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Private Practice rank third in the world tables, while our

SIR,—Your entertaining leading article (8
April, p. 64) accurately reflects the current
differences of opinion about the economics
and the consequent justices and injustices
of private practice as it affects the hospitals of
the National Health Service.

To succeed in private practice the consul-
tant needs to establish a good relationship
with general practice, to be accepted by and
to give confidence to his patients, and to
produce results.

The m:dical student may very well see
less of his chief because of the latter’s pre-
occupation with private practice, but I am
firmly convinced that, in later years when
they are themselves in practice, the lessons
that a man’s students remember with most
gratitude are those in personal human re-
lationships unconsciously imparted by pre-
cept and example. It may be going a little
too far to say that no-one who has not
himself been in private practice should teach
medical students, but it is, in my opinion,
beyond question that British medical edu-
cation owes much to the artitudes that brush
off on to the student, although he may not
know it at the time, from his teachers who
have learned by experience to come to terms
with their colleagues and their patients.

The hard school of that experience is
private practice.—I am, etc.,

CHARLES WELLS
Wirral, Cheshire

SIR,—While largely in agreement with the
-opinions expressed by Dr. R. Watkin (18
March, p. 753), we feel that he has missed

the point about paying beds, as indeed did
your leader writer (8 April, p. 64). Both
state that such beds represent a source of
income to the National Health Service. In
terms of money this may be so; but in terms
of the available resources this is clearly not
the case. In Britain today our medical re-
sources are necessarily limited, and all would
agree that they should be spread as evenly
as possible over the whole population.

Private practice, unfortunately, ensures
the opposite. In the private sector there are
no restraints on the consumption of medical
care such as operate in the N.H.S. An
example of this is the difference between the
uncontrolled use of expensive private
screening facilities now available on demand
in London, and the careful evaluation of the
cost effectiveness and pick-up rate of a
similar programme recently reported in the
Journal of the Royal College of General
Practitioners At St. Thomas’s Hospital the
department of social medicine is about to
produce an even more detailed and cost-
conscious report on a similar survey. In this
field, as in others, the requirement to justify
expenditure helps to ensure that resources
are directed to those areas where they will
do the most good.

In addition, the National Health Service
makes more efficient use of available
facilities. Whereas we see 50 patients a day
each, a private practitioner will probably
see 20; N.H.S. laboratories are able to make
economies of scale; and an N.H.S. con-
sultant’s time is used solely for taking those
decisions that only he can take. It is these
factors that enable the nation’s health, as
measured by W.H.O. health statistics, to

per capita expenditure is considerably less
than similarly placed nations.? )

For these reasons, we feel that your
leader writer has missed the point of the
arguments for and against private practice.
The hospital service in particular could be
greatly improved if the consultants, who
after all are in charge of the general standard
of service, had no other commitments. They
would thus direct all their energies to the
improvement of the facilities under their
care. We whole-heartedly support Dr.
Watkin’s proposal to increase full-timers’
income substantially.—We are, etc.,

T. TREVELYAN
J. WesT

London S.W.7
1 Cope, J. T., Smith, D. H., and Leonard, P. J.

ournal of the Royal College of General
Practitioners, 1972, 22, 113.

2 Do we Spend Enough on Health Care? King
Edward’s Hospital Fund for London, 1971.

Drugs in Sport

SIR,—In a recent paper! and a subsequent
leading article (30 October 1971, p. 251) the
possible beneficial effects of vitamin E to the
athlete were considered. Shortly afterwards
a correspondent asked whether a-tocopheryl
acetate is a drug (13 November 1971, p.
432). No attempt has, I think, yet been made
to answer this question. To do so one must
be clear in one’s mind what is meant by a
drug. It is interesting that the Road Traffic
Act, which bans driving while under th= in-
fluence of “drink” or “drug,” does not define
either of these words.
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Most international authorities who organize
sporting events lay down rules as to what is
meant by a drug. Thus the International
Olympics Committee on Doping has issued
lists of groups of drugs and has defined
dopirg as foliows:

“Doping is the administration to, or the
use by, a competing athlete of any substance
foreign to the body or of any physiological
substance taken in abnormal quantity or
taken by an abnormal route of entry into
the body, with the sole intention of in-
creasing in an artificial and unfair manner
his performance in competition. When neces-
sity demands medical treatment with any
substance which, because of its nature,
dosage, or application is able to boost the
athlete’s performance in competition in an
artificial and unfair manner, this too is to
be regarded as doping.”?

It appears that for various reasons the
International Olympics Committee has
shifted responsibility to the competency of
the various international sports associations.
This has meant that different interpretations
of the doping problem have resulted. Thus
the International Cycling Union is reputed
to allow the use of ephedrine.

The Concise Oxford Dictionary defines a
drug as “an original simple medicinal sub-
stance, organic or inorganic, ussd alone or as
an ingredient.” Any substance naturally
present in a foodstuff and taken in normal
physiological amounts cannot, by any stretch
of the imagination, be considered a medicinal
substance. However, when many times the
normal amount is proposed, and if it is
given with the express purpose of improving,
or attempting to jmprove, performance the
question may reasonably be asked whether
this constitutes “doping”—that is, the ad-
ministration of a drug.

The Medicines Act has defined a “medi-
cinal product.” Under Section (e) the de-
finition in general of a medicinal product,
other than in treating disease is:
‘“‘otherwise preventing or interfering with
the normal operation of a physiological
functon, whether premanently or tem-
porarily, and whether by way of terminating,
reducing or postponing or increasing or
accelerating the operation of that function,
or in any other way.” The use of vitamins
in excessive quantity as medication would
therefore constitute a medicinal product and
by this definitton be a drug. However, it
may be difficult to say what is an excessive
quantity. Moreover a competitor who gives
himself an unphysiological quantity of a
substance like glucose, say 100 g, believing
it will improve his performance cannot
reasonably be said to be doping himself. It
appears therefore, Sir, d'fficult to say where
nutrition ends and doping begins—if indeed
it does when normal nutrients are concerned.
—1I am, etc.,

IvaN M. SHARMAN

Dunn Nutritional Laboratory,
Cambridge

1 Sharman. J. M., Dowvn. M. G. and Sen, R. N,,
British Journal of Nutrition, 1971, 26. 265.

2 Prckop, L., Fournal o} Sports Medicine and
Physical Fitness, 1965, § 88.

Pollution in the Operating Theatre

SIR,—The text of your leading article “Pol-
lution in the Operating Theatre” (15 April,
p. 123) does scant justice to the scope of its

title. Polluted with anaesthetic gases the
operating theatre may be, but the frequency
with which wound infections occur in all
theatres suggests bacterial pollution is the
most compelling argument for a more logical
system of theatre ventilation.! 2

As it happens, the answer to both con-
centrations of bacteria at the incision and
anaesthetic gases at the anaesthetist already
exists in the laminar/linear air-flow system
of ventilation. The anaesthetist needs there-
fore to stimulate his surgical colleagues to
examine critically this ventilation system,
the introduction of which into our operating
theatres will benefit all who participate in
the surgical act: the surgeon, the anaesthetist,
and not least, the patient.—I am, etc.,

CHARLES C. Scott

Department of Bacteriology,
University of Dundee,
Dundee

1 Scott, C. C.. Sanderson, J. T., Guthrie, T. D.,
Lancet, 1971, 1 1288.

2 Scott, C. C, Lancet, 1971, 2, 1148.

3 Scott, C. C Lancet, 1970 2, 989.

Rh-sensitization and Third Stage of Labour

SIR,—Mr. O. A. Ladipo (18 March, p. 721)
draws attention to the possibility that rhesus
sensitization is to some exient an iatrogenic
phenomenon. By interference with nature’s
management of the third stage of labour,
particularly by early clamping of the
placental end of the severed cord, it could
be that doctors and midwives cause more
potentially sensitizing fetal cells to enter the
matzrnal circulation.

The value of his papzr, however, is limited
by the lack of orientation to other published
work on the subject. A study! with the
Kleihauer technique covered 230 cases in
which conventional cord clamping was com-
pared with a technique allowing the placental
end of the severed cord to drain freely. The
difference between the means for feto-
maternal haemorrage on a “+” score system
was not significant. A later study? of 22
patients compared early clamping with late
clamping 3-10 mins after delivery, and re-
corded feto-materral bleeding in six early
clamping cases and seven late clamping cases.
Terry? studied 125 patients, comparing
placental delivery by “controlled cord
traction” with a technique of early cutting
of the cord followed by free drainage of the
placental end. He found 45 out of 67 con-
trolled cord traction cases with transplacental
bleeding as opposed to 27 of 58 managed
by free drainage. In a recent review* of 200
cases. in 110 of which the placental end of
the cord was clamped at severance performed
after cessation of cord pulsation while in
90 severance was performed at the same
time but the placental end was left to bleed
freely, no difference in feto-maternal trans-
fusion could be demonstrated.

Various criticisms could be levelled at
all of these studies, none of which involved
precisely the same comparisons. Viewed to-
gether with Mr. Ladipo’s analysis of 200
cases divided into three categories they point
to a situation which calls for assessment on
a wider scale than has been carried out
hitherto.

The study of factors influencing feto-
maternal haemorrage in relation to manage-
ment of the umbilical cord in the third stage
of labour occupies a tiny but very clearly
defined position on the medical scene. In this
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letter I refer to the five papers on the sub-
ject of which I am aware, each in English
in readily accessible journals and not pub-
lished simultaneously. Paper 2 makes no
reference to paper 1, paper 3 refers to
neither 1 nor 2, paper 4 refers to 3 only
while Mr. Ladipo’s paper, number 5 in
sequence, refers to 3 though including an
uninformative mention of paper 2. The moral
probably is that the problems of scientific
communication in the present day are many
but that nothing is more important than the
choice of title for a paper, with its indexing
consequences.—I am, etc.,

J. S. Scort
Department of Obstetrics and Gynaecology,
University of Leeds

1 Scott, J. S.. Finn, R., Miller, J., and Thomas,
P.,” American Fournal of Obstetrics and Gyne-
cology, 1963, 85. 380.

2 Dunn, P. M, and Fraser, I. D., and Raper, A.
B., FJournal of Obstetrics and Gynaecology of
the Briti h Commonuwealth, 1966, 73, 757.

3 Terry, M. F., Fournal o Obstetrics and Gyn
cology of the British Commonuwealth, 1970, 77,
129.

4 K)ersgaard Johansen, J., Schacke, E., and Stiirup,
G., Acta Obstetricia et Gynecologica Scan-
dmmnca, 1971, 50, 193.

Computer-aided Diagnosis of Acute
Abdominal Pain

Sir,—The report by Mr. F. T. de Dombal
and his colleagues is of great interest and
value (1 April, p. 9). Clinicians must wel-
come a computer diagnosis system in a field
in which diagnosis is notoriously inaccurate.
I believe that the rate of inaccurate clinical
diagnosis in the series described is rather
higher than may appear. ‘“Non-specific
abdominal pain” is hardly a diagnosis. In
this group comprising 499% of patients it
is very likely that there were, for example,
a few genuine cases of appendicitis which
settled without operation but which, if they
had been operated upon, would have shown
sufficient evidence of disease for reclassifica-
tion as acute appendicitis. I could suggest
other possibilities of this type, and perhaps
calculations based strictly on diagnosis
proved at operation would be more accurate.

It surprises me that the writers find the
number of “possible disorders” so small,
with only 2:6% of miscellaneous cases.
Where, for example, are the ruptured
physiological cysts of the right ovary, and
tubal conditions which surgeons may
diagnose as appendicitis, the acute mesenteric
adenitis mimicking appendicitis, and the
colonic obstructions due to carcinoma?

Some years ago I reviewed 1,179
emergency abdominal operations and listed
161 (15%) as involving uncommon or rare
conditions.! Some of these conditions have
specific signs or symptoms, the significance
of which is often appreciated only in retro-
spect. I would hope that a computer fed
with additional data would help to elucidate
these rare conditions preoperatively.

There is no mention in this article of the
use of the plain film of the abdomen in
diagnosis. It is my firm belief that this adds
to the accuracy of diagnosis. In the Leeds
series the relatively low clinical diagnosis
rate for perforated duodenal ulcer would
probably be raised if routine x-rays were
taken. Should not radiographic information
be utilized in the computer system?

Such criticisms do not detract from the
value of this paper. It is impressive, for
example, to find a clinical diagnosis rate
of 50% raised to 1009 by the computer for
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