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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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less than 50/',) of one or two arteries increased the mortality
rate to 23°0.
When two vessels were diseased (233 patients) the mortality

rate was 38%. The various possible sites of arterial narrowing
did not influence prognosis. Narrowing of the remaining third
artery increased the mortality rate slightly. When three vessels
were involved, all of them 50"( or more obstructed (118
patients), the five-year mortality rate was 54'/0.

Ventriculograms were performed on 527 patients.2 In 253 the
left ventricular function was normal and the mortality rate
2500. When localized areas ofdiminished or absent contraction
were seen (145 patients), the mortality rate rose to 31" . With
the presence of an aneurysm accompanied by normal or
localized areas of abnormal contraction the mortality rate rose
to 46%. When the aneurysm was accompanied by poor left
ventricular function, the mortality rate went to 69%. High
mortality was also associated with heart failure or papillary
muscle dysfunction.
Combining the results of coronary arteriography and left

ventriculography yielded a better prediction of prognosis than
either method alone. Patients in whom one vessel was affected
but whose left ventricular function was normal had the best
prognosis, and those with three vessels affected and poor left
ventricular function had the worst.
Men showed an increase in mortality rate with age; the

number of women was too small for analysis. Mortality rate
related to chest pain depended on the severity (previously
classified3) and duration of symptoms. Associated previous
myocardial infarction carried a poorer prognosis. Numbers of
cigarettes smoked, obesity, and level of serum cholesterol did
not influence the mortality rate significantly; hypertension,
diabetes mellitus, and conduction disturbances, particularly
those of the left bundle, did.
The 327 survivors showed an infarction rate of 28%X, when

the main left coronary artery or three vessels were involved and
only 9%/, when one or two vessels were. Ninety-eight of the
survivors had no chest pain at the end of the nine-year follow-
up. Most of these patients had disease of a single vessel but a
few had more than one affected. Sequential coronary arterio-
graphy at intervals ranging from 17 to 99 months was under-
taken in 37 patients, of whom approximately 16%, showed no
change. Arterial narrowing seldom regressed. Moderate
progression was rare, but considerable progression of disease
was seen in 19 patients. Parallel changes were seen in the
contractile patterns of the left ventricle.

Retrospective statistical analyses such as thesel 2 yield useful
information and enable us to improve the accuracy of progno-
sis. Minor differences appeared between this and previously
published work, such as the influence of aneurysm on morta-
lity.4 i The evidence that angina pectoris can disappear
without diminishing the mortality risk2 adds to the difficulty of
interpreting the results of coronary artery surgery. In fact
information on the long-term effect of surgery is scanty7 and
a thorough prospective study is needed.
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Reorganized Family Planning
From April 1974 a comprehensive family planning advice
service will be the responsibility of the new Health Service
authorities. At present contraceptive services are provided by
general practitioners, family planning clinics of various kinds,
and the hospitals. So far little guidance has come from the
Department of Health and Social Security on how these are to
be amalgamated in the reorganized Health Service.
A symposium entitled "Family Planning and Health Educa-

tion in the Reorganized Health Service" was therefore held
recently under the auspices of the Department of Human
Reproduction and Obstetrics at Southampton Medical
School. Though intended to discuss the long-awaited pro-
posals from the Health Department, it had to be content with
a more general approach because these proposals were still not
available. Seventy medical practitioners taking part in family
planning services in the south of England attended the sym-
posium, and its proceedings are to be published.'
The symposium addressed itself to three main aspects of its

subject: (1) What administrative arrangements might the
D.H.S.S. make in order to achieve the expansion and co-
ordination of family planning services within the N.H.S.;
(2) How might the acknowledged deficit in contraceptive
training of doctors generally and general practitioners in par-
ticular be remedied and what problems were being experienced
in providing postgraduate training; (3) What steps were
needed to provide adequate education in sexual matters so that
doctors in addition to the other health educators might be able
to assist the population at large to understand their sexual
drives and thereby avoid unwanted pregnancy.
Among its recommendations the symposium suggested that

contraceptive planning teams should be set up in the new areas
and larger districts to advise the area boards or the district
medical committees. At least one doctor experienced in family
planning should serve on each team. There was general agree-
ment too that general practitioners, with the assistance of the
district nurse, midwife, health visitor, and social worker,
should have the major responsibility for providing contra-
ceptive advice and supplies. But it was thought that in addi-
tion, though perhaps only for a minority of men and women,
separate clinics would have to be maintained for many years
to come, as both the Cartwright study2 and the more recent
Bone survey3 have shown that many prefer to go to a clinic
rather than to their family doctor. Hospital clinics should deal
with the problem cases, such as women after delivery or
termination of pregnancy and those referred from other
hospital departments.

Instead of a large central administrative organization for
family planning each district would co-ordinate its contra-
ceptive, sterilization, and abortion facilities, providing a
comprehensive service throughout the district, in which the
community physician should play a part. The symposium
wanted a career structure for doctors working in this service,
with the possibility of promotion to more senior posts, which
would include administrative responsibilities to the district or
area advisory committee. The family planning doctors in the
clinical field as well as working in the clinics could be em-
ployed on a sessional basis by group practices if the principals
wanted that arrangement.
The provision of condoms and other supplies not requiring

a medical prescription is the subject of hot debate. The sym-
posium thought that it might well be expensive and wasteful
to set up distribution centres, and that to increase the present
retail outlets while entering into a central contract with manu-
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