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cirrhosis of the liver, histiocytosis (Letterer-Siwe disease), and
lipidosis (Niemann-Pick disease and Gaucher's disease).
Four patients with the Wiscott-Aldrich syndrome all died of
infection after splenectomy. The condition is characterized
by thrombocytopenic purpura, recurrent infections, and
eczema, and there is often an associated dysgammaglobulin-
aemia.7 It is important to distinguish this condition from
idiopathic thrombocytopenic purpura, for the former does not
respond to splenectomy.

A. J. Eraklis and his colleagues found that the incidence
of infection was greatest in children below the age of 4 years,
but it was not especially high in infancy. Most of the deaths
occurred within four years of splenectomy, but in one case the
interval was nine years. The infection was usually over-
whelming meningitis with septicaemia or else a fulminating
bout of pneumonia, and the infecting organisms were most
often the pneumococcus, meningococcus, and Haemophilus
influenzae.
The role of the spleen in preventing bacterial infection is

unknown. Perhaps by virtue of its high content of reticulo-
endothelial cells it acts as a filter for circulating bacteria. It
is in patients with underlying diseases affecting the reticulo-
endothelial system-for example, the lipidoses and histiocytosis
-that splenectomy is most often followed by infection. But,
whatever the mechanism, it is advisable to treat any pyrexial
condition in a patient who has undergone splenectomy with
particular concern.

Obstetric Forceps or Vacuum
Extractor ?

Foetal distress in labour is the inviolable indication for
immediate delivery, and in this situation the sooner the
baby is born the better. However, the obstetrician must not
only exercise his skill to deliver the baby from its obstetric
dilemma but he must also protect the baby from any damage
or delay caused by the operation itself. In modern obstetric
practice a choice must be made between forceps and the
vacuum extractor-each instrument can be a life-saver, but
each has its own operative complications.

Advice on the choice of instrument has often been con-
fusing in the past. Now, J. G. Schenken and D. M. Serr,'
who are practising obstetricians, have recorded their experi-
ence of the definitive indications for the use of each instru-
ment, and, indeed, they found that these indications rarely
overlapped.

It is not merely tradition that makes the obstetric forceps
the preferred instrument for the management either of delay
in the advance of the foetal head or of foetal distress in the
second stage of labour. Firstly, the delivery will be quicker,
because the trained obstetrician is able to introduce the
forceps deftly and apply them safely round the foetal head
within a matter of minutes, whereas the preparations for the
use of the vacuum extractor take at least a quarter of an
hour-setting it up, applying the cup, and building up the
pressure. Secondly, delivery is safer because a doctor cannot
hope to apply the forceps correctly and effectively until he
has checked the position of the occiput. The danger with
the cup is that it can be applied to the foetal scalp irrespec-
tive of the position of the occiput-and if it is applied to
the skull in the occipito-posterior position the unwary obstet-

rician can lead himself into either a failed or a difficult
vacuum extraction, and so expose the child to risk
of cerebral haemorrhage. Properly applied obstetric forceps
should not damage the brain, and certainly they should not
lacerate the scalp, whereas damage to the scalp by necrosis
at the site of the application of the vacuum cup is not
uncommon, particularly if it is applied for any length of time.
Furthermore, if the cup is suddenly and unexpectedly released
from its attachment during traction petechial haemorrhage on
the surface of the baby's brain can easily result.
The place of the vacuum extractor is pre-eminent in

facilitating delivery where foetal distress has occurred or
there has been delay in progress of the first stage of labour.
The cup may be slipped through a cervix which is half-
dilated or more, then with firm, steady traction the head may
be pulled down within the pelvic cavity, so facilitating cervi-
cal dilatation. The application of forceps is completely
contraindicated under these circumstances, and such a
procedure would invite failure and disaster. Vacuum extrac-
tion with an undilated cervix should be undertaken only by
a skilled obstetrician and always in an obstetric hospital,
where if foetal distress occurs a caesarean section may be
performed with the least delay.

Neither instrumental technique has any place if the foetal
head is not engaged in the pelvis, or indeed if there is any
cause to suspect disproportion which might necessitate
caesarean section. The vacuum extractor has no place on
the district or in a general practitioner maternity unit. But
the use of the obstetric forceps for assisting a delivery in the
second stage will always remain one of the most valued skills
of the general practitioner obstetrician.

I Schenken, J. G., and Serr, D. M., Amer. 7. Obstet. Gynec., 1967, 98.
32.

Menace of Smoking
On 18 July the Minister of Health invited the leaders of
the tobacco industry to consider whether they could agree
on proposals for limiting the sales promotion of cigarettes.
Last week they informed the Minister that they had been
unable to reach agreement on a scheme of limitation.
Consequently, as the Ministry of Health has announced, the
Minister "thanked them for the earnest efforts that had
been made by all concerned" and said that the Government
would consider the position.

In 1965 there were over 26,000 deaths from cancer of the
lung in England and Wales, and the figures for Scotland and
Northern Ireland bring the total up to about 30,000 for the
United Kingdom. The evidence can no longer be doubted
that the great majority of these deaths were due to cigarette
smoking. Since E. L. Wynder and E. A. Graham' and A.
Bradford Hill and R. Doll2 first clearly showed the association
between smoking and cancer numerous independent studies
have confirmed and amplified their conclusions. In addition,
the relationship of smoking to chronic bronchitis and
emphysema is well proved.
Now a report coming from the U.S. Public Health

Service' brings up to date the one it issued three years ago.4

Wynder, E. L., and Graham, E. A., 7. Amer. med. Ass., 1950, 143,
329.

Doll, R., and Hill, A. B., Brit. med. 7., 1950, 2, 739.
3The Health Consequences of Smoking, U.S. Department of Health,

Education, and Welfare, Public Health Service Publication No. 1696,
1967. Washington.

4Smoking and Health, U.S. Department of Health, Education, and Wel-
fare, 1964.

sBrit. med. Y., 1967, 2, 460.
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The recent studies increasingly suggest that smoking, in
addition to its undoubted connexion with lung cancer, plays
some part in the development of cancer of the mouth, larynx,
oesophagus, and possibly pancreas. But no association with
cancer of the stomach has been found despite investigations
into the question. Epidemiological, clinical, and experimental
data also point to a relationship between smoking and cancer
of the bladder, though whether it is causal remains so far
uncertain. Evidence continues to accumulate showing that
cigarette smokers, both men and women, are much more
liable to coronary artery disease than are non-smokers. More-
over, a reduction in the risk follows cessation of smoking.
According to the report, too, additional evidence strengthens
the association between cigarette smoking and cerebrovascular
disease.
The smoking of tobacco, and especially of cigarettes, is

surely the greatest menace to the public health of our time,
causing death and disability on a scale reminiscent of the
epidemic diseases of earlier centuries. But a dilemma faces
any Government that attempts to diminish the scourge of
smoking, for it is not, like the epidemics, a communicable
disease-except by example-so that the general public
might not be as willing to accept compulsory measures of res-
triction as they were in the case of infectious diseases.
Moreover, special difficulty in educating the public comes
from the long interval between a man's beginning to smoke
and his death from lung cancer-usually some decades. If
the chances of a smoker contracting cancer were the same as
now but the interval before death was only some months it
is scarcely conceivable that cigarettes would be marketed at
all, or, if they were, that legislation would be long delayed to
prohibit them altogether. Since the Government is unlikely
to adopt that course at present, it must consider others. The
measure most often canvassed is a complete ban on the
advertising of cigarettes. If this and other restrictions are
imposed they will need to be supplemented by much more
thorough educational campaigns than have been carried out
so far, directed especially to young people' and with a skill
that will communicate firm conviction rather than mere
knowledge of the harm that follows smoking.

Good General Practice
As reported in the Supplement, the General Medical Services
Committee has in the main approved its advisory committee's
report on vocational training for general practice. Any criti-
cism was mostly of details and not of principles. The report
has been sent with the G.M.S. Committee's blessing to the
Royal Commission on Medical Education and to the Central
Committee on Postgraduate Medical Education, set up in
June, under the chairmanship of Sir Robert Aitken, by the
universities with medical schools and the medical colleges of
England and Wales and Scotland.' This Committee, which
has now incorporated " (Great Britain) " in its title' in recog-
nition of its concern with Scotland as well as with England
and Wales, has already discussed the organization of medical
training in the first three years after registration. Also pub-
lished early this month were the Royal College of General
Practitioners' views3 on how its earlier proposals for voca-
tional training should be implemented.

There is no longer any real dispute about the need for
vocational training for general practice in the same way as
it is needed for other specialized branches of medical practice.

The only remaining questions are on how it should be done
and when it should begin. Vocational training must be seen
as part of the whole of medical education, and it cannot be
considered separately from postgraduate education. Further
events must await the report of the Royal Commission on
Medical Education, expected early next year. It may be
supposed that the Commission has had the benefit of the
views of the Central Committee on Postgraduate Medical
Education in addition to those of the General Medical
Council, the colleges, the B.M.A., and the other bodies that
have given evidence to it. Those who are anxious for progress
will therefore be looking to the Royal Commission's recom-
mendations to provide the impetus that is needed.
Not surprisingly, the views of the Royal College of General

Practitioners and of the G.M.S. Committee's Advisory Com-
mittee on Vocational Training and Continuing Education for
General Practice were very similar. They shared many
members in common, and also vocational training for general
practice is now so old a concept that ideas on it have had
plenty of time to crystallize out. If the trainee practitioner
scheme has not been the success that was hoped for it has
certainly provided a source of valuable experience on which
to build. So also have some other schemes, notably the
Wessex experiment in training for general practice. Against
this background of general agreement some cautionary notes
sounded in the G.M.S. Committee's debate should be heeded.
The demands on, in some cases, seriously overworked doctors
to provide medical care for patients are certain to conflict
with what those who have to administer the Health Service
are bound to consider as the less pressing needs of medical
education. The essence of traineeship is to be a learner first
and a doer-a pair of hands-second. The urgent need of
the Health Service is for more and more pairs of hands. For
this reason the responsibility for vocational and for all post-
graduate training must surely be with educational committees.
An organization with the Central Committee on Postgraduate
Medical Education (Great Britain) at its head seems ideal
for the purpose. Likewise, it would be better to regard
vocational training as a university responsibility and not a
Health Service one. This implies that the money for it
should come mostly from the University Grants Committee
and not from the Ministry of Health. This is something the
medical profession should lay stress on.

Short of making vocational training compulsory-and the
wisdom of taking so big a step to begin with is questionable-
participation in any scheme must depend on the incentives
which prospective general practitioners are offered. They
will not enter a scheme if they suffer disadvantage from
their keenness. They must be paid properly while they train,
and afterwards their added skills must be rewarded. The
current vocational training payments in general practice are
derisory. In this, as in other respects, the country must be
prepared to pay for a good medical service or to have a poorer
one. But there will be no inducement to young doctors to
add three to four years to their training if they cannot use
their skills when they go into practice. Vocational training
is important, but it would be putting the cart before the horse
to train first-class doctors for third-class working conditions.
Emigration would increase, not decrease. If general practice
is to attract recruits it must offer them the facilities for
practising good medicine.

I Brit. med. 7., 1967, 2, 833.
2 Ibid., 1967, 3, 687.
8 Implementation of Vocational Training, ReporTs from General Practice

No. VI, Royal College of General Practitioners, 1967.
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