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solely or more intensely in the five days preceding
the onset of menstruation. In other words, "con-
tamination" by psychological symptoms of the
premenstrual syndrome was specifically avoided.

Finally, Ms Warner doubts whether the findings
about consultation rates have clear implications for
general practice. The basis for her doubt is that we
studied "a small total number of consultations."
Nevertheless, in a random sample ofmore than 500
women the proportions ofwomen consulting their
general practitioner were as high as 24% for
gynaecological and 17% for psychiatric complaints
over 12 months. Moreover, the detailed findings
do seem to have implications for general practice.
Thus, of 127 women who consulted their doctor
for gynaecological complaints, 70 had menstrual
symptoms, ofwhom 12 (17-1%) were present state
examination cases. Of the remaining 57 women,
only two (3-5%) were present state examination
cases. Among the 91 patients who had consulted
their doctor for psychiatric problems 53 (58%)
had menstrual symptoms at interview, ofwhom 19
(34%) were present state examination cases; by
contrast, only four patients had non-menstrual
gynaecological complaints, and none of them were
present state examination cases. For these reasons
we believe that the data about consultation histo-
ries, together with the overall pattern ofassociation
between gynaecologcial symptoms and mental
state, support our recommendation that, "if a
woman presents in the surgery with a gynaeco-
logical complaint, particularly with a menstrual
complaint, it is advisable to look for any associated
psychiatric disorder."

DENNIS GATH
SUSAN ILES
ANN DAY

Department of Psychiatry,
University of Oxford,
Oxford OX3 7JX

Are we drinking our neurones away?

SIR,-The quantitative histology of cerebral
atrophy in chronic alcoholism is a controversial
topic, so it is unfortunate that the article by
Professor Clive Harper and colleagues (28 Feb-
ruary, p 534) lacks certain critical details, casting
doubt on the accuracy of some of the findings.
Our curiosity was aroused by the inconsistency

of the cell counts in the alcoholic brain. It is
particularly remarkable that the superior frontal
gyrus showed a considerable loss of neurones
without change in the glial cell population of the
underlying white matter. Axonal degeneration in
the white matter generally accompanies cortical
neurone degeneration, and so a deficit ofglia would
be expected. A reduction in glial cells might also
be predicted from the reduced brain density of
chronic alcoholic patients shown by computed
tomography. '
We note that cell counts per unit volume were

used and that Professor Harper and coworkers do
not mention any correction for tissue atrophy. Cell
counts in atrophic brain are comparable with
control values only when allowance is made for
alterations in tissue volume. If the cerebral cortex
shrinks during cell loss the surviving cells pack
down and their density (count per unit volume)
may remain unchanged; indeed, the cellular den-
sity may actually increase if there is selective loss of
the largest cell type. This pattern of change is
found, for example, in the cerebral cortex of
patients with Alzheimer's disease, which shows a
selective loss of large neurones with an increase in
the density but not the absolute numbers of small
neurones and glial cells.2 3

If a correction for tissue atrophy has been
omitted, a rough estimate of the cell content in

Mean cell content ofbrains ofalcoholic patients in relation
to that of brains ofcontrols

Alcoholic patients

Estimated absolute
Controls Cells/mm3 cell content

Frontal region:
Neurones 100 77-8 69-6
Cortical glia -100 112-7 106-2
White matter

glia 100 100-6 90 0
Motor region:
Neurones 100 107-4 101-1
Cortical glia 100 106-9 100-7
White matter

glia 100 111-4 99-7

absolute terms may be obtained by multiplying the
values for tissue volume with those for cellular
density. In the table we have expressed the cell
counts per unit volume and also the estimated
absolute counts from the alcoholic brains as
quotients of the control values. This calculation
suggests that the neurone deficit from the frontal
cortex was underestimated and that there was
indeed a loss of glial cells from the frontal white
matter. On the other hand, the cell content of the
motor region seems to be almost exactly the same
in alcoholic patients as in controls.
A second criticism of the presentation is that we

have to assume that a reduction in mean neurone
area represents cellular shrinkage. In the frontal
cortex, at least, however, the reduction could be
due to selective loss of the largest cells as neurones
of all sizes were measured together. Convincing
evidence of neurone shrinkage requires measure-
ment of the number and mean area of neurones
sorted into three or more size categories.

J M ANDERSON
BETHANM HUBBARD

Department of Pathology,
Ninewells Hospital and Medical School,
Dundee DDI 9SY

I Golden CJ, Graber B, Blose I, et al. Difference in brain densities
between chronic alcoholic and normal control patients. Science
1981 ;211:508-10.

2 Mountioy CQ, Roth M, {lvans NJR, Evans MH. Cortical
neuronal counts in nornal elderly controls and demented
patients. NeurobieiAging 1983;4:1-11.

3 Hubbard BM, Anderson JM. Age related variations in the neuron
content of the cerebral cortex in senile dementia of Alzheimer
,type. NeuropaLholApptNeurobiol 1985;11:369-82.

AUTHORS' REPLY-With regard to the first point
made by Drs Anderson and Hubbard-namely,
that the glial cell population in the frontal white
matter did not seem to differ in the control and
alcoholic groups-there are several explanations
and confounding facts to be considered. Firstly, as
they point out, tk actual shrinkage of the white
matter, which is an important component of
brain shrinkage in alcoholic patients, may cause a
compaction of the glial cells and hence mask
an actual reduction in the glial cell density. In
a significant proportion of alcoholic patients (par-
ticularly the younger ones) the white matter
shrinkage seems to revert towards normal after
long periods of abstinence. Though the patho-
physiological mechanisms underlying this
reversible change have not yet been elucidated, it is
probably not associated with changes in numbers
of glial cells but related to some structural change
in a component such as myelin. We are unaware of
other studies in which white matter glial cell counts
have been performed in patients with a known
loss of neurones, such as those with Alzheimer's
disease. Histologically, there is no obvious change
in the cellularity of the white matter in such cases.

Despite the fact that computed tomography

has suggested reduced brain density in chronic
alcoholic patients our studies of the specific gravity
of grey and white matter in controls and alcoholic
patients have shown a consistent, though not
statistically significant, reduction in specific
gravity in the alcoholic patients.

Neuronal counts per unit volume were not
corrected for tissue atrophy because our previous
studies have shown that cortical (grey matter)
shrinkage is not significant in the alcoholic group
and because it is difficult to calculate the shrinkage
factor owing to substantial variation in brain
volume. In any case, as Drs Anderson and
Hubbard point out, such a correction would
increase the difference in cell counts between the
control and alcoholic groups.
With regard to neuronal shrinkage, further

studies are in hand to examine the selective vul-
nerability of specific neuronal populations. It is
conceivable that, as in Alzheimer's disease, large
neurones might be more susceptible than small
neurones. As there was shrinkage but no loss of
cortical neurones in the motor cortex, however, it
seems more likely that there is also a non-selective
shrinkage of neurones in the superior frontal
cortex.

CLIVE HARPER
JILLIAN KRIL

Department of Pathology,
University of Sydney,
Sydney 2006

JOHN DALY
Department of Neuropathology,
Royal Perth Hospital,
Perth

New contract for pharmacists

SIR,-The comments by Scrutator (14 March,
p 715) may give rise to misconceptions about
the new contract for National Health Service
pharmaceutical services and its interaction with
the Clothier scheme for dispensing in rural areas.
The Clothier scheme aims not at preserving the
status quo in rural areas but at ensuring that any
changes are brought about in a controlled way.
One of the aims of the new contract is to achieve
a more rational distribution of pharmaceutical
services in both urban and rural areas. Though
these two aims are different, they are not neces-
sarily opposed and could even be considered to be
complementary.
The NHS regulations and Department of

Health and Social Security guidance on the new
contract make it clear that an application for the
opening of a new pharmacy in a rural area may
be considered by the pharmacy practices sub-
committee of the family practitioner committee
only if it already has the approval of the rural
dispensing committee.'2 The criterion used by the
rural dispensing committee is whether the opening
of a pharmacy would be prejudicial to the proper
provision of general medical or pharmaceutical
services in the area, while the pharmacy practices
subcommittee will be required to decide whether
or not the proposed pharmacy is necessary or
desirable for the adequate provision of NHS
pharmaceutical services. In other words, a
pharmacist wishing to open a pharmacy in a rural
area will have to prove, firstly, to the rural dis-
pensing committee that his proposal will not
damage existing medical or pharmaceutical
services and, secondly, to the pharmacy practices
subcommittee that his proposal will improve the
pharmaceutical services.
No doubt there will be pharmacists who will

resent this-double barrier to their freedom to
practise their profession in a location of their
choice and doctors who will see it as a threat to
the additional income that they obtain from dis-
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pensing. It is to be hoped, however, that most
members of both professions will welcome the new
contract as a means of achieving a more rational
distribution of pharmacies and ensuring a more
comprehensive pharmaceutical service for all our
patients, both rural and urban.

IAN G SIMPSON
Oxfordshire Local Pharmaceutical Committee,
Oxford OX3 OJU

1 National Health Service, England and Wales. National Health
Service (General Medical and Pharmaceutical Services)
Amendment (No 2) Regulations 1987. London: HMSO, 1987.
(Statutory Instrument No 401.)

2 Department of Health and Social Security. Health notice
HC(FPX87)2. London: HMSO, 1987.

LMSSA: a back door entry into medicine?

SIR,-I was dismayed to read Mr Richard
Wakeford's article (4 April, p 890), with its many
inaccuracies and innuendos. The Society of
Apothecaries examines candidates by authority of
the Medical Act 1886 passed by parliament and not
by virtue of a charter granted by King James I.
This authority is the same as that for every other
examining body.
Most of our examiners are consultants from

teaching hospitals, who are also examiners for the
MB examination. It is generally agreed that the
standard of the examination is the same as that of
the MB, and a close marking system is adopted so
that although a marginal failure in any one section
of the examination may be compensated for by
extra marks in another section, a severe fail cannot
be compensated for. The examiners are all external
as far as the candidates are concerned, which
ensures an independent assessment, unbiased
by any previous knowledge of the candidate's
performance during his or her student years. This
system is adopted in all postgraduate examinations
and is considered to be fairer to the candidate.
Mr Wakeford referred to 10 candidates who

failed the Cambridge MB in December 1982.
Altogether 13 Cambridge students entered for the
LMSSA in 1983, all of whom had been approved
by the dean of the medical school. Six completed
the LMSSA at the first attempt, four completed it
after more than one attempt, and three who failed
the LMSSA subsequently passed the Cambridge
MB. It is unreasonable to conclude that the
society's examination is a "second rate qualifica-
tion" on the basis of these figures.
The regulations ensure that candidates must

pass all sections of the examination within two
years and do not allow more than four attempts at
any one section. In practice, however, it is unusual
for candidates to complete the examination ifmore
than two attempts are required to pass any one
part. Overseas candidates are accepted only after
graduating from medical schools approved by the
General Medical Council and are required to have
passed the Professional and Linguistic Association
Board examination or been exempted from it.
Mr Wakeford refers to some universities that

allow students only two attempts at the final
examination. It is accepted that the selection of
medical students ensures that only those of the
highest intellectual ability may begin the course,
and it is surely a great waste ofpublicmoney ifsuch
students are denied the chance of qualifying after a
long period of study. Above all, regular inspection
of all bodies by the General Medical Council
ensures the maintenance ofhigh standards, and the
Society of Apothecaries' examinations committee
has always been ready to adapt to the council's
suggestions.
The Society of Apothecaries has provided

a diploma of a high standard since 1815, and
we intend to maintain the service that we have

hitherto provided for the profession and the
public. Criticism ofour examination is particularly
resented when it comes from a medically un-
qualified and uninformed source who has never
attended one of the society's examinations.

W FW SOUTHWOOD
Worshipful Society of Apothecaries of London,
London EC4V 6EJ

Points

Perforation of nasal septum due to button
battery lodging in nose

MrM DAVENPORT (Children's Hospital, Sheffield S10
2TH) writes: Dr P Fernando's report of an alkaline
button battery lodged in the nasal cavity (21 March, p
742) may cause misunderstanding about the manage-
ment of the more common problem of batteries being
swallowed. If the battery has passed beyond the
oesophagus and is progressing through the gastro-
intestinal tract it is safest to await its passage.' The
mechanism of perforation in the case described by Dr
Fernando seems somewhat speculative. A battery's
alkaline contents would leak only if its metal casing
had disintegrated-surely an improbable event after
only 24 hours in the nasal cavity. It has been suggested
that a rise in pH occurs at the anode side because of the
current produced by an undischarged cell and that it is
this that causes local tissue necrosis, rather than the
battery's contents.

1 David JJ, Ferguson AP. Management of children who have
swallowed button batteries. Arch Dis Child 1986;61:321-2.

Dr DW SKINNER (Queen's Medical Centre, Notting-
ham NG7 2UH) writes: I should like to emphasise the
concern about tissue necrosis and other long term
consequences of button batteries as foreign bodies not
only in the nose, as described by Dr P Fernado
(21 March, p 742), but also in the ear. Any delay in the
removal of button batteries may have very severe
consequences. Recently, I reported on a 12 year old
child with a button battery in the nose, who suffered
extensive destruction of the inferior turbinate and
adjacent septum, followed by a persistent local
atrophic rhinitis, and will probably develop intranasal
adhesions as a consequence. A case ofa 5 year old child
with a button battery in the external auditory canal has
also been described, in which complete destruction of
the tympanic membrane and ossicular chain occurred,
with subsequent pronounced conductive hearing loss
and great difficulties in reconstructing the middle ear
structures.'

1 Skinner DW, Chui P. The hazards of "button-sized" batteries
as foreign bodies in the nose and ear. 7 Laryngol Otol
1986;100:1315-8.

Identity cards for patients infected with HIV?

Dr GIUSEPPE ENRICO BIGNARDI (Pathology Depart-
ment, Stepping Hill Hospital, Stockport SK2 7JE)
writes: Dr N West (21 March, p 772) pointed out
the consequences of breaches of confidentiality
about patients with the acquired immune deficiency
syndrome (AIDS). The dispatch ofpathological speci-
mens is unfortunately the best way to spread infor-
mation on the identity ofAIDS patients. According to
DHSS guidelines, all specimens sent to a laboratory
for whatever test must be accompanied by a form
indicating knowledge or suspicion of HIV infection
and a senior laboratory staffmembermust be informed
in advance. This is unjustified. The risk of AIDS to
health service staff is minimal and certainly lower than
that posed by specimens positive for hepatitis B
surface antigen. 2 While specimens are rightly tagged
with a label indicating risk of infection, there
is no reason for the card to carry other than a
general label: possibly only one kind of label-"Risk
of viral infection"-should be used for both hepatitis
and HIV specimens with no need for any further
indication. When samples are sent for HIV antibody

testing the identity of the patient could be protected
by assigning the sample a number rather than a name,
as in genitourinary medicine clinics.

1 McCray E. Occupational risk of the acquired immunodeficiency
syndrome among health care workers. N EnglJ Med 1986;314:
1127-32.

2 Geberding JL, Hopewell PC, Kaminsky LS, Sande MA. Trans-
mnission of hepatitis B without transmission of AIDS by
accidental needlestick. N EnglJMed 1985;312:56.

Future of the pathologist in an era of
technological change and cost containment

Dr J K JOHNSON (Dumfries and Galloway Royal
Infirmary, Dumfries DGI 4AP) writes: I am con-
cerned that greater emphasis on patient care in
chemical pathology, as suggested by Drs M H Labib
and L R Ranganath (7 March, p 642), may lead to
neglect of the pathological role of the specialty.
Advertisements for service registrar posts in chemical
pathology are now attracting very high calibre appli-
cants. Though it is not a requirement, the competition
ensures that most of those who are appointed have
either a scientific qualification as well as their medical
qualification or a higher medical qualification with
proved aptitude for laboratory work. These are the
doctors who are most likely to becofm chemical
pathologists. The potential, in laboratory medicine,
for an applicant with the MRCP but no scientific
background is questionable.

Overuse of monitoring of blood
concentrations of antiepileptic drugs

Dr E M R CRITCHLEY (Department of Neurology,
Royal Preston Hospital, Preston, Lancashire
PR2 4HT) writes: As Dr D W Chadwick suggests
(21 March, p 723), concentration on drug monitoring
may delay the search for the most suitable anti-
convulsant for a particular patient. If an anti-
convulsant does not reduce the number of fits when it
is introduced it is unlikely to be successful if used in a
higher dosage. If a patient's epilepsy becomes uncon-
trollable the possibility of an underlying lesion or of
new trigger factors should be the doctor's first con-
sideration. One man who was admitted to hospital
repeatedly had his drug dosage increased on each
admission. He was, in fact, an active homosexual who
would have a fit whenever he got into trouble. Another
patient, who weighed less than 44-5 kg and had
miliary tuberculosis and meningitis, had a focal fit. He
was given phenytoin but the serum concentration was
monitored and the dosage increased to 400 mg with no
account being taken of hepatic induction, which
affected the blood concentrations of the antituber-
culous drugs that he was receiving.

Amenorrhoea

Dr G LIVINGSTON (Academic Department of Psy-
chiatry, Royal Free Hospital, London NW3) writes:
Dr S Franks mentions that the most common cause of
secondary amenorrhoea, other than pregnancy, is
weight loss (28 March, p 815) and that "the distinction
between these patients and thosewith anorexia nervosa
is not clear cut." As anorexia nervosa may be defined
as "the mental symptoms of fear of fatness and
distortion of body size, the behavioural signs of self
starvation and weight loss and the pathophysiological
state marked by amenorrhoea,"' many ofthese women
may have anorexia nervosa. Anorexia nervosa is a
positive diagnosis made clinically, which would be
missed on this algorithm. It does not require endocrine
investigations. In patients with amenorrhoea and
weight loss the first investigation should be a history
and identification of abnormal attitudes to eating.
This would allow diagnosis and early treatment
of anorexia nervosa, thus decreasing mortality and
morbidity and saving the expense of unnecessary
investigations .

1 Folstein MF, Wakeling A, DeSouza V. Analogue scale measure-
ment of the symptoms of patients suffering from anorexia
nervosa. In: VTigersky RA, ed. Anorexia nervosa. New York:
Raven Press, 1977.
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