
the agents gave advice on relevant immunisations
and malaria prophylaxis. Nineteen agents recog-
nised that there was a risk of acquiring HIV
infection in Bangkok, but only four of these
advised customers of that risk.
The Department of Health booklet The Travel-

lers Guide to Health contains information on HIV
infection and the measures to take to avoid infec-
tion.2 This booklet was available in 18 of the
agencies: for reference only in two, on request in
11, and given to all booking customers in five. We
were concerned to discover that two commonly
quoted reference sources ABC Guide to Inter-
national Travel1 and World Travel Guide' did not
mention the risk ofHIV infection to travellers. We
recommend that the Department of Health book-
let should be readily available to all travellers.
Though we recognise worldwide distribution of

HIV and that the risk of infection relates to
particular activities and not to the area per se,
perhaps known high risk areas should be identified
specifically. Clearly, travel agents already assume
some responsibility for providing health informa-
tion to travellers. We suggest that this should be
extended to include advice about the risks of
contracting HIV while abroad and ways to mini-
mise this risk.

DERMOT MAHER

BARBARA CROSSE
Seacroft Hospital,
Leeds LS 14 6UH

I Ellis CJ. HIV infection and foreign travel. BMJ 1990;301:984-5.
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2 Department of Health. The travellers guide to health. London:
HMSO, 1990. (SA 40/41.)

3 Smith K, ed. ABC of international travel. Sutton: Reed Inter-
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4 Mott H, ed. World travel guide. London: Columbus Press, 1989:
730.

Tubal pregnancy
SIR,-Professor James Owen Drife glossed over
the existence of combined pregnancy.' This is
the coexistence of ectopic and intrauterine preg-
nancies.
The incidences of tubal pregnancy and com-

bined pregnancy are on the increase.23 The
incidence of combined pregnancy was quoted as 1
in 30000 pregnancies, but it has now risen to
roughly 1 in 6778 pregnancies.3 Such pregnancies
are particularly common when ovulation stimula-
tion drugs are used for in vitro fertilisation and
gamete intrafallopian tube transfer.4
The diagnosis of coexistent tubal pregnancy in

women with a confirmed intrauterine pregnancy
presents a peculiar problem. Firstly, localised
lower abdominal pain and syncope, which are
indicators of ectopic pregnancy, are thought of as
normal symptoms of early pregnancy. Secondly,
adnexal tenderness on vaginal examination may
not be convincing enough. Thirdly, biochemical
assays of serum concentrations ofhuman chorionic
gonadotrophin' and plasma progesterone6 cannot
be used to diagnose ectopic pregnancy for obvious
reasons.

Ultrasonography, which is helpful in diagnosing
ectopic pregnancy, sometimes give false
reassurances by showing a viable intrauterine
pregnancy in combined pregnancy. Advances in
vaginal ultrasonography have enhanced the rate of
diagnosis of ectopic pregnancy. It can diagnose
non-specific adnexal mass or particulate fluid in the
peritoneal cavity.' The showing of a living adnexal
embryo is 100% specific for ectopic pregnancy, but
unfortunately this drops to just 11% if visualising
the fetal heart is used as a criterion.4

Doctors should suspect combined pregnancy
when risk factors for ectopic pregnancy coexist
with confirmed intrauterine pregnancy. Repeated
vaginal ultrasonography will be needed when there
is doubt, and persistence of symptoms is a strong

justification for laparostomy or laparoscopy, or
both.

CHUKWUEMEKA F NWOKOLO
St Mary's Hospital,
Manchester Ml 3 OJH

MARGARET TASKER
Tameside General Hospital.
Ashton under l yne OL6 9RW
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Biopsy of abdominal masses
guided by ultrasound
SIR,-The high false negative and false positive
rates (29% and 14% respectively) of clinical diag-
noses in the study by Dr H J Jaeger and colleagues
warrant special emphasis. ' This has been dis-
cussed before2 and strongly supports the view that
no clinical impression ofan abdominal mass should
be regarded as definitive until a histopathological
diagnosis has been achieved.
The widespread use, however, of the Tru-Cut

biopsy needle gives rise to concern. Admittedly,
only minor complications were experienced in the
published series, but, unfortunately, this has not
always been the experience of others. In contrast,
the authors have acknowledged the extreme safety
of fine needle aspiration but presumably did not
use it because of a lack of cytologists. It is worth
noting that commercial techniques are now avail-
able to permit histopathological examination of
specimens obtained by fine needle aspiration
(Cytoblock, Shandon), and we have pioneered a
new technique that allows combined histopatho-
logical and cytological examination on the same
specimen.3 These new techniques should permit
hospitals that have no cytologists to provide an
effective service for fine needle aspiration samples.
Specificity does not seem to be compromised, but
clinical safety is without doubt substantially in-
creased. I would strongly advocate using ultra-
sound guided biopsy with a fine needle rather than
with a larger Tru-Cut needle.

DAVID SLATER
Rotherham District Hospital,
Rotherham S60 2UD

1 Jaeger HJ, MacFie J, Mitchell CJ, Couse N, Wai D. Diagnosis of
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Problems of developing
countries
SIR,-Mr Shaun J Qureshi states that numbers by
themselves are not the measure of overpopulation
but that it is the impact of people on ecosystems
and non-renewable resources.' Yet the biggest
proportion of population growth is occurring in
poorer countries which put less strain on these
resources.
What is the impact of these poorer people on

ecosystems and non-renewable resources? After

many years in industrialising countries I can see
only two environmental impacts: the decimation of
firewood and slash and burn agriculture. The
people are not concerned with ozone holes, green-
house effects, acid rain, pollution, etc. They are
concerned with the struggle to live and to obtain
schools, roads, markets, better seeds, some ferti-
liser, some transport, better prices for their pro-
duce, jobs and a living wage-a minimum of
dignity. Environmental considerations are a poor
second in their daily struggle to exist. Conservation
concerns are for the haves, not the have nots.

Professor P D Marsden states that the economy
is the answer for malnutrition, with a better distri-
bution of the great resources of a rich country.2
This is a statement rarely seen in the medical press
and applies equally to the not so rich developing
countries.

Although treating malnutrition is a medical
problem, its prevention is not. Too often we read
that prevention lies in health education, but health
teams have, and will have, minimal effect in
prevention. The problem is a political one, but one
which the politicians have washed their hands of
and passed over to the health team. Health educa-
tion of the public must be replaced by education of
the politicians whose decisions and policies per-
petuate the condition.
Only by raising socioeconomic conditions can

malnutrition be prevented. At the moment the few
health teams that exist treat malnourished children
and return them to the milieu that brought on the
condition in the first place.

FRANCIS M SHATTOCK
Mijas Costa,
Spain

1 Qureshi SJ. The population bomb has already exploded. BMJ
1990;301:1050. (3 November.)

2 Marsden PD. Kwaskiorkor. BMJ 1990;301:1036-7. (3
November.)

Referral rates for colposcopy
SIR,-The paper by Dr A E Raffle and colleagues
illustrates the price of success.' As the cytology
service identifies more people with abnormal
smears and commits itself to more frequent follow
up of such patients whether they are treated or not,
it seems inevitable that the service's workload will
increase. It was noteworthy that .the number of
abnormal smears of all grades had doubled or more
than doubled. This must inevitably lead to an
increase in the number of follow up smears even if
the policy does not change.
Where I have difficulty in agreeing with the

authors' logic is when they blame their increased
workload on the investigation of women with
minor cytological abnormalities. Neither they nor
anybody else would advocate ignoring women with
mild dyskaryosis. Fletcher et al recently reported a
60-fold increase in the incidence of invasive cancer
in women with mild dyskaryosis,' and the 10 cases
of invasion in 1780 women reported by Robertson
et al represents a similarly high prevalence.3

Hence, though there is no doubt that such
women require continued surveillance, the uncer-
tainty centres on the most effective method of
management that will engender the least amount of
anxiety for the patients. If the main concern is the
workload of the cytology department it would
seem rational to refer all patients with mild
dyskaryosis to colposcopy clinics so that those who
have lesions can be identified and those who do not
can be returned to a routine three or five yearly
screening programme. This may not be such an
additional burden to the colposcopy service as it
first seems because many of the women followed
up cytologically are ultimately referred for biopsy
and half of those seen in colposcopy clinics have
appreciable cervical intraepithelial neoplasia
lesions.4" There is no doubt that referral for
colposcopy can engender considerable anxiety, but
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this anxiety can be substantially decreased by
appropriate explanation6 and may be less than the
worry about the reason for the repeat smear test.

W P SOUTTER
Royal Postgraduate Medical School,
London W12 ONN
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Long term survival after
intensive care
SIR,-Dr S Ridley and colleagues conclude that, in
addition to severity of illness, age is an inde-
pendent predictor of mortality of sufficient power
to require an increase in the weighted values for this
variable in the acute physiology and chronic health
evaluation (APACHE) system. They state cor-
rectly that their results may not be directly applic-
able to other intensive care units but suggest that
age scores could form part of a reasoned admission
policy. On superficial inspection this may seem self
evident: the older and sicker the patient, the worse
the prognosis.
The matter is, in fact, quite complex. Elderly

people are more likely to have chronic diseases,
and this effect should be separated from that of age
per se by independent analysis of age and chronic
disease history. Both of the studies that have done
this showed that short term hospital survival is
independent of age.23 This is important because
the study by Dr Ridley and colleagues was based in
Glasgow and the patients form part of a population
with one of the highest incidences of cardio-
vascular and smoking related diseases in the
world.45 Patients drawn from unhealthy popula-
tions may have reduced physiological reserve,
making them "old before their time," which might
explain the apparent need for additional weighting
for age in west Scotland. Before we develop
admission policies for elderly patients requiring
intensive care we need measuring systems that
allow us to distinguish between chronological and
biological age.

JULIAN BION
Queen Elizabeth Hospital,
Birmingham B15 2TH
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Sexual transmission of
hepatitis C virus
SIR,-Dr J Tor and colleagues conclude that
homosexual men and heterosexual partners of
intravenous drug misusers in Barcelona have a low
prevalence of hepatitis C virus and that "the rate of
sexual transmission of hepatitis C virus seems to be

low even in partners of people known to be
seropositive."' These conclusions are based on a
comparison with the prevalences of antibodies to
HIV and hepatitis B virus in the same groups of
people and on the use of an enzyme linked
immunosorbent assay (ELISA) for hepatitis C
virus antibodies, both ofwhich may be misleading.
A better comparison would be with the preva-

lence of hepatitis C virus antibodies in other local
groups less likely to be frequently sexually
exposed. For instance, a recent study from
Barcelona showed that of 1044 blood donors, 16
had antibodies to hepatitis C virus, a prevalence of
1.5%.2 This contrasts with the findings of Dr Tor
and colleagues of 16% prevalence in homosexuals
and 11% in partners of drug misusers. With regard
to transmission rates ELISA in its present form is
inappropriate as a measure of infectivity because
many people who are seropositive are either non-
specifically reactive or not currently infected.3 A
better basis for detecting rates of sexual transmis-
sion of hepatitis C virus would be amplification of
serum complementary DNA by the polymerase
chain reaction.4 This might show that sexual
transmission of hepatitis C virus is just as efficient
as that of HIV and hepatitis B virus. Sexual
intercourse may yet prove to be the main route by
which hepatitis C virus is spread.

PHILIP P MORTIMER
Central Public Health Laboratory,
London NW9 5HT
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Clarke's legacy
SIR,-It is with dismay that I read yet again in your
journal adverse comments about GP fundholding
-namely Scrutator's remark that "a radical
minister could readily extend and privatise NHS
trusts and general practice fundholders."'

This is entirely consistent with the negative
propaganda campaign currently being waged
against fundholders in theBMJ. Does the writer of
that article really believe that fundholders would
be more easily privatised than any other self
interested group of practitioners (as the profession
showed itself to be when it failed to resign en masse
at the imposition of the new contract).

I am unable to speak for NHS trusts but would
assure Scrutator and any others who doubt the
moral and ethical commitment of this potential
fundholder to the NHS that my commitment is
as deep as that of any of my non-fundholding
colleagues. Furthermore, I am disappointed by the
profession at large reiterating continually the short
sighted and damaging comment passed at the last
local medical committees conference: fundholding
is detrimental to patient care. Fundholders have
entered the scheme for many reasons, but one
common theme is to improve patient care. When
those improvements happen where will the rest of
the profession be when it comes to taking up those
improvements on behalf of the patient population
if it continues to entrench itself in opposition to
changes that an important minority of general
practitioners see as one way forward to a better
NHS?

Perhaps it is time for potential fundholders to
come out of the woodwork and say who we are and
why we are applying, and perhaps it is time for
those who are sniping from behind pseudonyms
and large conference bodies to state clearly their

position and where they will stand when general
practice fundholding is shown to work.

DUNCAN WILLIAMS
Luton LU2 7AVW

1 Anonymous. Clarke's legacy of efficiency. BMJ7 1990;301:1066.
(1O November.)

Annual retention fees
SIR,-Scrutator reported the recent General
Medical Council debate on the proposed increase
in the annual retention fee. It may be of interest to
your readers that the General Dental Council last
week approved an increase in our annual retention
fee from £37 to £50. (This also has to be submitted
to the Privy Council as it is a statutory requirement
for registered practice.)

Surprisingly, the increase was carried without
either debate or question. I am sure that the
reasons for the dental council's increase are broadly
the same as those for the GMC's, and yet no
passions were aroused despite the fact that next
year is an election year for elected members of the
dental council. Could it be that we have in the past
been more successful in informing our profession
of the benefits of self governing status and the
dangers of losing this privilege, and that the
dentists are consequently prepared to put their
money where their mouths are?

T S MACADAM
Kirkintilloch,
Glasgow G66 1HN

1 Anonymous. Dig deep in your pockets for the GMC. BMJ
1990;301:1 120. (20 November.)

Information or advertisement?
SIR,- I wish to clarify the point I sought to make in
the meeting of the General Medical Services
Committee on 15 November, as reported by Miss
Linda Beecham. '
My point was that the medical profession

had not recognised the need to provide fuller
information to patients and the public as a result of
the Monopolies Commission's recommendations.
We had increasingly recognised and publicised
that need through both the BMA and the General
Medical Council some years previously. We had
also made a sharp distinction between information
and promotional advertising, which the Monopolies
Commission has implicitly acknowledged.

ALEXANDER W MACARA
British Medical Association,
London WC1H 9JP
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BMJ 1990;301:1220. (24 November.)

Monitoring surgeons' hours
SIR,- Scrutator mentioned some ill feeling on the
subject of private practice being undertaken in
NHS time.t
May I suggest that one way of throwing light on

to this subject would be to undertake a detailed
retrospective survey of the number of operations
carried out by each surgeon, both in the private
sector and in the NHS. A three month study of all
surgeons in one English health region might at
least provide some perspective that would help to
illuminate the discussion.

JOHN YATES
Inter-Authority Comparisons and Consultancy,
Birmingham B 15 2RT

1 Anonymous. Clarke's legacy of inefficiency. BMJ7 1990;301:1066.
(10 November.)
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