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Private Lives

The obligation to guard his patient's secrets is one that

every doctor takes on from the moment he enters the pro-

fession. But pressures to break or evade or attenuate the
bond have increased lately. They have arisen both inside
and outside the profession in response to the changing con-

ditions of practice and new attitudes in the community at

large. Last week's report from the Government Committee
on Privacy,' while discussing some of them, wisely con-

cluded that more legislation would be no help, though some

of its observations deserve careful study.
In a surprising number of ways the patient's right to

privacy is being questioned or jeopardized in clinical prac-

tice, in administration, and in research. On the first of
these the committee states, "We find that, as the profession
itself believed, there are dangers to privacy pcesented by
the growing tendency for people outside the strictly medical
field . . . to acquire medical information about individuals,"
and it cites as examples of such people social workers, re-

searchers, demographers, and administrators. Difficulties at

present are probably uncommon in practice because most

people in these occupations do their job in a responsible
manner and some of them work in a direct relationship with
a doctor just as nurses do. Medical social workers in hospi-
tals, heirs to the almoners, are familiar and integral
members of the medical team. But the growth of social
work as a recognized occupation outside but adjoining the
medical field is unquestionably posing problems. Increasingly
we may expect to see social workers acting largely on their
own in relation to patients under the care of a doctor, yet
acting without an ethical tradition at present to guide them
or a disciplinary system to regulate their conduct. Nor if they
do devise a code and make provision for its enforcement
will it necessarily conform to the pattern set by medical
tradition. At least some social workers look to very different
ethical obligations from those that guide doctors, deriving
their authority from the community, not the individual.2 3

The Council of the B.M.A. has appointed a committee4
to study and advise on the relations between doctors and
social workers, but the urgent need is for the social workers
themselves to devise and enforce a code of ethics based on

the sanctity of the individual patient.
The storage of the patients' private information in com-

puters exposes it to the risk of withdrawal by people un-

authorized to have it, perhaps a patient's employer, whether
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that is an individual, an organization, or the State. Already
the problem exists of written documents in general or hospi-
tal practice passing through the hands of lay people lacking
any specific ethical code, and the fact that harm so rarely
follows is a measure of the trustworthiness these people
show. But while it may be imprudent or fruitless to try
to obtain medical documents from people handling them a
dishonest person might have less compunction-and more
success-in extracting details from a computer. Unfortunately
the use of computers by the health and social services was
a subject outside the committee's terms of reference, though
it notes that almost all the more credible of the public's
apprehensions related to these and other State services.
Clearly the medical profession must insist on absolute safe-
guards before committing itself to the use of them for storing
information about patients.
Not surprisingly, clinical and epidemiological research is

another field of medicine in which old traditions are, if not
being set aside, at least given a new direction. The Medical
Research Council, for instance, described to the committee
"the practice that has evolved whereby a doctor may disclose
personal information to medical research workers." And
many readers of the report will note with surprise the com-
mittee's statement, apparently derived from the M.R.C.,
that "in epidemiological studies a doctor may disclose per-
sonal information about his patient in confidence to the medi-
cal research worker if, in his opinion, this would not be
against the patient's interests." The patient's consent would
not be sought for this disclosure but only at a later stage
if the research worker wanted to interview him. It would
be interesting to know how general this procedure has be-
come, for the M.R.C. itself is reported to be trying to draw
up a code of practice to define and guide the footsteps of
bona fida research workers, though the committee says,
"We understand . . . that this might take some time."

For many people privacy is part of something they
cherish highly-and that is freedom. But attitudes may be
changing more than doctors realize in a world of package
deals at work, package tours on holiday, packaged food,
packaged lives. In a survey of a population sample carried
out for the committee as many as 49% of the people res-
ponding said they would not object to details of their medi-
cal history being available to anyone who wanted to know.
They may have been the healthy half of the sample, or
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the sample as a whole may not reflect the general view, but
it is possible that it does do so.

Committee on Privacy (Chairman, K. Younger), Report, Cmnd. 5012.
London, H.M.S.O., 1972 (£2 net).

2 British Association of Social Workers, Working Party on Con-
fidentiality in Social Work, Discussion Paper No. 1, Confidentiality
in Social Work. London, B.A.S.W. Publications Dept., 1971.

3 British Medical 7ournal, 1971, 4, 316.
British Medtcal 7ournal Supplement, 1972, 2, 108.

Oral Contraceptives
Containing Only
Progestogens
Oral contraceptives containing only a progestogen have had
a chequered career. In 1965 trials in Latin America showed
that very small amounts of a progestogen, chlormadinone
acetate, when given without any added oestrogen had a
strong antifertility effect. Not all progestogens are suitable for
use alone. Indeed with norethynodrel, the progestogen most
commonly used in the late 1960s, the amount of oestrogen
was critical at low dosage.'
The preliminary trials in Britain of oral contraceptives con-

taining only progestogen were encouraging, and when it be-
came evident that the thromboembolic deaths associated with
oral contraceptives could be attributed to the oestrogenic
component it seemed that the progestogen-only pill might in
many cases be an acceptable alternative. These hopes were
dashed when Eleanor Mears and colleagues2 did a clinical
trial of four progestogens in Yugoslavia. They found an ap-
preciable failure rate with megestrol acetate, chlormadinone,
norgestrel, and norethisterone, and concluded that continuous
administration of small doses of progestogen were unlikely
to offer a serious challenge to the existing oestrogen-
progestogen mixtures. Now that Professor P. Eckstein and his
colleagues have returned to the charge with a clinical trial of
norgestrel published in this issue of the B.M.7. (page 195),
it is justifiable to consider this compound anew.
The differences in the findings on norgestrel by Professor

Eckstein and his colleagues and those of the earlier study by
Eleanor Mears and her colleagues are more apparent than
real. It is true that in the earlier study norgestrel was as-
sociated with a pregnancy rate of 4 per 100 woman-years
while the worst interpretation of Professor Eckstein and col-
leagues' data gives a pregnancy rate of 2 per 100 woman-
years, but in the earlier study a lower dose of norgestrel (50
ug) was used than in the present one (75 ug). One conclus-
ion is inescapable: there is a small but indubitable failure
rate with norgestrel, but when the mixed oestrogen-pro-
gestogen pills are taken correctly the pregnancy rate is virtu-
ally nil.
The subjective side effects of oral contraceptives, such as

hteadaches, lassitude, and changes in libido, are notoriously
difficult to assess, and different observers have found widely
different incidences of such symptoms with the same pill. It
is a happy chance that the Birmingham group which took
part in the present trial on norgestrel have also published
their findings on the side effects experienced by patients tak-
ing a mixture of norethynodrel and mestranol.3 There does
not appear to be any serious difference between progestogen-
only and progestogen-oestrogen mixtures in this respect, and
it is fair to compare the two forms of contraception in terms
of their effectiveness, their effect on the menstrual cycle, and
their tendency to cause thromoembolism or affect carbo-
hydrate metabolism.

It is in respect of their effect on the menstrual cycle that
progestogen-only contraceptives compare most unfavourably
with progestogen-oestrogen mixtures. It is true that the latter
tend to prolong the cycle, and amenorrhoea after coming off
the pill is now a common and troublesome finding, but these
disadvantages are outweighed by the frequent and irregular
bleeding often associated with progestogen-only pills. In the
present study on norgestrel 20-6% of all cycles lasted less
than 17 days, and a large proportion of the patients in the
trial found this unacceptable.

Progestogen-only pills are less efficient than oestrogen-
progestogen mixtures because they have only part of the range
of activities of the latter. Thus oestrogen-progestogen mix-
tures inhibit ovulation, render the cervical mucus impenetra-
ble to sperm, affect transport of the ovum in the Fallopian
tube, and diminish the receptivity of the endometrium to
implantation. On the other hand the contraceptive effect of
progestogen-only pills depends mainly on their effect on
cervical mucus. Eckstein and colleagues suggest that norges-
trel may also affect the capacity of the corpus luteum to pro-
duce progesterone, but an alternative interpretation of their
findings is that ovulation was inhibited in some patients. In-
spection of their pregnanediol results shows that the low
mean pregnanediol excretion during the luteal phase of their
treated patients could be due to the inclusion of a number of
patients excreting non-ovulatory amounts of the steroid.
Those who did ovulate excreted amounts of pregnanediol
well within the normal range of the luteal phase. It has been
suggested on other grounds-for example, endometrial
biopsies-that progestogens can inhibit ovulation in some
patients. This is likely to be a dose-related phenomenon, and
Eckstein and colleagues were using doses higher by half than
those usually given.

Progestogen-only oral contraceptives are slightly less
efficient than the oestrogen-progestogen mixtures. They often
cause irreglar bleeding at frequent intervals. They cause less
endocrine alteration and probably do not have the dangerous
effects of oestrogen on venous thrombosis and carbohydrate
tolerance. How the sum is added up for each patient is a mat-
ter of individual judgement. The role of progestogen-only
oral contraceptives is much smaller than that of the estab-
lished combinations, but until means of contraception which
are less of a physiological intrusion become available the pro-
gestogen-only pill has a useful function in those patients for
whom oestrogen is contraindicated or who are intolerant of
the mixed pill.
1 Mears, E., British Medical fournal, 1961, 2, 1179.
2 Mears, E., Vessey, M. P., Andolsek, L., and Oven, A., Bnitish

Medical Yournal, 1969, 2, 730.
1 Eckst-in, P., et al., British Medical Yournal, 1961, 2, 1172.

Contaminated Infusion
Fluids
The fact that the Clothier report' contains little informa-
tion that will be new to readers of the national press is a
compliment to the scrupulous and open way in which the
inquiry was conducted and to the high standard of its re-
porting. About one-third of the sub-batch of bottles of 5%
dextrose infusion fluid associated with the incidents at
Devonport in early March 1972 failed to reach sterilizing
temperature, because of retention of air within the autoclave
throughout the sterilizing cycle. Evidence of this failure was
given by the recording thermometer failing to indicate any rise
in temperature, but this warning was ignored, not for the
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