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(6) Dr. Freedman works in a country
with so-alled socialized medicine and should
know that there is no economic burden for
the patient having an operation for varicose
veins. There is no reason to admit patients
with thiis disease to a hospital unless the
patient has some conoomitant disease neces-
sitating prolonged postanaesthetic super-
vision.

Dr. Freedman admits that "the stri,pping
sound is useful in removing isolated seg-
ments of vein as those under an ulcer or
eczematous area." These are the conditions
in which a stripper really is not necessary.
In these cases the pertinent perforating veins
sghould be ligated and, most often, varicose
clusters should be left at the operation in
order not to imperil proper wound healing.
I think that Dr. Freedman is alone with his
view, at least as long as it is founded on the
arguments he presents.-I am, etc.,

KNUT HAEGER
Malmo, Sweden

Gonorrhoea in Obstetrics and Gynaecology

SIR,-Dr. R. A. Sparks's letter (22 June, p.
666) on this subject sumnmarizes very help-
fully and with factual support of recent
origin wuhat many of us have been saying
for some years about the diagnosis of
gonorrhoea. Especially gratifying is Dr.
Sparks's report that the Royal College of
Obstetricians and Gynaecologists is nowa-
days willing to approve a post in venereology
for all or part of the elective vear preceding
the M.R.C.O.G. examiation. This continues
the college's characteristically rational ap-
proach to the realities of modem society.

The-re is, I believe, a need for more
thoueh,t in this direction by young people
holding the M.R.C.O.G. With the continued
control of syphilis, the rising incidence of
other well-established sexually transmitted
diseases, and the arrival on the clinical scene
of previously rare or unrecognized sexually
transmitted infections the emDhasis in the
specialty of venereology is nowadays very
much on what might be called medical
gvnaecoloev. The day when the holder of
the F.R.C.S. or M.R.C.P. dominated
venereology is passing. In my view the
future lies with holders of the M.P.C.O.G.
In rhe pact decade four trainees wifth this
qualification have passed through this depart-
ment to consultant posts. The prospect for
others is excellent.

Venereoloey is in the privileqed position
of being able to secure aporoval for sup-r-
numerary revistrarships, especially if linked
with a named and suitable candidate. SDecial
provisions are available for women doctors
holding the M.R.C.OG. There is no doubt
that if you are young, hold this quaFfica-
tion, and apply yourself to training in the
subiect a consultant post in venereology
awaits you lm.z before the average age of
oonsultant appointments.-I am, etc.,

R. S. MORTON
Special Clinic,
Rovql Infirmary,
Sheffield

SIR,-Dr. R. A. Sparks (22 June, p. 666) is
rio'ht to stress the importance of correct
microbioloeical techniaues in the inve'tiva-
tion of women with salpinpitis for Neisseria
gonorrhoeae and it is clearly important that
the sexual contacts of women who are found

to have a gonococoal infection are traced and
treated.
A further important point arises in con-

nexion with follow-up. Clinical resolution of
gonococcal salpingitis does not necessarily
imply a microbiological cure, and cultures
from the u-rethra, cervix, and anal canal
should be negative for N. gonorrhoeae on at
least three occasions over a period of two to
three weeks before patients are pronounced
cured. Relapse of the salpingitis may other-
wise occur, or infection or reinfection of a
sexual partner.

I suggest that women found to have a
gonococcal salpingitis should 'be followed up
by the gynaecologist in conjunction, with the
department of sexually transmitted diseases,
where the facilities for the isolation of N.
gonorrhoeae are readily available and where
any contact tracing action can be undertaken.
-I am, etc.,

J. T. WRIGHT
Department of Genito-Urinary Medicine,
University College Hospital,
London W./C.1

Tetracyclines after 25 Years

SIR,-It seems to me that in your leading
article (25 May, p. 400) you may have over-
stated the risks involved in the administra-
tion of the tetracyclines to patients with
latent kidney disease if by that you mean
in the absence of azotaemia. In all the papers
which you cited and in the comprehensive
review by D'Arcy and Griffinl significant
deterioration of renal function was found
only in patients with pretreatment blood urea
values greater than 60 mg/100 ml.
This matter is of particular concern to

physician.s with an interest in chest disease
as these drugs have been freauently used
on a long-term basis for the prevention of
winter exacerbations of chronic bronchitis,
and their use in certain cases was recomn-
mended following a large-scale British
controlled trial.2 No monitoring of renal
function took place in this trial but there
appear to have been no episodes of what
could be construed as deterioration due to
renal failure. In a recent study of my own3
among a small group of chronic bronchitics
there was no evidence of a rise in blood urea
values during continuous tetracycline admini-
stration over a period of 3-6 months.
Furthermore, though it had been arranged
to exclude patients from this study with a
pretreatment blood urea level greater than
50 mel/100 ml, in the event none of a group
of 23 chronic bronchitics had to be excluded
for this reason.
This suiwests to me that the long-term

administration of tetracvclines to chronic
bronchitics is not contraindicated becau-e of
problems of renal toxicity, as the risk of de-
terioration with a normal blood urea seemrns
extremely slight and the freauency of frank
renal insufficiencv in this disea-e may in fact
be auite low. This is not to deny that phvsi-
cians should be aware of this pos-ibility
when a patient on tetracycline deteriorates
unexpectedly.-I am, etc.,

G. C. FERGUSON
General Hospital,
Northampton
1 D'Arcy, P. F., and Griffin, J. P., latrogenic

Disease, p. 124. London, Oxford University
Press, 1972.

2 Johnston, R. N., et al., British Medical Yournal,
1969. 4, 265.

3 Ferauson, G. C., British Yournal of Clinical
Practice, 1974. 28, 131.

Types of Emphysema

SIR,-Your leading article (15 June, p. 571)
merits elaboration. From the pathological
standpoint confusion between types of
emphysema commonly arises for two reasons.
Firstly, the ibasic process is often obscured
at necropsy by secondary disruptive changes
which produce gross architectural distortion,
and secondly, pigmentation may be inciden-
tal to urban residence rather than the result
of occupational exposure to dust inhalation.

Three-dimensional examination of early
lesions in the lungs of individuals dying
from non-respiratory conditions, in addition
to emphysematous lesions which have con-
tributed to or been primarily responsible for
death, permits a clearer appreciation of
morphology in both the industrial and the
non-industrial population. As a result it has
proved possible to recognize types of
emphysema by the distribution and the form
of the enlargement wit-hin the lung acinus,
and a revised classification on this basis has
recently been given. This microanatomical
approach has the advantage of indicating
mechanisms that are evidently involved in
the pathogenesis of the different varieties of
emphysema.'

In lungs fixed by distension the emphy-
sematous changes are typically either (1) a
panacinar pattern in which all the territory
supplied by terminal bronchioles is enlarged
(with distal acinar emphysema probably
representing a less extensive change of the
same nature), so giving a more or less
uniform appearance throughout lobules, or
(2) circumscribed emphysematous spaces set
in more or less normal lobular parenchyma.
To describe all such circumscribed lesions as
centriacinar is inaccurate microanatomically
and obscures -the pathogenic mechanisms
concerned. Two basic factors evidently con-
tribute to the development of circumscribed
lesions: (a) dust accumulation, as in coal
workers, where alveoli around the proximal
part of the acinus are consolidated, and (b)
inflammation which disrupts alveoli at an
early stage and may affect the population at
large and to which cigarette smoking con-
tributes.2 In North-east England proximal
acinar emphysema attributable to inflanma-
tion (formerly referred to as centrilobular
emphysema) is rarely encountered, the lesion
being seen at a more advanced stage when
acinar boundaries have been transgressed
and the emphysema, though still circum-
scribed, is properly described as irregular in
type. There is little doubt that a chronic
bronchioloalveolitis is responsible for these
changes. Review of earlier material from
South Wales indicates that examples
formerly regarded as affecting only the
proximal portion of the acinus are in reality
irregular in type.

Failure to distinguish circumscribed forms
of emphysema by three-dimensional study
has confused the parts played bv inflanma-
tion and dust accumulation. Urban dwelle
develop irregular emphysema and the in-
flammatory response encloses dust-laden
nacrophages. Coal workers may also develop
irregular emphysema which likewise exhibits
pigmentation fron industrial exposure, but
here per-onal pollution is the likely explana-
tion, dust accumulation, thoutrh heavier than
in town dwellers, being of little importance.
Coal workers may, however, acquire a simple
dust lesion with which proximal acinar
emphysema may be associated. Several
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