
Theatre and ward costs incurred for patients having either
hysterectomy or endomnetrial resection for menorrhagia

Endometrial
Hysterectomy resection

Mean theatre time (h) 1-24 0-75
Mean length of stay (days) 10-6 1
Mean cost (£):

Theatre time* 253.37 153.25
Central sterile supply
department 19.06 11.20

Sutures 20.00
Dressing 0.30
Gloves 4.00 1.00
Glycine 6.93
Syringes 0.14
Double irrigation system 5.00
Suction tubing 0.70
Sterile water 1.20 1.20
Medical assistantt 11.92
Anaesthetic 12.07 9.47

Cost of operation 321.92 188.89

Mean ward costs (£)t 1140.67 107.61

Total cost (£) 1462.59 296.50

*The costs of theatre time (£204.33/hour) are based on an ideal
90% use of scheduled theatre time and incorporate operating
time plus the time for induction and reversal of anaesthesia.
tCalculated at an hourly rate from the midpoint on the senior
house officer pay scale multiplied by the mean theatre time
taken to perform hysterectomy.
tCalculated at £107.61 a day.

published data,2 and on our own experience of
performing endometrial resection during 1990.
The costs have been calculated using actual in-
curred costs from our health authority audit for the
financial year 1988-9, the Bevan report,' and the
current prices of materials used. The costs of
theatre time and the stay in hospital have been
increased by 17-9% and 7 4% respectively to reflect
medical inflation and so provide a current estimate
of cost. The rates for medical inflation have been
calculated using the Hospital and Community
Health Service Pay and Prices Revaluer supplied by
the Department of Health economics advisory
service.
The financial advantages of endometrial re-

section seem to be twofold. Firstly, there is a
small reduction in the operative cost of treating
menorrhagia. Fewer consumable items, cheaper
sterile packs, and no medical assistant are required
for an endometrial resection, which amounts
to a saving of about £33 for each operation.
Theoretically, further savings can be made by the
reduced theatre time needed for an endometrial
resection compared with hysterectomy, although
with experienced surgeons performing both
procedures the times would be less disparate.
The saving would also diminish if laparoscopy
was performed at the same time, as some have
advocated.4
The second and bigger financial benefit is the

considerable reduction in ward costs. The mean
length of stay for a patient having a hysterectomy
at this hospital is 10 6 days (national average
10 2 days6). Though endometrial resection can be
performed as a day case procedure, many patients
stay overnight,6 and this is the policy we have
adopted. The saving in bed occupancy at this
hospital therefore amounts to a mean of 9-6 days
for each patient, a reduction in cost of £1033 each.

Balanced against these potential savings must be
the cost of buying and running the necessary
equipment. The cost of a suitable resectoscope
is roughly £2510. Most surgical units have an
adequate monopolar diathermy unit and light
sources suitable for endoscopy. An endoscopic
camera system (roughly £12 000) increases the
ease of the operation and allows teaching but
is not absolutely essential. The cost of the extra
resectoscope could thus easily be recouped from
the theatre budget after treating the first 100
patients.

This assessment does not take into account the
cost of complications that can arise after either

procedure, nor does it contain the cost of further
treatment should the endometrial resection fail.
The effect these factors may have on the costing
equation will undoubtedly be answered when the
current prospective randomised trials assessing the
outcome of both techniques are complete.
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SIR,-The recent editorial by Dr Adam L Magos
reviewed the modern trends in the diagnosis and
treatment of menorrhagia. The problem is exten-
sive -it is estimated to affect 10-15% of women in
western Europe. Some women suffering from
menorrhagia want to remain fertile but need
temporary contraception. Good alternatives to the
hysteroscopic approach are therefore needed. Dr
Magos briefly mentioned progestogen releasing
intrauterine contraceptive devices in relation to
excessive bleeding. As the prospects of treating
menorrhagia with progestogen releasing intra-
uterine devices are promising and a new levo-
norgestrel releasing device (Levonova, Leiras
Pharmaceuticals, Finland) has recently been
approved for contraception by health regulatory
authorities in Finland further elaboration on such
treatment is warranted.
The pioneer progestogen releasing device was

Progestasert (Alza Corporation), which releases
65 ,ug progesterone daily.2 The device reduces
uterine bleeding but has only moderate contra-
ceptive efficacy, the rate of pregnancy in the first
year being 1 9-2-5 per 100 woman years. The life of
the device is one year, and its use is associated with
a sevenfold increase in the risk of ectopic preg-
nancy.3 The new progestogen releasing device,
Levonova, releases 20 pg levonorgestrel daily and
is effective for more than five years.4 The contra-
ceptive efficacy is high, with a pregnancy rate of
0 1 per 100 woman years from the overall clinical
experience ofmore than 10 000 woman years.4

Levonova reduces both menstrual bleeding and
pain.45 These changes in menstrual patterns are
due to the changes in endometrial morphology,
which are characterised by reversible epithelial and
glandular atrophy.6 The atrophy is local and takes
place even when ovulation is normal.4 Women
using the device also show increased blood haemo-
globin and serum ferritin concentrations.4 These
changes also take place in women with menor-
rhagia. A study of 11 women with menstrual blood
loss greater than 80 ml/cycle found that the mean
loss had decreased from 119 ml to 17 ml seven to
12 months after insertion of a levonorgestrel
intrauterine device.7 Levonorgestrel devices are
curative in menorrhagia due to endometrial hyper-
plasia.' Whether this device has any long term
effect on menorrhagia induced by myomas by
reducing their size remains to be seen.
The levonorgestrel intrauterine device has

several merits over the hysteroscopic and other
approaches. It is cheap with a low risk of complica-
tions and good acceptability and reversibility. It
seems to hold promise of becoming the first choice
treatment for menorrhagia.
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Nurses: the point ofno return
SIR,-MS Jane Salvage rightly draws attention to
the pressing need to retain nursing staff in the
1990s, when recruitment problems will intensify
due to demographic changes.' Career break
schemes, workplace nurseries, and the like seem to
be sensible strategies for attempting to overcome
this growing nursing manpower problem, but
studies are needed to examine their efficacy in
retaining staff.

Pregnancy is the most common reason why
nurses leave nursing.2 I recently studied the
retention of 795 NHS staff taking maternity leave
from nine health authorities and found that there
was a clear distinction between the retention of
staff in the three health authorities with high
proportions of part time staff (42-6-56-9%) and the
three with low proportions of part time staff
(34 2-35-4%). Those health authorities with high
proportions of part time staff were able to retain
staff better (p=0-01).

This finding was corroborated by the fact that
75-3% of part time staff were retained 15 months
after maternity leave started compared with 60-5%
of full time staff (p<0-0001). Obtaining part time
work after maternity leave seems to be a problem
for many staff (V C McCrick, unpublished data),
and increasing its availability would seem to be a
simple and effective method of retaining staff.

Perhaps an amendment is needed to Jane
Salvage's final words-Whom would you rather
have nursing you next time you need care: an
expert part time nurse or an untrained support
worker?
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Papal policy, poverty, and AIDS
SIR,-I was incensed by Professor David Morley's
extraordinary article in which he tried to connect
the spread of AIDS with the Pope.' If Catholic
teaching were followed sexual activity would be
confined within marriage and there would be no
intravenous drug misuse. Thus the spread ofAIDS
would cease. When humans do not follow the
teachings of Christ and AIDS results it is not
appropriate to blame the Pope-particularly a
Pope who has shown so much compassion towards
the victims.2
There is no reason why the "so called natural
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