but the fragments may usually be retrieved
arthroscopically." Infection after arthroscopy is almost
unknown-and in!view of the dubious sterility achieved
during the procedure this is surprising to a degree which
warrants further inquiry.' Nevertheless, the greatest care
must be taken to prevent contamination of instruments
during surgery.

In -the short term skilfully performed arthroscopic surgery
can undoubtedly brig great therapeutic benefit. It remains
to be seen, however, whethier in the long term the procedure

lives up to its early expectations in respect of meniscal
surgery. This less destructive method ofremoving a trouble-
some fragment ofmeniscus may seem -to be the best way, but,
as Goodfellow has wisely pointed out, "It would be a pity if
the liberty to operate by closed methods should be misinter-
preted as a licence to operate too often."'3 Oilywhen patients
who are being treated now by closed partial meniscectomy
have been followed up for 20 years or more will it be known
whether the long term risk has been avoided-osteoarthlrosis
after meniscal injury.
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Prenatal diagnosis of the
Turner syndrome: what to teli
the parents
Each year in Britain there are over 23 000 amniocenteses and
these result in about 12 fortuitous diagnoses of the Turner
syndrome. This number will rise as chorionic villus sampling
is used more widely. What should the parents be told in such
circumstances?
Most cases ofthe Turner syndrome are due to a missing sex

chromosome to leave the constitution 45,X or monosomy X.
It is one ofthe commonest chromosoma disorders, occurring
in about 150 of every 10000 conceptions.' Most of these
embryos abort spontaneously, however, and by the second
trimester the incidence has fallen to 9 in every 10 000 female
fetuses in mothers over 35,2 and by birth it is 1-in 10000
girls.3 The cause of this wastage is unknown but may relate to
delayed opening of the jugular lymph sac into the jugular
vein, which has normally occurred by 8 weeks' gestation.
During the second trimester this may be apparent on an
ultrasound scan as nuchal cystic hygromas and if associated
with chlothorax and ascites carres-a grave prognosis.4 An
additional factor might be the placenta, which is typically
hypoplastic with small hypervascular villi.5 The fetuses that
survive may show neonatal sequelae oflymphatic obstruction
with redundant neck skin or webbing, peripheral lymph-
oedema, deep set nails, and a predominance of finger tip
whorls.'

Congenital malformations are common in girls wvith the
Turner syndrome: coarctation of the aorta or other con-
genital heart disease occurs in a fifth and a variety of usually
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