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not to my mind pose any ethical problems,
so long as known wishes of the deceased con-
cerning the disposal of his body and its vari-
ous parts are respected. I went on to ask
whether sufficient organs could be obtained
after death to meet the needs of patients
requiring transplants, but did not express an
opinion about this, one good reason being
that I do not know.

Finally, I asked the audience to consider
whether it would be proper to remove organs
for transplantation from a patient maintained
artificially after a decision had been made to
switch off the machinery, but before he was
dead in the sense defined above. Once again
I did not answer the question, although I
have given my answer on previous occasions.
To avoid any possible misunderstanding,
however, let me say again that to me this is
totally unacceptable. No transplant for any
patient under my care has ever been obtained
from such a donor, nor will it ever be.-I am,
etc.,

MICHAEL F. A. WOODRUFF.
Department of Surgical

Science,
University of Edinburgh.

Edinburgh.

G.P. Obstetric Units

SIR,-Specialist and general-practitioner
units may be "isolated" from each other
either by distance or by lack of liaison if
general practitioners are too independent or
specialists uncooperative. A statement by
Dr. P. O'Brien, its honorary secretary (21
September, p. 742) that " We saw little place
for the isolated general-practitioner maternity
unit " must not be regarded as implying that
the Obstetric Working Party of the Royal
College of General Practitioners did not
approve units with good liaison but at a
distance from a specialist unit.
The report' recommends a type of mater-

nity service in which most general practi-
tioners take part. Such a service will not
be at its best, and the needs of patients will
not be fully met, if there are no beds except
those at or near district hospitals. The
Working Party recognized this, and stated
in paragraph 110 that "It [the G.P. unit]
must be reasonably near her home for the
convenience of the mother and her family,"
and ". . . where there is a centre of popula-
tion remote from a specialist unit and large
enough to benefit from an isolated general-
practitioner unit this should be provided."
One of the Working Party's most important
conclusions was that "beds must be so
situated that as many general practitioners
as possible have access to them." This
recommendation assumes a considerable
number of geographically isolated units, for
it would be impracticable without them.

There are many general-practitioner units
working in close co-operation with specialist
units, though not in proximity-for instance,
in the Oxford and Chelmsford areas. They
are far from being " the least safe place for
a patient to be delivered." The small isolated
general-practitioner units of which Sir John
Peel knows and to which he gave that descrip-
tion (14 September, p. 678) clearly need to
have their standards raised, but quality does
not depend on size or proximity to a specialist
unit.
A geneal-practitioner unit, whether it

is at or remote from a specialist unit, should

be a planned equipped hospital, adequately
staffed, and having the good will and support
of specialists. Given this, together with good
case selection, a community may be more
content with and better served by provision of
a general-practitioner unit at a distance from
a specialist unit than by wholesale removal
of patients to the latter.-I am, etc.,

Gloucester. IVOR COOKSON.
REFERENCE

Obstetrics in General Practice. The Report of a
Working Party, Royal College of General Prac-
titioners, 1968.

SIR,-We have been most interested in the
correspondence on G.P. obstetric units (21
September, p. 742, and 5 October, pp. 53
and 54). Your readers may like to know that
our two colleges have already exchanged
correspondence with a view to joint discus-
sions on this subject, which is of great import-
ance to us both. On fundamental principles
we are in essential agreement, as those who
have read the Macafee Committee report'
and the report from the Royal College of
General Practitioners on obstetrics in general
practice, 1968,2 will readily appreciate.
A further report from the Royal College of

Obstetricians and Gynaecologists entitled,
Hospital Obstetrics and the General Practi-
tioner, will be published shortly.-We are,
etc.,

JOHN PEEL,
President of the Royal College of
Obstetricians and Gynaecologists.

London N.W. 1.
JOHN H. HUNT,

President of the Royal College of
General Practitioners.

London S.W.7.
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Urinary Tract Infection
SIR,-Dr. David Brooks, in commenting

(21 September, p. 745) on your article on
the management of patients with upper or
lower urinary tract infection (7 September,
p. 600), criticizes your statement that most
Esch. coli and Proteus spp. are sensitive to
snlphonamides. I agree with his criticism,
which is particularly justified in patients
with neurogenic bladder dysfunction result-
ing in residual urine and chronic infection of
the urinary tract. This is a condition
especially common in the ever-increasing
number of patients with afflictions of the
spinal cord who survive now for many years
as a result of more adequate initial treat-
ments.

It is generally recognized that stagnation
of urine in the bladder is the best medium
for bacterial growth, with all its resulting
dangers of ascending infection of the upper
urinary tract. Therefore the need for
prophylactic treatment against recurrent
acute flare-ups in these patients is particu-
larly imperative. The essentials of the
prophylactic treatment can be summarized as
follows:

(1) The patients themselves, while under
hospital treatment, must be made fully aware

of their particular bladder dysfunction by
their medical attendant. Moreover, as there
are many varieties of neurogenic bladder
dysfunction, they must be sufficiently trained
to deal with their particular bladder distur-
bance.

(2) It is likewise essential that the family
doctor is fully informed on the patient's dis-
charge from hospital about his bladder
dysfunction, in particular whether or not
residual urine is present or likely to occur.
Therefore residual urine tests may be nreces-
sary from time to time in these patients, and
every medical practitioner should be familiar
with the non-touch technique of urethral
catheterization.1

(3) Stagnation of urine in the bladder can
best be avoided by correlating the amount of
fluid intake (the best is plain water) with
emptying the bladder at regular intervals. In
certain patients the amount of fluid intake
must be large (3-5 litres daily) to flush the
urinary tract thoroughly, and the emptying
of the bladder should occur every 2-3 hours,
using strong abdominal pressure or so-called
trigger mechanisms in cases with an auto-
matic spinal bladder.

(4) In a great number of patients with
chronic urinary infections urine is alkaline,
caused by ammonia-producing organisms of
the proteus group. After sterilization of the
urine with proper antibiotics the urine
should be acidified and the pH should be
below 6. This can now be best accomplished
by G.500, a combination of hexamine man-
delate and DL-methionine in one tablet con-
taining 0.25 g. in equal amounts, which I
introduced a few years ago for long-term
prophylactic therapy of chronic infection of
the urinary tract.' As a rule, a dosage of
2-3 tablets q.Ls. has proved satisfactory in
acidifying the urine and in minimizing the
risk of occurrence of acute urinary infection,
in particular also in patients with indwelling
catheters.

G.500 should not be used for patients with
gross renal deficiency, metabolic acidosis
(gout), and liver disorder. In a small num-
ber of sensitive patients monihal infection
around the anus and scrotum may develop
as a result of long term use of larger doses
(4 tablets q.d.s.). However, this can easily
be controlled by nystatin or amphotericin.-
I am, etc.,

LUDWIG GUTTMAN.
Stoke Mandeville Hospital,
Aylesbury, Bucks.

REFERENCE
1 Guttman, L., and Frankel, H., Paraplegia, 1966,

4, 63.

SIR,-Your expert contributor in Today's
Drugs (7 September, p.. 600) states, while
dealing with the treatment of the acute
attack of urinary tract infection, "most
urinary infections acquired outside hospital
are due either to Esch. coli or to Proteus spp.,
and since most such organisms are sensitive
to sulphonamides a sulphonamide remains
the drug of first choice. . . ."
While this may have been true until very

recently, published experience' suggests that
in South-west Essex at least the situation
is changing rapidly. It now appears that
more than half such organisms are resistant
to sulphonamides. This study has been
extended to cover four entire years and 1,672
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cases of acute urinary infection presenting
in general practice. The percentages of coli-
proteus-coliform organisms, treated as a
group, resistant to five drugs over the four
years are detailed below to the nearest 0.5%.

Suiphon- Tetra- Nitro- Ampi- Nalidixic
Year amide cycline furantoin cilin Acid

Resistant Resistant Resistant Resistant Resistant

1967 61-5% 33-5%f 3 3 5 2%
1966 e2 30-57 5-5° 4% 1-5%1965 42% 26-50 8% 3
1964 18% 42% 2% - -

It will be noticed that 61.5% of such
organisms are now resistant to sulphonamides.
The rise since 1964 has been truly dramatic.
The percentage of tetracycline resistant
strains has remained remarkably steady at
about 33%, varying mainly with the propor-
tion of Proteus spp. in the sample, as about
90% of such are resistant. Nitrofurantoin,
ampicillin, and nalidixic acid all show
remarkably low percentages of resistant
organisms with much less variation over the
years studied.

Finally, it seems rather hard of your
contributor to refer to nalidixic acid as " a
promising new drug whose range of useful-
ness is being investigated." It has been avail-
able for about five years and I understand
about 150 papers have been published
referring to it.-I am, etc.,

M. H. ROBERTSON.
St. Margaret's Hospital,

Epping, Essex.
REFERENCE
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SIR,-I was interested to read Dr. David
Brooks's comments (21 September, p. 745)
on your article on the management of urinary
tract infection (7 September, p: 600). I
wonder how many doctors do in fact rely
completely on sensitivity tests, especially to
sulphonamides; and is the disc test the best ?
Clinically, there is no doubt that sulphon-
amides are effective in the majority of cases
of urinary infection, and I am sure most
practitioners will agree with your expert with
his advice that they are the first line of
attack.

In patients with acute symptoms the micro-
scope is a remarkably reliable guide to
whether urinary infection is present or if one
is dealing with the urethral syndrome. But
I doubt whether Dr. Brooks's criterion for
pyuria is accurate enough for trial purposes.
Five cells per high power field in urine un-
spun and using a 1/6 objective lens would
give an approximate count of 200 W.B.C./
cu.mm.,l and this is considerably in excess
of the more usually accepted baseline of 50
cells in females and 10 in men.' Withhold-
ing treatment in cases with acute symptoms
and significant microscopical findings misses
the opportunity of a trial with sulphon-
amides for those few days while awaiting
bacteriological results. This trial is worth
more than a sensitivity test, and the majority
of patients will benefit. Using transport
medium, it takes several days to get bac-
teriological results. This method is as
accurate as the specimens will permit, but
cannot always differentiate between con-
tamination and significant bacteriuria. I
have found a 90% accuracy from over 500
paired cultures.

I find it important to take note of how the
patient subjectively responds to therapy' and
if she says she is feeling better, and there is
a significant drop in the cell count, and a
suggested drop in the semiquantitative bac-
terial count, then I will go on with the same
drug even though bacteriologically the urine
is not yet absolutely clear. My experience
suggests to me this is a correct attitude pro-
vided the follow up is thorough. Sensitivity
tests are of great use in the follow up, but
even then I am sure they do not provide the
complete answer. Incidentally, your article
recommends that urines should be centri-
fuged for pus cells. Is this really necessary,
or even desirable, as cells may be lost this
way ?'-I am, etc.,
Swanage, Dorset. S. H. PURSER.
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" V.D. " as a Diagnosis

SIR,-Your leading article on " V.D. " as
a diagnosis (14 September, p. 630) states that
it is important not to treat until a diagnosis
has been confirmed. This assertion, as far
as gonorrhoea is concerned, calls for some
qualification, for it is a matter of opinion.
Some months ago I saw a young wife who

was at risk from her husband, recently treated
for gonorrhoea acquired extramaritally. She
had had negative smears and cultures regularly
for three weeks at another clinic. When I saw
her she had bilateral gonococcal salpingitis
which need never have been allowed to develop.
When a man readily admits extramarital

exposure within an acceptable incubation
period and develops gonorrhoea after risking
infecting his wife, it has been my practice
for 15 years to treat and follow up the wife
even though no gonococci have been found.
I have never done this if the husband has
denied extramarital intercourse, nor do I
thus treat empirically the recent unmarried
contact except in pressing circumstances-for
example, a fianc&e about to get married.
Many a colleague, like Noel Coward's Malay
rabbit, will " deplore this foolish habit," but
my conscience is clear. Much ill health,
psychological trauma, and not a few broken
marriages are probably prevented by this
simple prophylactic procedure. When all is
said and done, thousands of asymptonmatic
cases are treated incidentally with antibiotics
given for other reasons, to say nothing of
World Health Organization efforts to stamp
out the treponematoses. Nevertheless, I
agree that an attempt at diagnosis should
always be made.

Other venereologists may go further and
treat prophylactically any and every promis-
cuous girl attending their clinics. We may
yet all come to this if V.D. figures continue
to rise.-I am, etc.,

ARTHUR S. WIGFIELD.
Manor Hospital,

Walsall.

SIR,-Your leading article (14 September,
p. 630) was presumably addressed to those
who claim no special experience of venereal
diseases and who lack the diagnostic and

epidemiological facilities available to V.D.
clinics. It is unfortunate, therefore, that
Dr. F. J. G. Jefferiss (28 September, p. 902)
has introduced this debatable question of so-
called " epidemiological treatment "-that is,
of giving treatment to known contacts of
patients with venereal disease before the diag-
nosis has been confirmed.

I need not enter into the pros and cons of
this procedure, but I believe that most
venereologists would agree that if it is to be
used at all it should be the result of careful
consideration in the individual case, when
the diagnosis in the consort is known for
certain and the facilities for bacteriological
assessment, for ensuring follow-up, and for
tracing secondary contacts are the best
available. In the absence of this knowledge
and these facilities " epidemiological treat-
ment " is not to be recommended; it is only
too likely to open the way to indiscriminate
treatment of all who have taken risks, and
this is highly undesirable.

Dr. Jefferiss's hobby-horses are usually
good strong ruinners, but it is a pity that this
one had to be mounted on the present
occasion. It is likely to confuse those who
might have benefited from the advice given
in your leader.-I am, etc.,
London W.1. A. J. KING.

Deep Vein Thrombosis
SIR,-I was recently quoted in your

columns by Mr. N. L. Browse and others
(21 September, p. 717) as suggesting that the
long-term results of venous thrombectomy in
the early cases of iliofemoral venous
thrombosis were "not very encouraging."'

This statement needs clarification. In my
experience complete clearance of the ilio-
femoral segment is achieved in about 62%
of cases, and venographic follow-up over
three to five years shows that in only 4% of
cases is rethrombosis (not necessarily with
re-occlusion) likely to occur. When clearance
is partial or incomplete early rethrombosis
(within 14 days) is commoner, occurring in
32% of instances. The incidence of complete
reocclusion as opposed to some rethrombosis
of the segment, even with incomplete clear-
ance, is not high. Partial or incomplete
clearance and subsequent reocclusion are most
often related to delay in venous thrombec-
tomy.-I am, etc.,
Royal Infirmary, G. E. MAVOR.

Aberdeen.
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Health Visitors
SIR,-The letters from Dr. John D.

Kershaw (24 August, p. 497) and Dr. Mary E.
Brennan (7 September, p. 618) are important.
Distressing conditions arise because many
people go to chemists, herbalists, and other
places for help rather than to the N.H.S.
establishment, and there are problem families
and individuals who have had no help at alL
Some of the areas where the greatest diffi-
culties exist are those that have few, no,
or inexperienced health visitors. Because of
this there is very little domiciliary work, and
the health visitor has no time to investigate
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