
more patient undergoing dialysis and on the
waiting list for a cadaver organ.
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Absorption of irrigating solution
during transcervical resection
of endometrium
SIR, -Two of the comments made concerning our
study of fluid dynamics during endometrial re-
section' show the false logic of applying the
urological principles of transurethral prostate
resection to the uterus. These misapprehensions
are serious as their unconsidered application would
lead to potentially unsafe and ineffective surgery at
a time when this form of intervention is fast gaining
popularity among gynaecologists and public alike.

Firstly, the question of uterine distension. The
correct intrauterine pressure is the minimum
pressure that produces adequate distension of the
uterine cavity to allow for the identification of
landmarks and a clear view during surgery. An
irrigation pressure of 60 cm H20 as recommended
by Dr T C A Boto and colleagues2 may be sufficient
to distend the compliant and thin walled bladder
during endoscopic prostate resection3 but is wholly
inadequate in the case of the non-compliant and
thick walled uterus. As long ago as 1972 Quinones
et al showed that although images of the uterine
cavity are possible with a pressure of 40 mm Hg
(54 cm H20), the pressure must be increased to
100-110 mmHg (136-150 cmH2O) to identify the
tubal orifices.4 Our experience with intrauterine
pressure measurements are broadly similar, some
variability being afforded by factors such as uterine
size and fibroids. It is of course essential to ensure
proper uterine distension during hysteroscopic
surgery to reduce the risks of perforation and other
accidents as a result of poor visualisation.
The second comment refers to the questions

of absorption of irrigant fluid overload, and dis-
turbances in electrolvte concentrations. Analysis
of the first 139 procedures showed that the median
volume of 1 5Yo glycine solution absorbed during
endometrial resection was 350 ml, with 35 of the
patients absorbing more than 500 ml and 11 more
than 1 litre. The haemodynamic and biochemical
consequences of fluid loads of up to 2 litres were
well tolerated by these patients. This was probably
a result of the rapid distribution of glycine solution
throughout the 15 litres of extracellular water
owing to the good cardiac and renal function of our
relatively young female subjects, factors that are in
contrast with those in most elderly men undergoing
prostatic surgery. There is thus no reason to stop
surgery once 500 ml of uterine irrigant has been
absorbed, as recommended by Dr Boto and
colleagues, and leave the patient with the difficult
choice between incomplete treatment or re-
admission and retreatment. Although relevant in
only about 8% of cases, a more realistic approach in
otherwise fit patients is to try to complete the
procedure as quickly as possible once 1 litre of
uterine irrigant has been absorbed and to stop,
whatever the stage of surgery, when the fluid
deficit is approaching 2 litres, at the same time
checking serum electrolyte concentrations and
assessing the clinical state of the patient. Such a
protocol is not inconsistent with published uro-
logical practice' and is certainly more conservative

than the management of fluid dynamics during
laser ablation of the endometrium.s

Other points raised include the role of tubal loss
of uterine irrigant and the use of 1 5%/o glycine
solution to distend the uterus. Briefly, as reported
recently, we have found that prior tubal blockage
reduces the amount of uterine irrigant absorbed by
the patient by an average of20% (315 ml v 400 ml),"
an identical value to that quoted by Quinones e al
for diagnostic hysteroscopy. As for the choice of
uterine irrigant, which we did not claim is isotonic,
the use of 1-5% glycine solution in urology is
traditional and based on the principle of the least
amount of a non-electrolyte substance that could
be added to distilled water to form a solution that
would prevent haemolysis.'° Though 1 5% glycine
solution is not the ideal irrigant, it has at least the
benefits of experience. We agree, however, that the
theoretical advantages of isotonic solutions should
be investigated.
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Should pathologists talk to
patients?
SIR,-The report by Drs Stephen R Vallely and J
O Manton Mills' and subsequent correspondence'
raise important issues regarding when patients
should be told the results of tests and by which
doctor-that is, by the referring clinician or by the
clinician who carried out the test. It may come as a
surprise that some pathologists are faced with the
same dilemma.
Those institutes that are most experienced in

fine needle aspiration cytology recommend that
the aspirate should be taken by the doctor who
also interprets the slides; this is usually the cvto-
pathologist.' Like some other pathologists in this
country,4 we follow this recommendation and have
for the past year offered a fine needle aspiration
service on this basis. We normally ask patients to
wait while the slides are stained and examined, and
if we reach a confident benign diagnosis we inform
the patient. As many of the patients are women
with breast lumps this policy eliminates the usually
highly anxious wait of up to a week.
Most of our patients are seen in an outpatient

setting where the surgeon and nursing staff are
available for support, and in these cases patients
with malignant disease are also told of the diagnosis

unless there is a reason not to. Occasionally we
diagnose malignancy in the absence of the referring
clinician, and this provides us with a problem. In
our experience once the patient knows that we have
examined the slides she expects to be told the
results and few are worried whether the doctor who
tells them is a surgeon or a cytopathologist,
provided that they get a rapid and honest answer
delivered with tact, and we endeavour to give this.
We believe, however, that these patients should
see the appropriate referring surgeon as quickly as
possible in order to discuss different treatment
possibilities.
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Private patients preferring to
use NHS facilities
SIR,-We must thank Dr A C Fairbank and
colleagues for reporting what most clinicians have
suspected for a long time: that a substantial
number of patients using NHS facilities have
insurance that would enable them to use the
private sector without personal cost.' They do this
because they are happy with the care in NHS
hospitals, especially in specialties such as day
surgery, in which the private sector lags far
behind. Even if private facilities are available these
patients will not choose to use them.

Surely, therefore, what is needed is a way to
induce such people to become paying patients in
NHS hospitals rather than to steer them towards
the private hospitals which would be their second
choice. Many would willingly become paying
patients for very little in return, having most of
what they want already at basic NHS level. A
patient of mine illustrated this well when she
commented to the unit manager who visited the
operating theatre where she was undergoing a
caesarean section under epidural anaesthesia that it
couldn't have been better if she had used her
BUPA card. Asked why she hadn't done, she
replied that she did not know that the option was
there.
A way is needed to encourage such patients

without making non-paying NHS patients feel
second class. The benefit to district hospitals if
10% of their patients were paying would be
considerable.

M J HARE
Hinchingbrooke Hospital,
Cambridgeshire PE18 8NT

I Fairhank AC, Stapleton SR, Jarrctt PEMI. Patients with private
health insurance using NHS facilities in preference to private
care. BrMcd7 1990;300:719. 17 MNarch.)

Correction

Anaesthetic awareness
An editorial error occurred in this letter by Drs J N
Lunn and M Rosen (7 April, p 938). The recommen-
dation is that the end tidal concentration of the volatile
agent should be maintained at 0-6 minimal alveolar
concentration and not 0 6% as published.

BMJ VOLUME 300 21 APRIL 1990 1079

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.300.6731.1079-c on 21 A
pril 1990. D

ow
nloaded from

 

http://www.bmj.com/

