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sions. Nor can it any longer be argued that women are intel-
lectually inferior to men. Indeed there is evidence that women
in general have better A level grades on entry to medicine and
that they qualify more often with honours and with no failures
in the final examinations,4 though again this might be due to
the preselection in schools.
The argument commonly advanced against increasing the

entry of women to medicine is the economic one. The cost of
producing a doctor is estimated as being between £15,000 and
£20,000, most of which falls on the taxpayer. Flynn and
Gardner5 analysed the output of women graduates from the
Royal Free Hospital School of Medicine between 1945 and
1964 and found that 15-1% of their sample of 1,055 were not
working in medicine and 33-6% were working only part-time.
Over the past few years it has been accepted that about 25%
of women doctors under the age of 65 are not working in
medicine, compared with a figure of 3% for men. The present
annual output of doctors from British medical schools is just
over 4,000, rising to just over 5,000 in the next decade. If
2,000 of these are to be women and present trends continue
the equivalent of 500 of them may not practise except for a
very short time. This could mean a loss on the investment of
approximately £1 million per annum-and it is also the output
of about three or four fair-sized medical schools, a greater
loss than that due to emigration, said to be about 10% per
annum, though many emigrant doctors return.
The loss of these women to medicine is essentially due to

marriage and family responsibilities. Flynn and Gardner found
that of their single women only 1.7% were not working and
4.7% were working part-time. Of those with children over
the age of 18 years 8% did not return to medicine. It seems,
however, that those graduating in the later years of the survey
were more able to cope with the dual responsibilities of a
medical career and a family-possibly reflecting a change in
cultural attitudes. A similar survey by Aird and Silver6 from
the Middlesex Hospital Medical School found that though
women at the undergraduate stage are academically superior
to males they obtain fewer higher degrees and diplomas and
fewer consultant posts.
The branches of medicine which women choose are general

practice, public health, family planning, anaesthetics, path-
ology, paediatrics, and a few are in research, psychiatry, and
other disciplines. This could represent a choice by women
because of differing aptitudes and inclinations, but it is more
likely that these are selected because they offer a chance to
combine the two careers of medicine and family. And here is
the crux of the matter. Those who opt for two careers cannot
normally expect to reach the highest points in medicine. They
must be satisfied with achieving less in medicine than they
would have done had they foregone marriage and family and
devoted themselves to medicine full-time. It is a marvel that
against all the odds so many women perform incredibly well in
both careers. But surely freedom ofchoice should be preserved.
There will be those who wish to be full-time doctors and those
who wish to be full-time family women, and there is nothing
reprehensible in either choice freely made. Those who wish to
combine the two careers should be helped more than they
have been.

It used to be thought that continuing care of patients could
not be a part-time job. Now this principle has been shown not
to hold by the introduction of set off-duty time for all but
consultants and by extra duty payments. It is tacitly accepted
that patients are treated by teams of doctors and not by one
personal doctor all the time. Women who can work only part-
time can now be included fully in the teams; it is a question

simply of adequate organization. Experience has shown that
when such women are included in the teams part-time they
usually do more than is specifically required of them in terms
of extra duty and even in residence.6 There is inertia yet to be
overcome, but the return of women to medicine is possible
after their family commitments have been reduced.
While her children are young a woman doctor can use the

retainer scheme,7 8 under which a woman below the age of
55 may receive £50 per annum provided that she will undertake
12 paid clinical sessions, attend seven educational sessions,
retain her registration, and subscribe to a medical defence
society and an appropriate medical journal.8 The object is to
keep her in touch with medicine so that at a later date she may
be able to take advantage of the women doctors' retraining
scheme introduced in 1969. The way in which this has worked
in the South-west Metropolitan Regional Hospital Board has
been described by Essex-Lopresti.6

Neither ofthese schemes seems to be as widely known among
women doctors as it should be. Perhaps all the regions have
not shown the same enthusiasm in putting them into operation,
and women doctors could exert some pressure on their local
postgraduate deans and regional medical officers. Another
difficulty not yet solved is the provision of specialist training
on a part-time basis so that while their children are small
women can progress up the ladder towards consultant status.
Those stridently calling for equality in medicine might well

pay some attention to the facts and then direct their attention
to more intransigent defenders of male prerogatives. They are
pushing against a door that is almost wide open. There is no
selection bias against women in medicine. It is accepted that
women are academically better than men in the undergraduate
years, at least at present until the academically able may be
diluted, and there is an organization available which will allow
women not only to be retained in medicine but to be retrained
at a time in their lives suitable to them and in places near their
homes. They can therefore have the best of both worlds if
they wish to strive for them as so many have done and are
doing. But let the element of choice remain, so that not even
moral coercion is applied to those who do not wish to conform.
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Recovery from Heroin
Addiction
The generally accepted view that heroin has a high addictive
potential and that addicts have extreme difficulty once hooked
in stopping use of the drug has been challenged in a study by
Robins et al.1 from Washington University School of Medi-
cine. In a very careful study, nearly 1,000 army enlisted men
who had returned to the U.S.A. from Vietnam in September
1971 were sought for interview and collection of urine speci-
mens. Of these 470 represented the general population of
enlisted men, and 495 were a sample of those whose urines
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had been found to contain opiates when tested at the time of
their departure from Vietnam. At interview eight to twelve
months after their return 83% were civilians and 170% still in
service. Nine hundred were personally interviewed and urine
specimens collected for 876.
Almost half of the "general" sample had tried heroin or

opium while in Vietnam and one fifth considered they had
developed physical or psychological dependence. In the
eight to twelve months period since their return about 10%
of this group had had some experience with opiates, but less
than 1 % had showed signs of opiate dependence. Three
quarters of the "drug positive" sample thought they had
been dependent on narcotics when in Vietnam. After their
return one third had had some experience with opiates but
only 7% considered they had been dependent. Rather than
giving up drugs altogether many had shifted from heroin to
amphetamines or barbiturates, but hardly any of these men
seemed to want or need treatment. Preservice use of drugs
and extensive use in Vietnam were the strongest predictors
of continued use after returning from Vietnam.
These results seem to suggest that contrary to conven-

tional belief the occasional use of narcotics without becom-
ing addicted appears possible, even for men who have previ-
ously been dependent on narcotics. This study will not come
as a surprise to those familiar with the work of Chein,2 who
found that many young people in New York experimented
with drugs without becoming dependent on them. The find-
ings underline the importance of studying all drug users
rather than those from highly selected populations. The
generally accepted view that there is a poor response to treat-
ment among opiate users and a high relapse rate is largely
based on reports coming from hospitals and prisons, where
selected atypical groups, with presumably poor prognoses,
have been studied.3 4
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Keloids and X-rays
The vogue for treating nearly every skin disease with super-
ficial x-rays has long since passed, and perhaps the pen-
dulum has swung too far in the opposite direction, so that
dermatologists shy at the sight of an x-ray machine and radio-
therapists think it wrong to treat benign skin lesions. There
is plenty of reason why over-enthusiastic x-ray treatment
should be discouraged, as anyone will realize who has fol-
lowed babies treated for cavernous haemangiomas into adult
life. On the other hand it seems to have been forgotten that
there is a definite place for superficial x-ray therapy in non-
malignant skin disease-for example, in lichen simplex and
eczema of the hands-where it is commonly used as a last
resort. In keloid (hypertrophic scarring) x-rays are used as
an adjunct to other treatment, but it may be that they should
have a primary role.

Inalsinghl has recently described 501 patients in Trinidad
suffering from keloid who were treated by superficial x-rays
with or without surgery. A good cosmetic result was obtained
in three-quarters of the patients. Acne keloid did not res-
pond. Radiotherapy by itself cured some patients; surgery

was often a helpful preliminary, but it was thought to be
contraindicated in sternal lesions or in sites where the wound
is bound to be stretched. The dose was 400 rads repeated, as
indicated by the response, at monthly intervals. By this
means, and by screening the surrounding area, the dose of
x-rays was kept to a minimum. Half the patients received
three doses or less, and four-fifths of them five doses or less.
There was an impression that previous corticosteroid treat-
ment increased the dose required. A dose of 2,000 rads may
seem fairly large for a non-malignant lesion, but it must be
remembered that divided doses diminish the effect. No
harm was observed in a two-year follow-up. Though it must
be conceded that this is too short a time from which to draw
final conclusions it seems unlikely that the risk is very great,
provided that the treatment is in skilled hands.
The usual role of x-rays in the treatment of keloid has

been complementary to surgery or to corticosteroids or to
both, but the inference to be drawn from Inalsingh's paper
is that radiotherapy is the first choice. It is a choice that will
require decision more and more often in the future with
the increase in our keloid-prone dark-skinned population, and
there seems to be a good case for radiotherapists, plastic sur-
geons, and dermatologists to co-operate in managing these
patients.

1 Inalsingh, C. H. A., J7ohns Hopkins Medical J'ournal, 1974, 134, 284.

Continent Ileostomies
The best way to deal with ulcerative colitis which fails to
respond to medical treatment or which is producing local or
systemic complications is to remove the whole of the colon and
rectum. Unfortunately that leaves the patient with a per-
manent incontinent ileostomy and-in spite of modern skin-
tight, non-irritating adhesive appliances and the development
of the spout ileostomy by Brooke'-no one can deny that this
is a severe disability. As a consequence surgery for colitis is
often refused or delayed, or less radical types of surgical
excision with preservation of the anal sphincter and ileorectal
anastomosis are performed, with the risk of further complica-
tions in the rectal stump as the price for continence. In 1969
Professor Nils Kock of Goteborg in Sweden devised2 an in-
genous intra-abdominal reservoir fashioned from the ter-
minal 40 cm of ileum and with a valved outlet. The stoma is
almost flush with the skin, and the patient empties the reser-
voir by passing a catheter through its orifice several times a
day. Initially the pouch is manufactured to contain between
about 75 to 100 ml, but it dilates in the ensuing six months to
hold about 500 ml of ileal contents.

Several techniques have been used to make the stoma of
the pouch continent. The distal segment of the ileum can be
brought obliquely through the rectus muscle, but the most
satisfactory method, as now performed by Kock,3 is to in-
tussuscept the distal segment of the ileum backwards into the
pouch for a distance of 2 to 4 cm as a nipple. Since the ileo-
stomy will be continent, there is no need for the stoma to
project more than 0 5 cm beyond the skin surface and it may
be placed lower on the abdominal wall and therefore be better
concealed than the conventional orifice. At the end of the
operation a large bore catheter is passed into the reservoir
and left in place for a few days. Kock has now performed
variations of this operation on some 90 patients. In all 37
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