
304 BRITISH MEDICAL JOURNAL 31 JULY 1971

incide with the peak blood levels of the drug,
and also allows any resistant strains to pro-
liferate.1 2
The suggested regimen for covering sus-

ceptible patients is to administer one mega-
unit of crystaline penicillin 30 minutes pre-
operatively and to follow this with 250 mg
of phenoxymethyl penicillin orally, six
hourly for five days.3 For patients who are
allergic to penicillin or having long-term
penicillin prophylaxis erythromycin estolate
orally is probably still the drug of choice.
The cephalosporins are also suitable as an
antibiotic cover. Recent work has suggested
that the trimethropin/ sulphamethoxazole
preparations may have a useful role in this
field.-I am, etc.,

JOHN D. LANGDON
London N.20

1 Garrod, L. P., and Waterworth, P.M., British
Heart Yourna?, 1962, 24, 39.

2 Birtish Medical Yournal, 1971, 2. 63.
3 Mvall, R. W. T., and Greeory, H. S., Oral

Sur-erv, Oral Medicine, and Oral Pathology,
1969, 28, 813.

Laparoscopic Sterilization through
Cusco's Speculum

SIR-It is well known that one of the
complications following in-ertion of the
trocar and cannula for introduction of the
biopsy forceps during laparoscopy is intra-
abdominal and intraneritoneal haemorrhage
from trauma to blood vessels in the
abdominal wall. The haemorrhage is nearly
alwavs controlled by digital pressure for a
few moments after removal of the cannula.
We wish to record a cane where following a
routine lanaroscopy and ovarian biopsy the
patient ultimately required an emergency
laparotomy and a four-pint (2-3 1.) blood
transfusion.
The patient was ated 22 years and under-

went a routine laparoscopv and insertion of the
biopsy forceps via a cannula in the left iliac
fossa. During the procedure blood was seen to
be running down the sheath of the biopsy
forceps. On removal of the cannula it was
noticed that there was also Fom- fresh bleed-
ing externelly from the stab incision which was
easily controlled by dipital pressure. It was
thouprht however at that time thpt the amount
of bleeding did not wsrrant a hsparotomy. The
followine morninz-that is, 16 hours post-
operatively, she complained of soreness around
the stab incision and appeared to be more
lethare-ic than one would exp-ct on the day
following a laparoscopic procedure. Her blood
pressure and pulse, however, were normal.
Twenty-four hours postoperpt;velyv, while wqlk-
ing in the ward, she compla;ned of sudden
severe pain in the left iliac fossa and fainted.
At this staee her blood pressure befan to fall
and her pulse to rise; it was obvious clinically
that she had had an intraperitoneal haemorr-
hage of some marnitude. At laparotomy two
litres of fresh blood were found in the peri-
toneal cavity and approximately 200 ml of
fresh and altered blood was situated in and
around the left rectus abdominus, the site of
bleeding being the left inferior epigastric artery.
This was easily lihated, followins which, with
the aid of a four-pint blood transfusion, she
made an uneventful recovery.

Recently we have sterilized women via a
Cusco's speculum inserted into the peritoneal
cavity through a small Pfannenstiel incision
4 cm long and 3 cm above the pubis sym-
physis, after a technique already described
by Stevenson,' who used a proctoscope, and
modified by P. Rhodes (personal com-
munication). .We have found that a Cusco's
speculum gives more pelvic access than the
proctoscope, and have found this method

suitable in cases where one could previously
have used the laparoscope-for example,
sterilization procedures. The emergency
laparotomy in the above case would not have
been necessary had the Cusco's speculum
technique been used, or had we been more
concerned about the bleeding following re-
moval of the trocar and cannula.
The advantages of this method over the

laparoscope are it removes any of the prob-
lems which may be encountered during and
after an induction of an artificial pneumo-
peritoneum, there is good direct visualization
of all the pelvic viscera, and if more exten-
sive pelvic surgery is required the incision
may be enlarged easily. Patients are still
able to leave the ward 48 hours post-
operatively. Recently, we have tended to
perform less laparoscopies than previously
since we have found that in suitable patients
the Cusco's speculum technique offers us
more advantages than the laparoscope. We
feel, however, that the laparoscope is still a
valuable diagnostic instrument, but that the
operator must be aware of its limitations
and complications as this case amply
demonstrates.-We are, etc.,

J. 0. GREENHALF
H. R. M. ROBERTS

Queen Mary's Hospital,
London S.W. 15

1 Stephenson, T. C., Yournal of Obstetrics and
Gynaecology of the British Commonwealth, 1971,
78, 273.

The Ward Sister

SIR,-It is surely time that our medical
colleagues were a little more realistic in their
approach to the respective roles of the ward
sister and nursing officer in the senior nurs-
ing staff structure.'

Professor R. Y. Calne (3 July, p. 45)
rightly says that in order to gain additional
status and salary ward sisters have had to
leave the bedside and move into administra-
tion and teaching. But this situation is, or
should be, fast disappearing. The opportunity
to continue to exercise their clinical judge-
ment and to give of their knowledge over a
wider range now exists for these experienced
ward sisters in the form of the nursing officer
who has a clinical, as well as an administra-
tive, responsibility.

In the King's College Hospital Group
experienced ward sisters have applied for
the post of nursing officer not because they
want to get away from the patients but be-
cause they see they still have an opportunity
to make even more use of their nursing
knowledge. Some of our nursing officers are
clinical nurses par excellence, and in some
of our units they spend almost all their time
supervising learners and untrained nursing
staff in the clinical situation. They do not
regard themselves as administrators only, nor
are they regarded as such by some of their
medical colleagues. This is an attitude which
we hope is slowly and surely developing
among nurses and doctors.
No one would dispute the fact that the

ward sister is the key figure in the ward team
or underrate her value. What is sometimes
forgotten is that because of earlier promotion,
the clinical experience and expertise of some
ward sisters is less than it was, say, ten years
ago. Newly qualified nurses are staying in the
staff nurse grade for a comparatively short
time before seeking promotion as a ward

sister or leaving the hospital service to get
married or go abroad. An increasing number
of ward sisters are married and have family
responsibilities and cannot, because of the
latter, give the hours of "dedicated" service
that their unmarried counterparts have done
in the past.
Our clinical nursing officers are very sad to

read that their desire to widen their influence
for maintaining standards of nursing is seen
by some of their medical colleagues as opting
out of the ward situation. We cannot say,
as yet, that all our nursing officers are work-
ing in the clinical situation, but this is what
we hope to achieve over time. It is our
belief that by giving ward sisters the support
of their experienced colleagues, especially
in situations where the staff nurses them-
selves are learning, we shall improve the care
we give the patients.
The proposals for opportunities for the

"practitioner" nurse to advance to a position
which is equal in status to that of a nurse
who is an administrator or teacher, put
forward by the Royal College of Nursing in
its evidence to the Briggs Committee,2 should
be welcomed by all doctors who are con-
cerned about the standards of nursing and
particularly by those who have voiced their
anxiety about the future of the clinical nurse
in the national and professional press.-I am,
etc.,

CHRISTINE BROWN
Chief Nursing Officer

King's Colleve Hospital,
London S.E.5

I Ministry of Health, Report of the Committee on
Senior Nunsing Staff Structure, London,
H.M.S.O., 1965.

2 Royal Colleve of Nursing, Evidence to the Com-
mittee on Nursing, London, Royal College of
Nursing, 1971.

SIR,-Nurses and others who believe a main
cause of di-content in the nursing profession
is the advance of management at the ex-
pense of nursine will be grateful to Professor
Roy Calne for hir letter (3 july. p. 45). How-
ever. nurse-administrators, who dominated
the Salmon Committee and whose flair for
the imaginative led them to devise a pecking-
order by numbers. are less likely to approve.
The mo-t dedicated young woman becomes

disillusioned when she discovers that de-
votion to her work with patients counts for
so little with her seniors that she is caioled
or bullied to leave them for the mysteries of
management before she has attained her full
profersional stature. If she refiuses. she must
accept not only a heavy financial penalty
and the inference that she lacks ambition
but a life of pin-pricking interference by
those who have risen above her. Such is the
daily scene for any young nurse in training,
and the lesson is not lost on her. Until real
nw"rses who wish to continue to nurse are
offered career prospects and status equiva-
lent to nurse-administrators at present set
above them, nursing morale and recruitment
will continue to fall.

Paragraph 150 of the Royal College of
Nursing evidence to the Briggs Committee'
calling for "clinical nurse consultants" there-
fore is welcome, and particuilarly when this
was followed bv the firm editorial statement
by the Nursing Times "a profession must
have three avenues of progression within it,
as a practitioner, as an administrator and as
a teacher. In nursing it is the first (and yet
most obvious) of these that is not an avenue,
but a very short cul-de-sac." The waste of
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