
Thoughts on patriarchy
I felt I could not let the diatribe1 posing as a
scientific article by Professor Malcolm Potts and
his wife, Dr Martha Campbell, go without
comment. When one reads an article that contains
gross inaccuracy, even in part, the credibility of
the rest and of the journal running it is thrown
into question.

The couple has an understandable modern
problem with St Augustine but that is no excuse
for their absurdly inaccurate summary of over a
hundred theological works,2 that he “saw God as
an arbitrary judge who could be placated by
bribes”. Nor does it justify ridiculing him from a
21st century perspective with no attempt to
understand his historical or personal context, or
indeed any of their other (highly selected)
examples. To then link patron saints in a non
sequitur to bribery and the etymology of ‘grace’
(wrongly)3 to the same is as ridiculous as it is
irrelevant. (I note they are only able to quote
Potts’ own authority for this.)

To limit the development of Christian sexual
ethics only to the context of sexual exploitation
tolerated in the Roman Empire is profoundly
misleading. They show no awareness of the
contributing influences of Judaism, Hellenism,
Stoicism or Gnosticism.4

Just how blinkered the authors’ historical
viewpoint is can be seen from the fact that the
discussion is limited to one theologian among
many, to only the Western tradition, ignoring
Eastern and Celtic perspectives completely, and
subsequently narrowing within that to Roman
Catholicism.

Islam fares worse, seeming only to be
represented by the Taliban in the authors’ minds.
If the two faiths both have “liberal and
conservative interpretations”, why is discussion
limited to the negative ones?

The most one can learn from this article is
something of the prejudices of its authors. This is
not the first time Malcolm Potts has been accused
of a lack of objectivity.5

Space precludes a more detailed response but
I wonder how this got through the Journal’s peer
review process. It would have been sensible to
mention Martha Campbell’s membership of the
Editorial Advisory Board as a competing interest.
In a journal aspiring to international scientific
respectability, authors should be obliged to give
balanced and informed discussion. If polemic is
to be part of the offering, it should be flagged as
such.

I am certainly no friend of patriarchy, but a
scientific article is not the place to abandon
balance in favour of rhetoric.
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Reply
We appreciate Dr Shepherd’s broader view of
other strains of Catholicism.1 However, our
article was not a book, but a glance at those
streams of patriarch that are doing most damage
to women’s health. We did not try to be

comprehensive and our discussion focuses not on
the liberal wings of Christianity and Islam but
rather on the conservative, because these
represent seven-eighths of their history, and the
shadow of conservatism seems to last longest in
the area of human sexuality.

Dr Shepherd is also correct that striving to
understand the historical context in which key
actors such as Augustine of Hippo lived is central
to historical scholarship. But it is precisely that
historical context which we find so brutally
patriarchal. We took part of our analysis from
careful historians of Christianity, such as Susan
Haskins,2 Marina Warner,3 Elaine Pagels4 and
Uta Ranke-Heinemann.5 In addition, some of the
insights into Augustine came from a patristic
historian and theologian, the late Francis Xavier
Murphy, who taught moral theology at the
Academia Alfonsiana in Rome and who was a
peritus (expert adviser) to the Second Vatican
Council.6 He was a personal friend and mentor of
one of us (MP).
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Implant removal by modifying
access
I read with great interest the review articles by
Diana Mansour and colleagues on ‘Methods of
accurate localisation of the non-palpable
subdermal contraceptive implant’ and ‘Removal
of non-palpable etonogestrel implants’ in the
January and April 2008 issues of the Journal,
respectively.1,2 I totally agree with the author’s
suggestion to modify access with 2–3 ml of local
anaesthetic applied under the palpable portion.
This helped me greatly to modify the procedure,
depending upon the patient’s clinical
circumstances and requirements as outlined in the
following two cases.

Case 1: A 24-year-old mother of two children
was fitted with Implanon® 18 months previously.
The patient requested removal of the Implanon
for her next conception. On examination the
distal end of the implant was non-palpable and
the proximal end was palpable with difficulty. An
ultrasound scan was done as suggested in the
article. The ultrasound report noted that: “the
Implanon is located in the left arm, the lower
edge is marked and is at a depth of 1.6 cm. The
upper edge is palpable”. After explaining the
possible difficulties, I obtained fully informed,
written consent from the patient for removal of
her implant. I made a 4 mm incision at the
proximal, barely palpable, end of the Implanon
and dissected with small curved mosquito forceps
and finally managed to get the Implanon out
without any surgical complications. Here I
realised the importance of having an assistant and
the use of small skin retractors, which were
mentioned in the article but which were not
available in our clinic. Consequently we ordered

two small skin retractors with immediate effect
for future use.

Case 2: A 38-year-old Zimbabwean woman
was referred to me by a colleague for removal of
a Norplant® device inserted 6 years ago in
Zimbabwe. I explained to the patient that I am not
trained in Norplant insertion or removal, although
I am trained and experienced in Implanon
insertion and removal. Consequently I suggested
referral to a doctor trained in Norplant
insertion/removal. The patient declined referral
and insisted that I undertake the removal
procedure. On examination, four of the rods were
palpable and close together and a few millimetres
above the insertion scar. Although the rods on
either side were about 1.5 cm away, they were
superficial and easily palpable. I explained to the
patient that the middle four rods could be
removed by means of the ‘pop-out’ technique
with one incision and the remaining two rods
could be removed by the same technique but with
two separate incisions, similar to Implanon
removal. The patient happily gave written
consent to this suggested treatment plan and
accepted the risks and complications (if any) of
the procedure such as multiple scars, infection,
bruises, nerve and vessel injury and their
consequences.

Even though the Mansour et al. article
mentioned a vertical incision for removal I went
through the original horizontal scar and carefully
dissected tissues vertically and removed four rods
by directing each of them to the incision. Rather
than attempting the heroic removal of the
remaining two rods (located laterally and above)
through the same incision, I felt it was much safer
and easier to employ two small incisions (<2 mm
each) and use the ‘pop-out’ technique, similar to
Implanon removal. This avoided a T-incision
with the old scar and I hope the patient will end
up with only the single, old incision scar. A
patient review visit after 1 week confirmed a
nicely healing wound. I discharged the patient
from the clinic since she had not decided on her
future contraception, except the use of condoms.
The patient was extremely happy to have avoided
referral to an unknown clinic for removal of her
Norplant.
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Norplant removal forceps
I was interested to read the article by Diana
Mansour et al.1 reviewing removal techniques for
contraceptive implants.

In common, I am sure, with many other
readers, I am continuing to see patients requiring
Norplant® removal who have had this implant
fitted outside the UK.

Our primary care trust has opted for a single-
use instruments policy, and we have had to get rid
of our desktop sterilisers, so we are no longer
able to reuse the modified vasectomy forceps
(“Norplant removers”) with a 2.2 mm diameter,
referred to in the article.

The best that any of the single-use
manufacturers I have contacted can come up with
is disposable vasectomy forceps with an internal
diameter of approximately 4 mm, which allow
the Norplant rods to slip during “U” removals
(Figure 1, right).

I am left with the unsatisfactory situation of
using the wrong instruments, or referring to the
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acute Trust for removal, where they still re-
sterilise instruments.

Do the authors know of a source for the
correct single-use instruments, or can a
manufacturer be encouraged to develop the
appropriate items?
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Figure 1 Disposable vasectomy forceps used for Norplant®
removal

Reply
We thank Anne Bennett for her comments1

related to our article describing removal
techniques for contraceptive implants.2

Many primary care organisations are
bringing in ‘single-use instruments policies’ as a
result of new NHS guidance on decontamination
aimed at improving the quality of surgical
instrument reprocessing across the health care
sectors in England. Finding manufacturers who
are prepared to supply small numbers of
specialist disposable surgical instruments is
difficult, however we have good news.

Disposable modified vasectomy forceps can
now be obtained for about £2 from the supplier
mentioned below. This company is also making
disposable ‘deep’ implant removal kits, which
include mosquito forceps and small Langenbecks
skin retractors.

Contact: Unisurge International Ltd, Unit N,
Dales Manor Business Park, East Way, Sawston,
Cambridge CB22 4TJ, UK. Tel: 01223 839911.
E-mail: info@unisurge.com.
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Underuse of the IUD
I read the article on the underuse of the
intrauterine device (IUD)1 in the July issue with
great interest and noted that none of the
references are prior to 1983. That is 25 years ago,
however the real blow to the IUD’s popularity
was in the late-1970s when the Dalkon Shield®

was pilloried and vilified as a source of pelvic
infection and sterility, on what I believe was false
scientific evidence. At that time there was a UK
IUD network, organised by Professor R Snowden
of Exeter University to which 20 major family
planning clinics belonged.

Every device fitted and every subsequent
patient visit was recorded and sent to Exeter. In
1977, over 40 000 fittings had been recorded, of
which 7282 were Dalkon Shields. There were

only two cases of pelvic infection and both were
cases known to me in Glasgow: one in a
prostitute with gonorrhoea and the other in a
woman who had tried to abort herself with a
knitting needle. As a direct result of organised
adverse publicity, the manufacturers of the
Dalkon Shield went out of business and the
reputation of all IUDs worldwide suffered a
slump from which it has never recovered. A
similar campaign against Depo-Provera® was
mounted from the USA in the early 1980s and
injectable methods never achieved the popularity
they deserve for similar commercial reasons.
Women are ill-served by ‘market forces’.
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Nurse IUD fitting
We are writing to respond to the Personal View
article by Cooling and Dunster entitled ‘Nurse
intrauterine device training’ that was published in
the July issue of the Journal.1 We wholeheartedly
applaud the positive experience expressed within
this article, and its conclusion that “… nurses
who are recognised trainers and experienced in
IUD insertion to supervise the training of
doctors” as this underpins the work the FSRH
Associate Nurses Working Group has been
undertaking recently. However, we felt the need
to respond to the not-so-positive comments about
the Royal College of Nursing (RCN) guidance
being “absurd in requiring the learner to observe
the trainer doing five insertions in patients: one is
usually sufficient …”. The RCN has been
instrumental in the development of guidance in
order to enhance and advance nursing practice,
and has specifically demonstrated its support in
enabling nurses working at a higher or specialist
level within the area of contraception and sexual
health to undertake the removal and insertion of
intrauterine techniques (IUTs) and implants.
Without this guidance, nurses who were
performing these procedures, or who wished to
do so, were opening themselves up to litigation
should an error occur. The rationale behind the
guidance stating five insertions is in the fact that
some nurses (i.e. gynaecology nurses) may not
have ever had the opportunity to observe an IUT
fitting. It was always understood that those of us
who had greater exposure to procedures would
not necessarily need this level of observation.
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Pharmacy-based sexual health
services and clinical governance
I read with interest the Editorial by Beth Taylor in
the July 2008 issue of the Journal.1

I agree that the time is right to develop vision
to embrace additional providers of the sexual
health service. The new pharmacist’s contract is a
welcome development in this direction.

As Beth Taylor highlighted, there is certainly
a need for educational and training support from
specialist services in order to avoid isolation. One
way of developing a robust professional link
would be the development of a linked Clinical
Governance Plan with local specialist services.
This will not only assure a safety net but also help
in continued development of such services. This

would need to be thought out and planned
carefully at the primary care trust (PCT) level.
Moreover, treatment and patient group directions
(PGDs), especially for STIs, would have to be
carefully developed in the light of the recent alert
on high-level azithromycin resistance in
Neisseria gonorrhoea. Other issues such as
partner notification would also need to be
resolved through training input and professional
pathway with local specialist services.

Another concern would be the prescription
cost for medications, which already are free on
the NHS. It would be an opportunity to work with
the local PCTs to explore whether they would be
willing to support some/all of the costs associated
with a pharmacy site for Level 1/2 Sexual Health
Service delivery. There are no data on demand for
a Sexual Health Service with prescription charge.
The uptake of the newly launched online
chargeable repeat contraception service would
give an indication of clients’ willingness to pay
for such services.
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Treatment of perimenopausal
menorrhagia with Implanon®
I write concerning the successful treatment of
perimenopausal menorrhagia with Implanon® in
a 53-year-old woman. The patient (date of birth
early 1953) was seen at the surgery in October
2004 with symptoms of flushing and regular
periods. In early 2006 she developed
menorrhagia, which was investigated with
normal hysteroscopy and intrauterine system
(IUS) insertion in early August 2006. The IUS
was expelled after 2 months in situ and after
ongoing symptoms of polymenorrhagia. After
some discussion with the patient regarding
treatment options, she decided to trial Implanon
insertion, aware that it was not a clinically
recognised treatment option for menorrhagia. The
insertion was carried out in early October 2006.
On review in August 2008 the patient noted light
bleeds in March and April 2007, and a 2-day light
bleed in May 2008. She stated that she “would be
willing to recommend Implanon to anybody”.

I plan to write to the manufacturer
concerned, namely Organon, concerning this
important clinical effect of Implanon in the
treatment of perimenopausal dysfunctional
uterine bleeding. I would be interested to hear if
other practitioners have anecdotal evidence of
Implanon being used in this way.
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Letters to the Editor are welcome and generally
should not exceed 600 words or cite more than
five references. For comments on material
published in the most recent issue of the
Journal, correspondence should be received
within 4 weeks of dispatch of that Journal to be
in time for inclusion in the next issue. When
submitting letters correspondents should
include their job title, a maximum of two
qualifications and their address(es). A statement
on competing interests should also be submitted
for all letters. Letters may be submitted to the
Editor or the Journal Editorial Office (details on
page 205).
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