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Shorter operating time and shorter stay in
hospital are claimed as advantages in favour
of laparoscopy over laparotomy tubal occlu-
sion. In this unit* we have found only a
neglible difference between the operating
times for laparoscopy and laparotomy tubal
occlusion. In a brief survey of matched
patients 29 tubal occlusions (11 laparoscopy,
18 laparotomy) were performed by two
operators, each with at least six years' ex-
perience of each procedure. The mean
duration of the operations from preparing
the skin to removing the towels at the end
of the procedure was 19 2 (range 9-28) min
for laparoscopy and 19-4 (range 16-27) min
for laparotomy tubal occlusion.

In this unit the "bottleneck" determining
the waiting time for operation is theatre time
and only to a lesser extent bed availability.
This may be at least in part due to the fact
that for some time now it has been our
practice to discharge patients 36-48 hours
after either laparotomy or laparoscopy tubal
occlusion without ill effect. Perhaps one
benefit of laparoscopy is that it has stimu-
lated us to re-examine and streamline our
existing methods.

BRIAN ALDERMAN

Denartment of Obstetrics and Gynaecology,
University of Liverpool

* Contrary to the suggestion by Drs C J Hutchins
and N C Cu-pen (27 September, p 764) there are
several units in the Liverpool area which undertake
laparoscopic tubal occlusion.

GMC and overseas doctors

SIR,-I am deeply touched by the affection
shown for overseas people in Lt Col R J
Henderson's letter (20 September, p 702),
but I feel I must bring a few points to his
attention before he begs the British Govern-
ment to bring in new rules.
Has he ever been anywhere near a centre

in the British Isles where ECFMG exams
are held? If he has he must have seen
hundreds of UK graduates taking that exam.
Why are they taking that exam? To improve
their basic medical knowledge or technical
ability? Is he also not aware of the fact that
not a few doctors have permanently taken
root in the USA, Canada, Australia, New
Zealand, South Africa-need I go on? Of
course some of them who went to quench
their thirst for knowledge have "slipped off
into general practice . . . or some equally
lucrative work." The reasons for UK
graduates staying abroad are exactly the same
as the reasons for overseas graduates staying
in Britain. Would Lt Col Henderson not like
to see a law passed to bring them all back
to this country, which would be a sadly
underdoctored country-if it isn't one
already-if his suggestions were to be
adopted?

I think that the most constructive thing
would be to hold the GMC tests in the
parent countries such as India and Pakistan.
Let only the 40%/f who pass come over, and
be given equal opportunity for training and
jobs, while the 60% who fail stay to serve
their underdoctored lands, at least until they
pass. But no, that was not the suggestion of
my colleague who cares so much for us, who
suggests that those 60%', till they satisfy the
examiners, should work under supervision in
Britain at a salary below the standard house
officer rate.

I have quite an experience in satisfying
examiners in this country-not only ex-
aminers but consultants with whom I have
worked and, more importantly, my patients.
But thanks to the media of television and
press suddenly I am a doctor who does not
know English and has no basic medical
knowledge and technical ability. Would
somebody tell me how to tell people at large
that I am an exception? Should I carry my
testimonials, diplomas, etc with me all the
time? This bad publicity does not help the
confidence of people we have to treat every
day.

I suggest people should stop making scape-
goats of overseas doctors and offer better and
equal opportunities. After all, it will help the
patients ultimately. All those high and
mighty people in authority should think and
plan constructively before somebody blames
the poor state of the economy also on over-
seas graduates.

VINAY BHUSHAN
Skelmersdale, Lancs

GP obstetrics in the future

SIR,-I was concerned to read the letter from
Wessex on this subject (27 September, p
765). It seemed to me that their proposed
scheme was admirable for producing ob-
stetric subspecialists but missed the whole
point of general practitioner obstetrics.

It is my experience that patients like to be
seen- through their pregnancy and labour by
their own doctor, and it is certainly reward-
ing for their doctor to be able to do this-
provided he has suitable experience. The
scheme as suggested by Wessex cuts across
this ideal and returns the patient to the
conveyor belt system which she finds so
impersonal and so frightening.

In Norwich we are now enjoying the first
year of a "domiciliary in and out" scheme in
which we deliver some of our own patients
in the hospital labour ward. There we can
readily obtain specialist advice if needed.
The patient returns home after a short
interval. We, and the patients, find this a
very satisfying system which seems to accord
better with the ideals of family doctoring.

F C RUTTER
Norwich

Risk of cot deaths

SIR,-I was interested to read your leading
article on this subject (20 September, p 664).
I was particularly interested by the comment
that in Holland, "which has a similar genetic,
climatic, and infection background to
Britain," the cot death rate is about one-
third of ours, and also the same seems to
be true of Sweden.
About one year ago my newborn infant

patients in the special care nursery of this
hospital were put on to a new demineralised
whey humanised milk feed (Premium Cow
and Gate) because of concern about hyper-
natraemia and sudden cot death, as well as
the concern about neonatal convulsions from
the high phosphate level of other more
standard milk formulae; also concern about
their excess of protein, which might later be
involved in producing earlier physical and
pubertic development; also concem about the

lack of essential unsaturated fatty acids in the
more standard milk formulae, with possible
increased risk of subsequent vascular
atherosis'; and finally the positive value of
lactose as the carbohydrate in the milk,
which might be linked with lessening the
risks of gastroenteritis.

Soon after this I spoke to my friend and
colleague Professor Henk Visser of the
Sophia Hospital in Rotterdam, telling him
that I had done this, largely because of my
fear of hypematraemia and sudden cot
deaths. His reply was that in Holland in his
unit, and I think perhaps elsewhere, they
had had milks of this kind in use for the
past seven years. When I replied that in this
case they ought to have fewer sudden cot
deaths in Holland than we had in Britain
he said that this was in fact so. He also
mentioned another factor in Continental
infant feeding, which was the widespread use
of lactic acid-containing feeds, which could
lessen the risk of the initial diarrhoea causing
dehydration, which is part of the precipita-
tion of the hypernatraemic syndrome. It
would be interesting to see if similar feeding
practices obtain in Sweden. While there have
been no sudden cot deaths in my babies
when being fed with the new demineralised
whey milk, it is, of course, too soon and the
numbers too small to claim that this is an
established fact, but it may be important
suggestive evidence.
A number of years ago I wrote to the

journals2 to invite letters from doctors who
had seen sudden cot deaths in wholly breast-
fed infants, and I received only two replies.
Almost certainly there are many causes of
sudden cot deaths, but it seems likely that an
early change to breast-feeding for an
adequate period of time or, if this is im-
possible, then the feeding of one of the new
humanised demineralised whey milks could
well reduce very considerably the number of
these tragic sudden cot deaths and the asso-
ciated shattering family crises which fre-
quently accompany such a sudden un-
expected loss of a young baby.

ROBERT WIGGLESWORTH
Kettering and District General Hospital,
Kettering, Northants

I Osborn, G R, The Incubation Period of Coronary
Thrombosis, p 182. London, Butterworth, 1963.

2 Wigglesworth, R, British Medical 7ournal, 1971,
3, 482.

Carrier solutions for low-level intravenous
insulin infusion

SIR,-We1 and two other groups2 3 have
found low-dose infusion of insulin to be a
convenient and effective treatment for
diabetic ketoacidosis. An important question
arising from these studies was whether it was
necessary to include protein in the infusate
to prevent adsorption of insulin to the in-
fusion apparatus. Page et a12 did not use
protein in some patients in their series and,
from plasma insulin measurements, con-
cluded that it was unnecessary in their
infusion system (soluble insulin 1200 U/I in
saline delivered by pump at 5 ml/h), in which
a fresh insulin solution was used every four
hours. Dr E W Kraegen and his colleagues
(23 August, p 464) found 60-800' losses of
insulin from physiological saline solutions
(40 U/1) delivered by paediatric drip set from
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