
indications for dilatation and curettage were:
menorrhagia and dysmenorrhoea without a trial of
conservative treatment; to exclude endometrial
polyp; curiosity, during another procedure such as
laparoscopy or examination under anaesthetic; to
see if ovulation has occurred.
When these criteria were applied, the incidence

of endometrial disease picked up by dilatation
and curettage increased only slightly, from 13%
to 18%; again, no malignant or premalignant
pathology was encountered. However, using the
guidelines suggested, more clinicians found the
histology report influential in their clinical manage-
ment of the patient (45% v 9%).
We have not yet investigated any change in the

incidence of dilatation and curettage in young
women since this audit, but we conclude that if a
strict protocol for surgery is adhered to, the
proportion of patients for whom useful histological
information is gained should increase and the
number of dilatation and curettage operations
decrease with appropriate clinical and economic
advantage. We also agree that hysteroscopic biopsy
may have a useful role to play in the investigation of
these patients.
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EDITOR,-It is to be regretted that B V Lewis
in his otherwise excellent editorial continues to
perpetuate the myth of "post-pill amenorrhoea."'
The proposition that certain forms of secondary
amenorrhoea are caused by the combined oral
contraceptive was debunked several years ago.>'
Careful studies showed no difference in the preva-
lence of the diagnostic categories or the response to
treatment of amenorrhoea "post-pill" as compared
with its occurrence "post-condom." Secondary
amenorrhoea and use of the combined oral contra-
ceptive are both common among women in their
20s. The pill causes regular withdrawal bleeding,
masking any amenorrhoea until it is stopped.
Indeed, the best treatment of investigated hypo-
oestrogenic secondary amenorrhoea in young
women not desiring the immediate return of their
fertility is usually the pill. Such amenorrhoea is
associated with bone loss, and this can be prevented
by the judicious use of cyclical hormones.
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EDITOR,-In 1991 the New England Journal of
Medicine featured a review article on the manage-
ment of abnormal genital bleeding.' In the cor-
respondence that followed, Cates and Peterson
from the Centers for Disease Control in Atlanta
criticised the article for failing to mention the
potential role of sexually transmitted diseases as

important causes of intermenstrual bleeding.2 The
same comments would seem to apply to B V
Lewis's editorial on diagnostic dilatation and
curettage in young women.'
The possibility of endometritis should be con-

sidered in all young women with intermenstrual
bleeding and, in particular, Chlamydia trachomatis
infection, which is a well recognised cause of
endometritis4 5 and is currently the commonest
sexually transmitted bacterial infection in the
United Kingdom. Hysteroscopy and endometrial
biopsy have an important role in the management
ofabnormal uterine bleeding, but all young sexually
active women should have a cervical swab taken to
detect chlamydia in the first instance, irrespective
of the sexual history. In view of the potential for
chlamydia to damage the fallopian tubes we may
even prevent a few cases of infertility in the
process.
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EDITOR,-Angela Coulter and colleagues' concern
about overuse of diagnostic curettage and the
potential cost savings' have wide implications both
for gynaecologists and general practitioners.
To reduce the frequency of use of this procedure

two key areas in primary care could be addressed.
Firstly, although referral patterns will reflect indi-
vidual practice, continued use of dilatation and
curettage by gynaecologists reinforces the notion
for general practitioners and patients that it is
appropriate treatment for menstrual irregularity in
women under 40.

Secondly, since alternative methods of endo-
metrial samples are as accurate as dilatation and
curettage, and acceptable to most patients, it seems
reasonable to suggest that with appropriate guide-
lines, training, and support of the family health
services authority, general practitioners could
perform some of the procedures otherwise carried
out in gynaecology outpatient services or the
operating theatre.
The role of the general practitioner in providing

such a service can be disputed by gynaecologists
and general practitioners alike. Some gynaecolo-
gists may consider that there is a risk of missing
serious endometrial pathology in such patients,
although studies suggest that in this age group it is
unlikely.2 Specialist concerns about use and misuse
of the procedure could be allayed if gynaecologists
themselves formulated appropriate guidelines and
provided thorough training in the technique of
Vabra curettage.
From the general practitioner's point of view,

the constraints of time are likely to be more
important than the modest financial outlay for
equipment. The fact that the endometrial
sampling is not listed in the statement of fees and
allowances (section 42, minor surgery) as a minor
surgical procedure for which payment may be
made' would preclude most from adding Vabra
curettage to their repertoire. This constraint may
not apply to fundholding practices where, in
addition to the obvious benefits to the patient, real
financial incentives exist.
To conclude, close cooperation between pro-

viders of primary and tertiary care could contri-
bute to the more appropriate use of dilatation and

curettage and allow "office" endometrial sampling
to be performed by general practitioners with a
concomitant reduction in day case and inpatient
procedures.
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Health promotion in schools
EDITOR,-The paper by Don Nutbeam and
colleagues' is valuable, not least in view of the
relative scarcity of rigorous evaluations of health
education initiatives. The authors plausibly
suggest that the interventions may have been too
late. They also correctly point to the desirability
of complementing educational efforts with other
health promotion measures, implying that the
interventions appraised are too little. We are
already aware, however, of dangerous interpreta-
tions of the paper by some people to the effect that
schools health education as a whole has been shown
to be ineffective, and that efforts should be
diverted towards non-school policy measures
and health education outside the school. These
interpretations are based on the common and
fundamental error of inappropriate extrapolation
of research findings.
Even if consideration had been confined to

health education as opposed to the broader concept
of health promotion, the interventions could
readily have been predicted to be of limited value.
The initiatives are more examples of the topic
based, "one off' style of health education than
of the sort of approach that is now generally
advocated, which involves a comprehensive and
coordinated programme of health education across
the curriculum and throughout the school career.
This latter, which is being increasingly adopted
within the United Kingdom and in Europe more
generally,2 I acknowledges common links in the
origins of healthful and unhealthful behaviours.
Moreover, recognising the desirability of com-
bining health education with other measures, it is
centred on the notion of the health promoting
school. Due attention is paid to the "hidden
curriculum" and the total school environment,
including such issues as policies on smoking on
school premises.
We must push ahead with our efforts to develop

in practice the concept of the health promoting
school, including its essential educational com-
ponent, and evaluate the effectiveness of these
efforts. We must not fall into the trap of rejecting
modem schools health education on the basis of the
failings of highly limited interventions.
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Health Education Board for Scotland,
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EDITOR,-Don Nutbeam and colleagues report
that smoking education projects based in schools
failed to show significant effects on smoking
behaviour, knowledge, beliefs, or values.' Young
people's knowledge about the harmful effects of
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smoking is considerable2; those who take up
smoking are not doing so purely out of ignorance.
Recent health promotion has therefore concen-
trated on developing children's self confidence and
"refusing skills" so that they are empowered
beyond "just saying no." Aidan Macfarlane,'
however, reflects much sociological work45 when
he mentions the complex motivations that lead
to young people's behaviour. The "behind the
bikesheds" appeal that risk behaviours have for
young people may be beyond the understanding of
those who think that the residue of young smokers
will be lured by the squeaky clean, sporty, sweet
breathed image of abstinence.

Perhaps it is time to rethink the objectives of this
aspect of health promotion. If dissuading people
from ever starting to smoke is the primary aim
then limitation of long term cigarette smoking
presumably comes second. Cigarettes are certainly
addictive, yet some 11 million people in Britain
have managed to give up. The continued advertis-
ing and promotion of tobacco should be strenously
resisted, yet the government has not so far seemed
inclined to upset the tobacco lobby. There may,
however, be a role for health promotion even
while governments are still concerned about the
patronage of multinational companies. A deliberate
shift of focus for health promotion could encourage
people in their 20s to give up smoking. Given that
by then the teenage assumptions of invulnerability
have tended to evaporate, what better time to put
away childish things and give up that nasty teenage
habit? Undoubtedly far more smokers could give
up if only health services were more alert.
Knowledge about the harmful consequences of

smoking could be maintained in a low key manner
through the school curriculum. A reduction in the
barrage of antismoking advice during the teenage
years would thus be combined with an increase in
health promotion aimed at a more responsive
group. This could even have the elusive and much
desired effect of reducing the appeal of smoking as
a "grown up" activity through reconstructing it as
an essentially teenage pursuit.
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ED1TOR,-Don Nutbeam and colleagues evaluate
two types of health education initiatives in schools. '
We agree with Aidan Macfarlane that measures to
combat smoking cannot rely exclusively on school
education programmes, as this is a multifaceted
problem amenable to other effective solutions.2 It
is right to distrust initiatives that depend only on
the health and education sectors; in the current
political climate this is indeed oversimplistic.

But it should not be taken for granted that these
types of programmes are the ideal and only way to
approach health education, whether in schools
or by health professionals. Both interventions
involved minimal, project oriented teacher training
and were circumscribed, involving three to five
hours' delivery time overall. The movement in
health education now is to integrate such teaching
into the curriculum as part of a wider process that
educates the pupil fully, promoting personal skills
development. Even common sense will tell you
that children under a variety of other social stresses
are scantily equipped for life by a five hour

programme. The paper might have usefully
addressed, for instance, the relation of social skills
to socioeconomic status of the pupils and the
different effects on recipients of the programmes.
Nutbeam himself has previously shown that
students with a negative attitude to school are more
likely to become smokers.3

Health promotion has, rightly, moved away
from the traditional approach, but let us not
dismiss health education fully until it has been
properly implemented, let alone evaluated.
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Health promotion in general
practice
EDITOR,-I write to support Duncan M Williams
in his criticism of the ineffectiveness of our GMC
negotiators.' In my practice we increased our
practice nurse staffing by 50% and provided a
range of responsible and relevant health promotion
clinics, in the spirit of the 1990 charter, but now
face the prospect of a substantial reduction in
income or to make the nurses redundant. Which
other trade union would boast that only 35% of its
membership will suffer?
To add insult to injury, our family health

services authority is returning our claims for
Haemophilus influenzae type b immunisation
unpaid. We have doubled our medical input to
our immunisation clinics and struggled through
the difficulties of vaccine availability only to be
informed that we are working for no reward. We
may receive some payment in September 1994 if
we achieve targets. Why have our negotiators not
insisted on item of service payment until the date of
introduction of target payments, as occurred with
the other childhood immunisations?

In order to reduce our losses perhaps we should
not renew our BMA subscriptions?

K HAYWOOD
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Lumbar puncture in acute
bacterial meningitis
EDIrOR,-Minerva's statement that "Most
children with suspected acute bacterial meningitis
have no contraindications to lumbar puncture,
which should be done promptly before treatment
is started with intravenous antibiotics,"'2 may
undermine the advice given by the chief medical
officer in 1988 in relation to meningococcal infec-
tion.3 This stated: "The classical features of
meningococcal meningitis and of septicaemia may
not always be present, particularly in very young
children. If the diagnosis is suspected, especially in
the presence of haemorrhagic rash, it is important
to consider giving parenteral benzylpenicillin
before transfer to hospital."

It is unwise for general practitioners and the staff

of casualty departments to delay giving antibiotic
treatment until a lumbar puncture has been per-
formed, such a response may prove fatal.45
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Organ donadon
EDITOR,-We support several of the points in
R M R Taylor's editorial on organ donations.'
Firstly, whatever system is adopted to improve
retrieval rates, it must have the approval of the
intensive care staff and transplant coordinators
since they are most closely concerned. Secondly,
there is no reason to believe that any computerised
system for storing data on "opting in" would be
effective or practical. We view so called elective
ventilation of patients who might become potential
organ donors with some trepidation. Evidence in
its favour is limited to one small British study.2 As
well as raising ethical and moral issues, such a
policy might reduce further the provision of beds
in intensive care units for patients with illness from
which they may recover. Britain already has one of
western Europe's lowest ratios of intensive care
unit beds to hospital beds.
We agree that the rate of refusal by relatives and

the incidence of failure to ask for organs should be
minimised. There will always, however, be a few
cases in which the clinician thinks that it is
inappropriate to ask for organs. This must be
accepted. In 1989 Bodenham et al reported that
refusal of consent by the coroner was a greater
problem than refusal of consent by relatives (28% v
17% of failures to retrieve organs).3 At that time the
refusal rate by the coroners in our region was
effectively zero. Today a change in policy has
produced a refusal rate by the coroner of more than
10% and has resulted in clinicians not considering
organ donation in certain types of case (from which
criminal proceedings might arise). Many suitable
organs are being lost to avoid the possibility of
difficulties at trial-that is, when and why did a
patient die; who or what was the cause? Whether
this is necessary or desirable should be discussed
at the highest level by the legal and medical
professions. This discussion will be even more
urgent if it becomes common for criminal proceed-
ings to arise from road traffic accidents.
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EDrTOR,-G R Park and colleagues express grave
reservations' about the Exeter protocol for elective
ventilation of potential organ donors.2 Without
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