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original roughly estimated factors of in-
creased risksl 2 as though they were precise
quantities and to ignore the wide limits of
confidence withiin which the true factors
would have been expected to lie. An equally
important source of error is the failure to
realize that Inman, Vessey, and Doll' based
their calculations on data derived f,rom a
period during which about 53% of the oral
contraceptives sold in the United Kingdom
contained more than 50 pg of oestrogen.3
The factor of risk was judged to be dose-
related' and the Committee on S,afety of
Drugs predicted a drop of 50% in the mor-
tality rate if only oral contraceptives con-
taining 50 pg of oestrogen were used.5 DuTr-
ing the first six months of 1973 about 97°%
of combined oral contraceptives sold con-
tained no more than 50 ug of oestrogen.
Thus the conditions exist for the fulfilment
of the C.S.D.'s prediction. Moreover, the ap-
pearance in the last few months of a com-
bined pill containing only 30 ug of oestro-
gen, which formulation Sir Richard Doll has
predicted will aonroxmately halve the in-
cidence of thromboembolism once again,6
has further reduced the relevance of the
original estimates of risk.

Another change that has taken place, al-
most unnoticed, but wh:ch on the basis of
the original reports might be expected to
have an effect of similar magnitude, is the
substantial replacement of oral contracep-
tives containing mestranol by those con-
taining ethinyl oestradiol. Inman reported
(a direct comparison of equal dosage being
imoossible at the time) that at twice the
dose mestranol appeared to carry three
times the thromboembolic death risk of
ethinyl oestradiol.4 In 1965-9 53% of com-
bined oral contraceptives sold in the United
Kingdom contained mestranol, whereas in
1973 84% of pills sold have contained
ethinyl oestradiol.
A reminder also seems needed of the im-

possibility of proving the attribution of any
individual thrombosis to an oral contra-
ceptive. This intrinsic limitation of epidemio-
logical research often tends to be forgotten.

Doctors are at present obliged to attempt
the reassurance of patients while armed only
witih estimates that are inprecise, obsolete,
and much misunderstood. It would be of
great benefit if the original workers were to
review the data that have accumulated during
the past four years and to produce a report
that will not only revise the estimates of the
various thromboembolic risks in terms of the
oral contraceptives used at present, but also
make clear the limitations of those estimates.
-I am, etc.,

PATRICK BYE
Senior Medical Adviser,
Pharmaceutical Division,
Schering Chemicals Ltd.

Burgess Hill, SusFex
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Psychiatric Aspects of Sterilization

SIR,-The "post-vasectomy syndrome" de-
scribed by Drs. B. R. S. Nakra and R. Gaind

(20 October, p. 168) is a stark reminder of
the importance of proper selection of married
couples before the man is subjected to
vasectomy.
The ease with which this operation can be

done after some practice and the subsequent
low conception rate (providing other contra-
ceptive measures are taken until two con-
secutive ejaculate specimens at least three
months postoperatively are negative) make
this an extremely attractive form of contra-
ception. In addition, the Simon Population
Trust report on vasectomy' showed that 990O
of vasectomized men would recommend the
operation to others, and many found that
marital relationships were improved follow-
ing the operation.
However, these good results in Britain will

not be maintained if the rise in referrals for
vasectomy to surgical outpatient clinics is
continued. There is not time in these busy
clinics to interview both husband and wife
and fully explain the consequences of the
operation. A minimum time of 15 minutes is
required with each couple, and if there are
two to four couples to see each session (as
has been my experience during the past year)
either they or other outpatients are going to
suffer. Admittedly there is not the same
pressure to have a vasectomy in this country
as, for example, in India, but a man is not
infrequently referred for vasectomy un-
willingly, after pressure from his wife or a
well-intentioned social worker. Should he then
be seen in a busy outpatient clinic he may
well be put on the waiting list without his
reluctance being appreciated. Subsequent
vasectomy would therefore have distressing
effects on both him and his marriage.

It is essential that referrals for vasectomy
should be to special clinics which have been
established for the purpose, particularly by
the Family Planning Association. There
doctors experienced in the problem have
more time to assess whether a vasectomy
should be recommended. The clinics are also
geared to performing the operation on an
outpatient basis under local anaesthesia with
minimal disturbance to the patient's personal
life and a great saving in hospital beds,
staffing, and finance.
Thus, to prevent a rise in the "post-

vasectomy syndrome" in this country and to
reduce the cost to the N.H.S., I would urge
doctors to refer patients for vasectomy not
to surgical outpatient clinics but to the
special clinics already established through-
out the country.-I am, etc.,

H. G. STURZAKER
Croydon, Surrey

Simon Population Trust, Vasectomy, Follow-up
of a Thousand Cases. Cambridge, S.P.T., 1969.

Selection for Treatment in Spina Bifida
Cystica

SIR,-The papers by Drs. G. K. and E. D.
Smi-h (27 October, p. 189), Dr. Gillian
Hunt and others (p. 197), and Dr. J. Lorber
(p. 201) represent the genuine concern of the
authors to find criteria for recognition of the
child born with an open myelomeningocele
who is bound to be severely handicapped
however vigorously and successfully he may
be treated; every surgeon who has been
involved in the treatment of these children
over the past 15 years has gone through his
periods of heart-searching.

"Selection" means withholding artive
treatment from a certain percentage of
children-striking some mean between com-
plete rejection and complete acceptance for
treatment. In the series of the brothers Smith
this meant that 27%/. of the children received
no active treatment, while in that of Dr.
Lorber 67 500° received no active treatment.
Comparison of results in these "selected"
series with each other or with other results
is of very doubtful value since reference to
a unit may well depend on the published
views of the consultant in charge. Dr. Lorber
describes 37 newborn infants referred to the
medical paediatric unit in the Sheffield
Children's Hospital between May 1971 and
31 January 1973. Though The Times of 26
October assumed these to be the total
myelomeningocele referrals to this hospital
during that period, in fact 78 newborn
children with myelomeningocele (excluding
Dr. Lorber's cases) were referred to the
paediatric surgical unit at the same hospital
where "selection" is known to be less
rigorous. This total of 115 myelomeningoceles
referred to the Sheffield Children's Hospital
in 21 months compares with approximately
180 cases referred in 21 months in 1969
and 1970 before the current change in the
climate of opinion. It seems more than likely
that in addition to "selection" we have pre-
selection.-I am, etc.,

JAMES LISTER
Department of Paediatric Surgery,
Children's Hospital,
Sheffield

Buying Added Years

SIR,-It has been already pointed out in
several letters that the cost of buying back
an added year of pension at £1,300 approxi-
mately is completely prohibitive *and the
Compensation and Superannuation Com-
mittee is aware of this fact. The question
should first be raised as to why senior con-
sultants should even have to consider buy-
ing any added years after working for a
quarter of a century in the N.H.S. This
situation has arisen because of the special
conditions which were in operation up to
the year 1960 approx;mately. During these
years a free profession was compulsorily
nationalized and its terms of operation and
pay were changed gradually from depen-
dence upon private fees to a system of
state remuneration. In business terms this
was a takeover by a monopoly employer.
General practitioners received a token and
somewhat mean recognition of payment for
goodwill, but in hospital practice this was
not so. The following special poinits per-
taining to hospital consultants in the clinical
soec;alties should be borne in mind by our
negotiators, the conditions being quite unique:

Before the National Health Service Act
routine hospital work was mainly carried
on by juniors in the clinical firm for their
seniors. In return, as in other long-estab-
lished professions, they received training,
advice, goodwill, and influence. Senior con-
sultants had a private practice which in
time their junior colleagues hoped to in-
herit. In the early, lean years, juniors sur-
vived as best they could upon payments
from boards, insurance examinations, and
a few private patients and bv courtesy of
their senior colleagues. Goodwill took years
to build up but special circumstances per-
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tained to the period on return from the war,
when juniors had -to rehabilitate and start
building their contacts from scratch. Train-
ing, experience, and goodwill are in a pro-
fession the same as a client is to a business.
Unlike now, these items had been paid for
by the individuals themselves or their par-
ents without grants and at their own finan-
cial slacrifice. It may be noted that in all
other indusrties which were nationalized
stockholders were reimbursed for their out-
lay.
During the first 10 years after the Act,

when the extensive administrative structure
was being set up, clinical work had to be
continued. This proceeded along the same
lines as before except that clinicians were
given some paid sessions in hospital in
lieu of the previous so-called voluntary
work. The juniors still worked long hours
for a few sessions as it would not have been
proper to pay them more from public funds
than their -seniors. Gradually with retire-
ment and reorganization their sessions be-
came recognized and paid for as the so-
called "interim arrangements" were realized.
No back pay was given for the interim
temporary arrangement, but most consultants
thought that their pension rights, at least as
far as years were concerned, were recog-
nized. Pension regulations were interpreted
differently by the Ministry officials to the
professions, and from 1948 to 1960 many
senioir clinicians will find their total pen-
sionable years are very much less than they
expected, and they will now be short of
pensionable service.

It is probably impossible to make a case
for the unpaid work done as the old system
gradually changed to,the new, but iit should
not be beyond the actuaries to calculate in
retrospect the cost added years at the rates
of pay pertaining to the years 1948-60. If
it was possible to buy back the years at the
cost they were then, it might be possible
for us to purchase a reasonable retirement
pension.

I feel that this special case should be
pressed by our negotiators in the British
Medical Association. It is appreciated that
it is most un,lleasant for doctors to have to
bargain and in the Dast this has been a
major card in the hands of Departmen-
tal officials. If our negot,;ators are not able
to be crude enough themselves, then they
should hire somnebody who is. It is obvious
that we can onlv obtain results with Gov-
ernment departments by sheer rudeness,
and more has been accomolished by the
junior doctors in the past few years than
we have achieved in a quarter of a cen-
tury of negot;ations. It should also be
pointed out in general terms to the Depart-
ment of Health that morale is an imoortant
factor and seniors do still influence their
juniors in the presentation of the at-tractions
of a career in the hospital service.-I am,
etc.,

ALAN P. GRANT
Belfast City Hospital,
Belfast

Detection of Hypertension in Childhood

SIR,-With reference to your leading article
(18 Aueust, p. 365) no one could take issue
with the view that treatment of eauivocal
hvpertension in children and adolescents is
presently unjustified. The same view holds

true for adults. It is, furthermore, perfectly
true that the long-term effects on growth
and development of the antihypertensive
drugs are unknown and give cause for great
concern.
What is troublesome about the article is

that it seems to imply that blood pressure
should not be measured routinely in children
and adolescents since we do not anyway
know what to do with patients who are
found to have borderline hypertension. This
seems to be illogical and hardly promotes
progress in an area which has been already
too long neglected. It is neither time-
consuming nor expensive to measure blood
pressure in patients aged 2-20 years during
a routine physical examination. Furthermore,
these measurements need not be performed
by a physician and can be adequately per-
formed by any paramedical person who has
been properly trained. The mere act of
checking blood pressure should be no more
liable to produce hypochondriasis than the
act of auscultating the heart or lungs.

If physicians would routinely measure
blood pressure in patients under 20 years
of age, true incidence data for hypertension
in this age group might be obtained. In
addition, by tracking the blood pressures of
patients through childhood and adolescence
it might be possible to eventually delineate
what levels of pressure, at various ages,
identify the hypertensive or prehypertensive
child or adolescent. At present we know so
little about what constitutes hypertension in
children that we are reluctant to regard
anyone with a diastolic pressure below
90 mm Hg as hypertensive. The basic in-
formation which we so badly need can never
be obtained by ignoring blood pressure in
childhood. Once the basic information is
accumulated, further research into the
aetiology and prevention of, for example,
essential hypertension should follow.

Finally, there are some prevalence datal 2
which indicate that 1-4-11% of teenagers and
young adults (12-24 years) have definite
hypertension as defined by a systolic pres-
sure of 140 mm Hg or more and a diastolic
pressure of 90 mm Hg or more. In a third
study3 23°' of children aged 4-15 years had
blood pressures persistently greater than the
95th percentile for their age. These figures
would doubtless vary from country to
country and between races, but it would
appear that hypertension in childhood is at
least as common as congenital heart disease.

It is well known that hypertension may
produce no symptoms until diastolic pressure
has been sustained at a high level for a
relatively long period. This means that mild
to moderately hypertensive youngsters may
be labelled as "normal" if blood pressure is
not routinely checked and may eventually be
identified only in the accelerated phase of
their disease. This has been a not infrequent
experience in this institution. If it is worth
routinely auscultating hearts for murmurs
then, based on the available prevalence data
for definite hypertension, it should be worth
measuring blood pressure routinely.-I am,
etc.,

JENNIFER LOGGIE
Children's Hospital Research Foundation,
Cincinnati, Ohio
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Biochemical "Desensitization" to Violence

SIR,-The shift from an exaggerated sympa-
thicotonic state to vagotonicity is very clearly
demonstrated in the impressive paper by
Drs. Malcolm Carruthers and Peter Taggart
(18 August, p. 384). Though the expression
"desensitization" is not in accordance,
owing to the absence of antigens and/or
blocking antibodies, with the postulates of
older and newer allergo-immunological con-
cepts, linguistically and in the strict sense
of the observed events there can be no
objection to its use. The authors' interpreta-
tion of the clinical phenomena experienced
seems, however, questionable.
The discrepancy in time-lag between

changes in "pre" and "post" plasma and
urinary values, as well as clinical signs,
warrants consideration of the possibility of
phase differences-in particular the sup-
position of compensatory or rebound tend-
encies rather than decrease of the reactivity
of target organs. The same phenomenon can
be observed in the successful administration
of sympathomimetic drugs to revert
paroxysmal tachycardia, a maximally sympa-
thicotonic state, to sinus bradycardia.' It was
also recently seen in our clinic in a case in
which status asthmaticus elicited a bi-
directional tachycardia2 (this latter event
had previously been observed as a conse-
quence of isoprenaline injection3). If this is
the ooerative mechanism, there is little hope
that freauent exposure would result in
"vagally mediated aversion to violence."-I
am, etc.,

L. MOSONYI
Postgraduate Medical School,
Budapest
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Exposure to Radiation

SIR,-Your recent leading article on fall-out
from bomb tests (8 September, p. 510)
pointed out that the assessment of radiation
risk to the individual from occutational ex-
posure, radiological diagnosis, or fall-out
suffers from the fact that the problem lacks
a firm scientific foundation and that, because
of this, there is little point in becoming too
emotive about the effects of fall-out. This is
undoubtedly true, but there is also no doubt
that the situation, scientifically speaking, is
far worse than it need be, partly tbecause of
the generally confused methods of presenta-
tion of such facts as are known and partly
because of a lack of information which
should be readill available.

Figures frequently quoted for the general
radiation exposure of the populace per year
are: background radiation 0.10 rem;
diagnostic radiation 0.02 rem; fall-out radia-
tion 0.002 rem; occupational radiation 0.001
rem. Such a method of presentation is mis-
leading since it does not distinguish between
the external and internal dose. Further,
background radiation represents a reasonably
constant dose which applies to every mem-
ber of the population, but diagnostic doses
vary considerably and it is not reasonable
to average this figure out as though the
distribution was uniform. This is equally
true of occupational exposure. Dose averag-
ing may perhaps be acceptable in consider-

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.4.5888.355-b on 10 N
ovem

ber 1973. D
ow

nloaded from
 

http://www.bmj.com/

