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tomy on 14 patients without drainage. They
were chosen on the grounds of poor operative
risk, gross obesity, or the presence of other
surgical conditions in the abdomen, provided
that gastric acid hypersecretion was not
excessive, and that the pyloroduodenal
channel was proved to be at least 20 mm.
diameter through a gastrotomy or duodeno-
tomy. Three patients, who had selective
gastric vagotomy, all with negative insulin
tests, complain of postprandial distension
with eructations, and show gastric retention
on standard barium meal x-rays. One
developed a gastric ulcer which has healed
with conservative management.

Those who do not use the electrical stimu-
lation test, and therefore do not have a con-
veniently large tube to pass through the
pyloroduodenal canal, should not rely upon
palpation of the pyloric muscle ring to assess
the adequacy of the canal. Not only may
the mucosal channel be narrower than the
muscular ring, but the point of greatest
narrowing does not always coincide with the
pylorus. I have assessed external methods
of estimating the size of the pyloroduodenal
canal in more than 200 patients (shortly to
be published). A wide channel can be
reliably confirmed by external examination
only if the anterior antral wall can be
invaginated with a finger through the pylorus,
followed by invagination of the anterior
duodenal bulbar wall through the ring.
Mr. Burge has been an eloquent advocate

of Dragstedt's suggestion regarding the aetio-
logy of gastric ulcers. He suggests that
stenosis of the pyloric channel, gastric reten-
tion, antral stimulation, augmented gastrin
release, gastric acid hypersecretion, is the
sequence of events producing gastric ulcers.
To explain the failure of any of his patients
with retention to develop gastric ulcers he
invokes a genetic factor. In 35 of my
patients with gastric ulcers the size of the
pyloroduodenal canal did not significantly
differ from that in patients without peptic
ulcers. In a further 10 patients with gastric
ulcers occurring "secondary" to duodenal
ulcers the pyloroduodenal canal was not
invariably narrow. Invoking pyloric narrow-
ing and gastric retention as the cause of
gastric ulcers remains hypothetical rather
than theoretical.-I am, etc.,

R. M. KIRK.
London W. I

SIR,-Mr. H. Burge and his co-workers
(20 September, p. 690) have presented valu-
able evidence of the satisfactory results
obtained using selective vagotomy alone. In
my own experience of this type of operation,
however, I cannot agree that " postoperatively
dumping does not occur." Having carried
out the operation without drainage on 30
patients (26 male and 4 female) during 1967,
I have had the opportunity at recent follow-
up to assess the symptoms of the dumping
syndrome and have found a surprisingly high
incidence-in fact, higher than when a drain-
age procedure is added. My figures are at
press, at the moment, but suffice it to say
that without drainage 16-7% complained of
faintness compared with 6&4% with added
pyloroplasty, 20% of sweating related to
meals compared with 10-1% with added
pyloroplasty, and 6-6% of palpitation com-
pared with 9 6% with added pyloroplasty.

Apart from this, I am in agreement with
the indications for such a procedure, having
regard for its added safety, Also I can
confirm from my own small series that foul
eructation does not constitute a problem and
that no case to date has developed gastric
ulceration.-I am, etc.,

A. M. B. TOMPKIN.
Saint Bartholomew's Hospital,

Rochester, Kent.

Contraceptives and Cervical Carcinoma
SIR,-We share the reservations expressed

by recent correspondents (9 August, p. 356;
16 August, p. 412; and 23 August, p. 471)
relating to the paper of Dr. Myron R.
Melamed and others (26 July, p. 195) on the
prevalence rate of cervical carcinoma in situ
in women using the diaphragm or contra-
ceptive oral steroids. It is surprising that
certain data, available at the time, were not
presented by these authors, as they would have
clarified some puzzling points in their study.
We refer to detailed information recently
published' conecrning the composition and
characteristics of the individual groups in
this study from the Planned Parenthood
Clinics Inc. in New York City. The three
ethnic groups studied were White, Negro,
and Puerto Rican, groups known to possess
great variations in incidence rates for invasive
cervical carcinoma (Table I). There is no
reason to suspect that incidence rates for
preclinical carcinoma of the cervix are quanti-
tatively variant to these quoted figures.
TABLE I.-Age Adjusted Incidence Rates for

Invasive Cervical Carcinoma/ 100,000

Day2 Dunham3

White .. .. 17 18
Negro .. .. 64 55
Puerto Rican .. 111 111

When one looks at proposed aetiological
factors-that is, early sexual activity, multi-
parity, low socio-economic status-involved
in the genesis of cervical carcinoma,' it is
evident that some of these factors predominate
in two of the three groups studied-that is,
Negro and Puerto Rican (Table II). Women
in these two groups are considered as possess-
ing a high risk for the development of cervical
carcinoma.

TABLE II

Ngo Puerto WhtNegro Rican White
10( (22%) (24%)

Pregnant before age of 19 51O 47% 14o

Never pregnant 10%o 6% 53%

Ratio:
Number oflive births < 2/ 1 1 5
Number oflive births > 2 1 1 1

Ratio:
Income <$75/week .. 54% 66% 49%'
Income > $75/week 46%O 340% 51%

Considering these figures it is then not sur-
prising that the total oral steroid group should
have a prevalence rate well in excess of the total
diaphragm group, as the former is composed
predominantly (78%) of these " high risk"
groups (Negro, Puerto Rican) with their com-
pletely differing behavioural and social charac-
teristics when compared with the remaining
white group. The same will apply when com-
parison is made between the oral steroid and

the diaphragm group in relation to such vari-
ables as age, number of live births, etc.
We appreciate that many of these objections

are to some extent eliminated by the simul-
taneous multifactor random matching procedure
employed, but the authors do not indicate if all
the positive pairs, triplet, or quad. combina-
tions were all Negro or Puerto Rican and if any
white women are included in these positive
combinations, as only five carcinomas in situ
were present among white women that used
either contraceptive form.

This study from New York must make us
appreciate the fundamental difficulty in
assessing this problem, where definite con-
clusions on carcinogenicity of these com-
pounds can only be properly assessed by a
study of incidence rates in a large population
group over an extended time period. Hertz'
believes that to have a reasonable chance-
that is, 90%-of detecting (at the 95% prob-
ability level) an " undelayed twofold increase "
in risk of development (incidence rate) of
cervical carcinoma over a four-year follow-up
period, a group of 15-20,000 women (or
60,000 to 80,000 person years) between age
20-39 would need to be followed. We mirror
the sentiments of Drs. E. Wachtel and
0. A. N. Husain (16 August, p. 412) that
there is a need for a large long-term study
of this problem on an international scale.
On a theoretical basis the use of a cervical

mechanical barrier, such as a diaphragm or
condom or in the more subtle forms as pre-
sent in cervical mucus of oral steroid users,'
should prevent the entry of the proposed
coital mutagen, be it in such forms as sperma-
tozoal' or viral' D.N.A. or smegma. How-
ever, it must also be remembered that this
coital mutagen has probably gained entry
during adolescence, as recent epidemiological
evidence suggests.4 8' Thus mutagenesis
probably precedes the eventual consumption
of the oral contraceptive steroid.-We are,
etc.,

ALBERT SINGER.
RODNEY P. SHEARMAN.

Queen Elizabeth II Research
Institute for Mothers and Infants,

University of Sydney,
Australia.

GODFREY C. SCOTT.
Department of Preventive Medicine,

University of Sydney,
Australia.
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Educating Doctors
SIR,-It is good to learn from Professor'

E. D. Acheson (27 September, p. 780) that
the new medical school at Southampton is to
be among the more liberal medical schools in
its attitude to A level passes. I believe thati
the Welsh National School of Medicine isk
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