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Points from Letters

Family planning prospects

Mr E C CORDEROY (LR Industries Ltd,
London E4) writes: May we point out an
apparent inaccuracy in your leading article
"Family planning prospects" (18 October,
p 124)? Far from "the era of the cap and
jelly fading into history," doctors involved
in family planning will confirm that demand
for the last couple of years has been ex-
tremely buoyant, and we have had great
difficulty in fulfilling orders from family
planning clinics and general practitioners.
Vessey and Wiggins, in their very large
series,' have shown that this method used by
well-motivated women provides a failure
rate of 2 4 per 100 women years (Pearl
formula), and Dr Faith Spicer has com-
mented2 that many young women prefer to
use this method rather than risk the side
effects of hormonal contraceptives and
IUDs....

1 Vessey, M, and Wiggins, P, Contraception, 1974,
9, 15.

2 "Tuesday Call," BBC Radio 4, 28 October 1975.

Management of acute asthma

Dr M F MUERS (Churchill Hospital, Oxford)
writes: . . . In your leading article (11
October, p 65) it is stated that "if the patient
is hypercapnic controlled oxygen at a lower
concentration will need to be given." This
sentence does not emphasise the essential
point that the hypercapnia referred to is of
long standing and is therefore due to chronic
airways obstruction and not to a temporary
ventilatory failure. I think it is important
clearly to distinguish these two conditions,
since, as the article otherwise implies, their
management is different.

Treatment of "hacks"

Dr MAIREAD E MACCONAILL (Kings Langley,
Herts) writes: I was interested in your note
on the treatment of finger fissures ("hacks")
(1 November, p 275). . . . The reason that
they will not heal is because of the inability
of the dry edges to fall into apposition. T-he
treatment is to use a dollop of any simple
cream or ointment (zinc and castor oil, Nivea
hand cream, etc) to fill the fissure. It is then
covered with an Elastoplast dressing which
occludes the air. The fissure edges become
softened and fall together. It should be free
of pain and tenderness within two hours and
healed in about four days. The dressing can
be renewed if it gets tatty, the essential point
being to keep it on until the fissure has fully
closed.

Battering after strokes

Dr J H MITCHELL (Campbeltown, Kintyre)
writes: Professor B Isaacs (11 October, p
101) is describing an extreme manifestation
of the organic dementia which follows a
stroke more often than most clinicians seem
to realise. The common paranoid features of
this dementia can be explained on the basis
of grief for one's lost self leading to loss of
self-esteem and to self-recrimination and
guilt, which are projected to the patient's
devoted helper. The patient tries to "possess"

completely the helper, and any apparent in-
attention, carelessness, or fatigue in the latter
provokes bitter accusations of infidelity,
sexual or otherwise. . . The common belief
that paralysis is the paramount feature of
stroke is quite mistaken. More family misery
is caused by the psychological disturbances.

Sterilisation; laparoscopy or laparotomy?

Mr W G DAWSON (Swindon) writes: Mr
A D Noble (25 October, p 227) has em-
phasised the commnon postoperative complica-
tions of menorrhagia and dysmenorrhoea
particularly after laparoscopic division and
diathermy and has drawn attention to the
possible aetiological role of impaired uterine
circulation. . . . I would also record that
wihen tubal abscesses occur after tubal
diathermy the clinical condition ... may not
respond to intensive antibiotic therapy....
This must surely be because by diathermy
to the underlying tubal vessels the tube with
a previously good blood supply has been
transformed into a structure with a blood
supply analogous to that of the appendix....

Emergency call system

Dr A Y FINLAY (Mount Vernon Hospital,
Northwood, Middlesex) writes: Mr G T
Watts (25 October, p 231) suggests that the
emergency call system is obsolete. As he
states, all doctors should be capable of pass-
ing an endotracheal tube and performing ex-
ternal cardiac massage. However, to imply
that this is all that is required to restore a
patient to normal health is a caricature of
any successful cardiac resuscitation procedure.
A wide range of changing arrhythmias
often occurs after a cardiac arrest, and
it is essential that a doctor well practised at
dealing with these arrhythmias be im-
mediately in charge....

Call for resignation

Dr P W M COPEMAN (Westminster Hospital,
London SW1) writes: As a profession, and
not a trade, unified and not union tactics are
needed to fend off the "day of wrath, and
doom inpending." The only honourable
course open to us now is to resign and not
strike. Thereby we might obtain the "bliss
of everlasting light" rather than the oppro-
brium of the nation.

Modifying the reorganisation of the NHS

Dr P J HEATH (Sheffield Area Health
Authority (Teaching)) writes: ... Professor
M D Warren (18 October, p 183) says that
the case against the present structure of the
NHS is that the three tiers dissipate authority
and leadership, whereas the main criticism
in practice is that they are not yet sufficiently
confident to devolve both authority and re-
sponsibility sufficiently far down the line.
Once this devolution has occurred there will
be far fewer problems than appears at the
present time. I need hardly point out that
such devolution will include the responsi-
bility for detailed management of individual
budgets, another point raised in Professor
Warren's article. I noted -his comments in
relation to the development of postgraduate
medical education, but I am convinced that
this is not a good enough argument for dis-

rupting a national organisation of the com-
plexity of the Health Service. I was pleased
to see that he recognised the distress and
anxiety resulting from the recent reorganisa-
tion, but I feel that this is the most im-
portant point to be considered, and under no
circumstances should any employee of the
present service be subjected to the risk of a
recurrence. Is it too much to ask that any
further comments on the present structure
should be withheld until such time as those
who have to operate it have been given the
chance to mould it into an effective and
reasonably efficient organisation?

junior hospital doctors and the BMA

Dr DAVID I WALKER (Gee Cross, Hyde,
Cheshire) writes: As a junior hospital doctor,
I have applied to join the BMA. I have done
so not because I support the recent negotia-
tions, but because I feel the BMA does not
represent the "grass roots" feelings of the
majority of junior hospital medical staff....
It is apparent that we must change our
negotiators and I would therefore appeal to
all other hospital doctors to join forces now
and make their opinions count before it is
too late.

Junior hospital staff contract

Dr D PEEBLES BROWN (Stobhill General
Hospital, Glasgow) writes: . . . Our negotia-
tors have been out-manoeuvred at every step
by an unyielding mistress who counters
reasoned arguments with patronising charm.
However, the latest proposals afford us an
opportunity to beat her at her own game
without any unpleasant publicity. I suggest
immediate acceptance of her proposals.
Thereafter those who will lose by non-
implementation of the new terms would be
free to resign their old contracts with the
customary month's notice. In this time the
employing authority will advertise the post
and draw up a new contract. It would be
a foolhardy authority which failed to re-
employ the only applicant and any new
applicant would conmand a new contract
anyway under the current proposals.

Dr P R S TASKER (Royal Marsden Hospital,
London SW3) and three others write: We,
representing the junior doctors of the Royal
Marsden Hospital, which incorporates two
specialist cancer centres in London and
Surrey, wish to present our proposals to all
colleagues. . . (1) The National Health
Service and ill people should be separated
from direct political interference, which has
resulted in the present conflict. It should
have an independent governing body who
represent a cross-section of all those who
work in it. (2) Tihere should be a return to
a contract for an adequate basic salary in
w,hich overtime plays no part. (3) There
should be sufficient staffing to reduce the
grossly excessive hours that some doctors
work at present. In areas where this cannot
be met there should be a supplemented
salary for those with an above-average work
load and where understaffing exists.
(4) Every doctor should have the opportunity
for time off duty from his clinical respon-
sibilities. (5) There should be no difference
in salary between doctors of the same grade
in different specialties. ..
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