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he thought, depended on the ability to create hyperaemia in
impoverished tissues. Acupuncture, he said, had been tradi-
tional practice at Leeds for many years, and before then it had
been in use in Birmingham. His pupil Simon Snell,20 surgeon
to the Sheffield Eye Hospital, believed that the best results
could be expected when the patients were encouraged to move
the affected parts after the needles had been removed. William
Craig,21 a surgeon in Ayr, obtained relief from pain for a
patient with a "colloid cancer" in the supraspinous fossa, and
he recommended the use of acupuncture in cases of carcinoma
uteri.
Acupuncture is said22 to have been devised some 26 cen-

turies B.C., its purpose being to re-establish in the patient a
correct equilibrium between the yang, or the male element,
and the yin, or female element. While this worthy motive
appears never to have been challenged, the variety of explana-
tions for its modus operandi, the complexity of the tech-
niques,23 its exploitation by charlatans for such socially un-
mentionable complaints as spermatorrhoea, impotence, and
venereal disease, and above all its built-in association with the
occult seem to have weighed heavily against its chances of a
thorough trial by medical scientists faced with competing
claims of seemingly greater priority.
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Pancreatitis from Oral
Contraceptives
In most women given oral contraceptive steroids the serum
lipids show a slight increase. A recent report from Boston'
describes how two patients taking combined oestrogen and
progestogen oral contraceptives developed gross hyper-
lipaemia associated with recurrent attacks of abdominal pain
subsequently diagnosed as acute pancreatitis.
The first patient had bouts of upper adbominal pain two

weeks after starting on an oral contraceptive. They recurred
over the next few months and culminated in a severe attack
requiring admission to hospital. On examination she was
tender over the upper abdomen, and bowel sounds were
diminished. The white cell count, serum amylase, and serum
transaminase were all raised and the serum calcium was
depressed. But the most impressive finding was the lipaemic
appearance of the serum, with a serum triglyceride concentra-
tion of 7,100 mg/100 ml and serum cholesterol of 1,420 mg/

100 ml. A diagnosis of acute pancreatitis was made, and con-
servative management was instituted. Oral contraceptives
were withdrawn. Subsequent lipoprotein electrophoresis
showed a type 4 hyperlipoproteinaemia2 pattern, and a similar
pattern was evident in the patient's mother.
The second patient presented an equally striking picture.

She had been taking oral contraceptives for some two years
before developing abdominal pain suggestive of acute chole-
cystitis. The concentrations of serum cholesterol and tri-
glycerides were raised, and at laparotomy, 10 days after
admission, the gall bladder was found to be normal but the
pancreas was inflamed and necrotic. On discharge she re-
started oral contraceptives, and three months later she was
again referred to hospital with a recurrence of abdominal pain.
Biochemical findings were similar to those in the first case-
raised serum amylase, low serum calcium, with serum tri-
glycerides of 3,560 mg/100 ml and cholesterol 724 mg/100 ml.
Treatment was again expectant. Withdrawal of oral contra-
ceptives resulted in a fall in triglycerides and cholesterol.
Subsequent investigation when she was taking an unrestricted
carbohydrate diet again showed type 4 hyperlipoproteinaemia.

Several other such cases have been reported,' 3 each pre-
senting a similar picture-attacks of abdominal pain occurring
after taking oral contraceptives, sometimes followed by
laparotomy with the mistaken diagnosis of acute cholecystitis.
In several of these cases either the lipid abnormalities were
initially not looked for, or, if they were, their significance was
not appreciated.
Two important questions emerge from these clinical obser-

vations. Firstly, what is the relationship between oestrogen-
containing oral contraceptives, hyperlipaemia, and pan-
creatitis? Why some patients should show massive hyper-
lipaemia when given these drugs is not clear. The clinical
picture appears most commonly in moderately fat women with
hyperlipoproteinaemia, which may also be present in other
members of the family and who may also have impaired
glucose tolerance. The suggestion has been made that hyper-
insulinaemia is necessary for the development of gross tri-
glyceridaemia, since diabetics with low levels of serum insulin
do not usually develop hypertriglyceridaemia when given
oestrogen-containing oral contraceptives, even when given a
high carbohydrate diet.4 Further, hypertriglyceridaemia and
hyperinsulinaemia are well correlated in persons on a free-
carbohydrate diet.5 Why hyperlipaemia should precipitate
pancreatitis is equally obscure.

Serum lipid abnormalities frequently precede attacks of
pancreatitis, though hyperlipaemia as an effect of pancreatitis
is equally well known.6 It has been tentatively suggested that
in the presence of hyperlipaemia, lipase in the pancreatic blood
vessels may cause triglyceride breakdown within chylo-
microns, thus releasing large amounts of fatty acids. These
might then cause local capillary damage, leading to local
release of pancreatic enzymes and pancreatitis.7 In support of
this is the observation that patients with hyperlipaemia develop
acute pancreatitis more frequently than normal persons, and
the risk of their doing so can be decreased by dietary treatment
of the lipid disorder.
The more immediate question is what advice should be

given to patients about to go on oestrogen-containing oral
contraceptives. It is worth noting that oral progestogens given
alone to women with familial type 5 hyperlipidaemia has been
reported to improve their lipid abnormality.8 (These agents
may in fact protect some oestrogen-sensitive women who
might otherwise become hyperlipaemic when given com-
bination oral contraceptives.) It is obviously impracticable to

 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.4.5894.688 on 22 D
ecem

ber 1973. D
ow

nloaded from
 

http://www.bmj.com/


BRITISH MEDICAL JOURNAL 22 DECEMBER 1973 689

screen all these women for the serum lipid abnormalities. But if
a woman is known to be hyperlipaemic or has a relevant family
history, and a combined form of oral contraceptive is to be
:sed, at least the serum should be examined for opalescence,
and if possible, serum lipids should be measured before and
periodically during therapy. But the occurrence of bouts of
abdominal pain should bring to mind this association of
hyperlipaeinia and pancreatitis.
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Psychiatric Safeguards
Registered medical practitioners do not hold a monopoly of
the art of healing. Even within the bounds of medicine in its
broadest sense this is true, for they are assisted by nurses and
a veritable army of skilled ancillaries such as laboratory tech-
nicians, biochemists, physicists, and physiotherapists. Even
so, doctors by virtue of their training are the only ones who
can assume full clinical and indeed legal responsibility for
their patients, a responsibility shouldered by consultants inside
and general practitioners outside the hospital service. It
cannot be a question of primus inter pares: doctors must be,
and must be seen to be, the captains of teams concerned with
the care of patients.

In the treatment of patients suffering from mental disorders
the relation is the same between psychiatrists and clinical
psychologists. Some years ago in the U.S.A. disquiet arose as
a result of the eruption of psychotherapists, lay and medical,
belonging to orthodox and some very unorthodox schools of
psychotherapy to meet the growing demand for treatment. In
1951 J. C. Whitehorn,' in his presidential address to the
American Psychiatric Association, found it necessary to give
the findings of its Committee on Clinical Psychology as
follows: (1) The American Psychiatric Association is strongly
opposed to independent private practice of psychotherapy by
the clinical psychologist; and (2) the Association believes that
psychotherapy, whenever practised, should be done in a
setting where adequate psychiatric safeguards are provided.
Though it would be unfair to compare in quantitative terms
the demand for psychotherapy in Britain and the U.S.A., the
Royal College of Psychiatrists has recently felt constrained to
publish a memorandum2 on the role of psychologists in the
Health Service. It pays particular attention to the possible
setting-up of independent departments of psychology within
the hospital service, thus allowing the hospital consultant
psychiatrist to be by-passed by direct referrals from general
practitioners or consultants in other specialties.
The memorandum gives a brief history of the development

of clinical psychology. Initially, it points out, great emphasis
was laid on "testing," which became the preserve of "fully
trained psychologists." More recently, it goes on, there has
been a growing realization of the limitations of these tests, and
at the same time there has been a shift of emphasis away from
testing towards treatment. As an example, the involvement of

clinical psychologists in various forms of behaviour therapy is
cited. These procedures, it is pointed out, are not without
their dangers, so that as a side issue the question of legal
responsibility arises.
The most important section of the memorandum is con-

cerned with what is described as "The physical factor and the
concept of 'caring'." Here what is highlighted is the relation-
ship between physical and psychological causes of symptoms
or of behavioural abnormalities, phenomena only doctors are
trained to understand. Conditions such as cerebral tumours,
neurological disorders, spontaneous hypoglycaemia, thyroid
dysfunction, and drug dependence are cited as examples.
Furthermore, a time may come in the course of psychotherapy
when the patient needs physical treatments such as E.C.T. or
drugs. Clinical psychologists, it is emphasized, are in no posi-
tion to recommend one or prescribe the other. Again, many of
the potent drugs now used in the treatment of mental disorder
carry a risk of adverse effects. Doctors are the only ones quali-
fied to detect and treat these reactions.

It is apparent from this closely argued memorandum that
psychiatrists in Britain have rather belatedly come into line
with their American colleagues. And its most far-reaching
conclusion is that "Direct referrals of patients suffering from
mental illness or behavioural abnormalities to clinical psy-
chologists should not take place, since a psychiatric evaluation
is essential."
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Follow-up of Coronary
Disease
Before coronary arteriography was possible the pathological
state of the arteries in coronary arterial disease could be
assessed only at necropsy. Now coronary arteriography enables
this correlation to be made during life.

Recently a five to nine-year follow-up of 590 cases of angina
pectoris (527 men and 63 women) has appeared. These patients
were examined by selective coronary arteriographyl and by
left ventriculography.2 The indication for these procedures
was nearly always chest pain. Patients with congenital or
rheumatic heart disease and those who had undergone coronary
surgery within five years of coronary arteriography were
excluded. The study was undertaken between 1963 and 1965,
a time when implantation of a single internal mammery artery
was the most common surgical procedure. All patients had
5000 or more obstruction of at least one major coronary artery.
Death attributable to coronary disease occurred in 244 out of
the 263 who died during the five years following arteriography.
This period was used as a basis of comparison in evaluating
prognosis.
The 37 patients with disease of the left main coronary artery

had a five-year mortality rate of 57%, and it was highest in the
first year after arteriography. Additional narrowing of the
remaining coronary arteries carried an even worse prognosis.
The 202 further cases with disease in a single vessel had a 5-year
mortality rate of 15%. Moderately severe obstruction (over
50 0) of the left anterior descending artery had the poorest
prognosis, moderately severe obstruction of the right the best.
Narrowing of the circumflex artery occupied an intermediate
position. Additional moderate narrowing (more than 300/o but
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