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ing the agencies responsible for these children. The problem
cannot, however, be solved by administrative changes alone.
As Dr. Selwyn Smith and Miss Ruth Hanson emphasize in

their article at p. 666 this week, day-to-day responsibility for
children known to be at risk is nowadays generally in the hands
of social workers-the medical profession seems largely to
have abdicated its responsibility. Social work is a new and
young profession, and many social workers are recent entrants,
lacking both experience and confidence. Surely the outstanding
lesson from Maria Colwell's death is that it is only too easy
for an error in assessment to be made by an inexperienced
observer, in whatever profession.
No-one expects infallible judgement; but one of the main

criticisms made by the committee ofinquiry was the reluctance
shown by the social worker to ask for specialist help. "If there
is reluctance to seek a second opinion," says the report, "then
clients will suffer, as Maria did. For if ever there was a case of
urgent necessity to diagnose correctly . . . this was it."
While undoubtedly many social workers are overburdened with
work, it is also true that many who are relatively inexperienced
are given considerable freedom of judgement. Add to this the
tendency until very recently for any sort of specialization to
be discouraged and it is not surprising that mistakes have
been made. Assessment of the situation when child-abuse is
suspected is one of the most difficult problems for a doctor or
a social worker. For this reason Dr. Selwyn Smith has suggested
that specialist teams should be set up in every hospital region,
to whom all suspected cases could be referred. These teams
might include a psychiatrist (or two half-time psychiatrists),
a senior social worker, and a paediatrician, and they could be
called in whenever child-abuse was suspected. If such a
system were combined with the advice in the Tunbridge Wells
Memorandum2 -that in every case of suspected child-abuse
the child should be admitted at once to hospital for assessment
-then there might be a real chance of reducing the deaths
and disability caused by repeated assaults.

Report of the Committee of Inquiry into the care and supervision provided in
relation to Maria Colwell. London, H.M.S.O., 1974.

2 British Medical Journal, 1973, 4, 96.

Choice of Contraceptives
Three or four years ago it seemed that the millenium in
contraception was just around the corner. Some of the new
approaches in immunization, in prevention of implantation,
and in the control of the function of the corpus luteum in-
dicated that harmless, efficient contraception would soon
be available. That promise has not been fulfilled. Instead
there has been a number of unspectacular but useful ad-
vances in the established techniques. W.H.O. has created a
worldwide network of task forces working on contraception,
and some progress will surely come from these and the other
agencies; but their attention is being directed at means of
controlling the population explosion-a somewhat different
problem from that concerning a doctor advising his patients
in Britain.

It is surprisingly difficult to get comprehensive data about
contraceptive practice in Britain today. A large proportion
of couples use contraception only sporadically or not at all,
and others, almost as inaccessible to survey, use coitus in-
terruptus or the rhythm method. Of course many family
planning clinics publish the methods used by their clients.

Such publications might lead one to suppose that the use
of oral contraceptives and intrauterine contraceptive devices
far outweighs all other means.' But clinic populations re-
flect only the patterns imposed on them and, until 1970, 37%
of the couples using contraceptives in Britain2 used con-
doms, and rhythm or withdrawal accounted for a further
33%. These groups are now shifting to other methods and
together with the increasing numbers of other couples start-
ing to use contraceptives they need advice about the choice.
Though the use of spermicides and barrier methods such

as diaphragms and condoms is declining there is still sufficient
real need for these methods to have induced the Family
Planning Association in 1972 to establish a sales organiza-
tion which distributes its products mainly through
paramedical channels but also uses commercial outlets such
as pharmacies and vending machines. Few doctors advising
their patients about contraception would today head the
list with condoms, but there are special circumstances where
a strong case can be made in their favour. The sheath is
a method of contraception under male control, and there are
situations where (in spite of present sensitivity about male
chauvinism) this is an advantage. A case in point is that of
the honeymoon and the first few months of married life.

Prostaglandins can be struck off the list of contraceptives.
At one time it seemed likely that a tablet of prostaglandin
E2 or F2, inserted into the vagina at the end of the men-
strual cycle would precipitate menstruation by provoking
involution of the corpus luteum.3 It is now evident that the
luteolytic effect of prostaglandin is at best occasional and
unreliable.4 There is no question that prostaglandins inserted
into the uterus cause powerful uterine contractions and that
they are a useful compound in the induction of abortion, but
this hardly qualifies for contraception.

Intrauterine contraceptive devices had a period in the
doldrums when their relative inefficiency and the high inci-
dence of untoward effects such as menorrhagia and uterine
perforation became appareni. Several new developments
make them worthy of reconsideration. It is now clear that the
efficacy of the device is dependent on the area of contact
between it and the endometrium. New forms such as a shield-
shaped device are designed to ensure a larger area of contact
and appear to be more effective in preventing pregnancy. The
notion of incorporating various medicaments such as long-
acting progestational steroids in the composition of intra-
uterine devices is not likely to get beyond its present experi-
mental stage for a long time, but another development is
having considerable impact on contraceptive practice. This
arises from the discovery that adding copper to an intra-
uterine device enhances its contraceptive effect.5 Clinical
trials going on at present will help to determine the most
suitable shape, the copper being added as a wire wound round
the device. Regardless of shape, copper intrauterine devices
are basically made of polyethylene plastic to which barium
sulphate is added to make them radio-opaque. With a preg-
nancy rate of 2-3 per 100 women years the copper intrauterine
device is not nearly as reliable as the best oral contraceptive
pills, but it should be given a high priority for those women
for whom such pills are contraindicated or for whom a very
small risk of pregnancy is acceptable.
The oral contraceptive pill is probably the most suitable

contraceptive to advise, particularly since after the recom-
mendations of the Committee on Safety of Drugs in 1969 the
oestrogen content of most of the preparations on the British
market has been kept at 50 micrograms or less. One conse-
quence of this has been virtually to remove the sequential
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pills, which require a higher dosage while oestrogen only is
being given. The minipill consisting of progestagen only has
had its ups and downs. This type of preparation did not make
headway after being withdrawn (unnecessarily it appears) for
a while when beagle bitches treated with chlormadinone
acteate developed neoplastic breast nodules. The higher
incidence of irregular bleeding and lesser reliability when
compared with the low oestrogen-progestagen combination
ensured first place for the latter. Nor have the combination
pills been successfully challenged by postpartum injections
or long-acting implants, both of which are unsuited to British
needs.
There are many conditions-a predisposition to thrombosis

and diabetes head the list-in which the use of a combination
oral contraceptive is contraindicated, but the choice of a low-
dose oestrogen-progestagen combination or an intrauterine
device will cover the needs of most women in Britain today.
Both have disadvantages which make their ultimate replace-
ment likely. None of the many alternatives such as anti-
oestrogens or immunization procedures have fulfilled their
promise from the earlier, experimental stage. A revolution is
probably around the corner but the message from the labora-
tory is that the corner may be some years away.

1 Lumb, K. M., I.P.P.F. Medical Bulletin, 1972, 6, 1.
2 Cartwright, A., Parents and Family Planning Services, p. 293. Chicago,

Aldine, 1970.
3Karim, S. M., Contraception, 1971, 3, 173.
4 Lehmann, F., et al., Acta Endocrinologica, 1972, Supplement, 159, 61.
5 Zipper, J., Mendel, M., and Prager, R., American J'ournal of Obstetrics

and Gynecology, 1969, 105, 529.

Metabolism and Infarction
After an acute myocardial infarction there is an increase in
the secretion of catecholamines, 1 2 cortisol,2 3 glucagon,4 and
growth hormone,5 and diminished secretion and effectiveness
of insulin.2 5-8 Metabolic changes consistent with this en-
docrine pattern include glucose intolerance and high levels
of free fatty acids.7 9 High plasma levels of AMP provide
further suggestion of a catabolic state.10 Vetter et al.2 have
recently measured plasma levels of many of these substances
in the first five hours after the onset of symptoms. Their
results confirmed that the degree of hormonal and metabolic
change is related to the severity of the infarct-though their
interpretation of hormone levels in relation to absolute nor-
mal values may be criticized. A "normal" plasma insulin level,
for example, could be interpreted as being abnormally low
in the presence of a raised plasma glucose and high levels of
antagonists such as adrenaline, cortisol, and growth hormone.

It would be a mistake to regard these changes as peculiar to
myocardial infarction, since they follow any form of acute
illness or injury, being related to severity rather than type.'1
The changes in the ischaemic heart muscle, however, are
specific to myocardial infarction. Despite the limitations of
extrapolating from experiments on animals to man it seems
likely that the central core of necrotic tissue in a myocardial
infarct is surrounded by a penumbra of ischaemic tissue
which has potential for either recovery or death-and which
is dependent on anaerobic glycolysis for its energy.'2 It is the
interaction of the general metabolic changes and those occur-
ring locally in the heart muscle which has excited interest in
the possibility of metabolic intervention as part of the treat-
ment of myocardial infarction.'3

Diminished tissue blood flow not only reduces the supply

of oxygen but also of new substrate. This factor together
with the slope of diffusion gradients limits the rate at which
the toxic products of metabolism such as lactate can be
removed. If, as Oliver suggests,2 13 high free-fatty-acid
levels are toxic to the ischaemic myocardium, causing arrhyth-
mias, then his own current work on the use of the anti-lipolytic
analogues of nicotinic acid should show benefit from these
drugs. Research with substances such as sodium dichloro-
acetate which help to block the inhibition of glycolysis by
fatty acid oxidation might also be of interest.14 Recent ex-
perimental work by Opie15 suggests that lowering free-fatty-
acid levels may help the ischaemic penumbra to survive, thus
limiting the eventual size of the infarct. Braunwald's group16
have shown that after experimental infarction in the
dog treatment with glucose-insulin-potassium limits the
size of the infarct if given within four hours of coronary
occlusion. Though this treatment has theoretical benefits in
terms of enhancement of glycolysis, lowering of free-fatty-
acid levels, and effects on ionic flux across cell membranes,
it has yet to be proved useful in patients with myocardial
infarction-perhaps because of problems of dosage, timing,
and patient selection.

Increased knowledge of the pathological effects of myo-
cardial infarction suggests ideas for metabolic intervention
but most regimens have been tested only on animals, and
the models may not exactly imitate the human condition.
The possibility of limiting infarct size is, perhaps, the most
interesting, though it poses the difficulty of getting treatment
to the patient during the first one to two hours when most of
the deaths occur and when such treatment may be effective.
Added to this is the problem of the enormous numbers of
patients required to prove the effectiveness of a new form of
treatment for myocardial infarction: the difficulties are formid-
able indeed.
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Lichen Planus-Some
Progress
Only two small groups of people really care about lichen
planus-patients with it and doctors who recognize it. For
the patient the itch is often intolerable; for the doctor the
cause aggravatingly elusive. A viral aetiology' has always
been an attractive theory but has not been supported by
recent work.24 Two years ago Black5 summarized our gen-
eral ignorance of the pathogenesis of the disease. His com-
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