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Is Fetal Monitoring Worthwhile?
The condition of the fetus in labour can be monitored by the
continuous recording of the heart rate and the measurement
of the pH of blood.1-5 The procedure may have a useful part
to play in the management of labour, particularly when the
pregnancy is complicated by conditions which endanger the
fetus.
The measurement of the beat-to-beat rate from the fetal

electrocardiogram, pioneered independently by E. H. Hon6
and R. Caldeyro-Barcia,7 can be done on equipment now
available commercially. It requires no previous electronic
experience for operation. With this equipment the fetal heart
rate can be recorded continuously, whereas observations with
the traditional fetal stethoscope are confined to the interval
between uterine contractions. These contractions impose a
recurrent stress on the fetus, which may produce slowing of
the heart rate, usually undetectable with the fetal stethoscope
until the slowing is so prolonged that it extends into the phase
between contractions.
The sampling of fetal blood, a technique described origin-

ally by E. Saling,8 allows the determination of its pH. The
fetal pH proved to be a useful means of checking on the
significance of the clinical signs of fetal distress recorded by
the midwife,4 but because one of the indications to collect
fetal blood depended on the detection of an abnormal fetal
Jieart rate by auscultation this approach did not ensure the
earliest detection of fetal asphyxia. The combined use of
continuous heart-rate recording and pH determination has
remedied this defect, and the two systems should be viewed
as complementary to each other.
The limited use of monitoring in clinical obstetrics is

probably mainly due to anxiety among obstetricians whether
all the extra effort and expense are really justified rather
than about the reliability of the technique in detecting fetal
asphyxia. On the face of it, the current practice of recording
the fetal heart rate at intervals of 15 or 30 minutes with a fetal
stethoscope appears satisfactory. When it is used to the best
advantage, perinatal mortality is low and intrapartum still,
birth relatively uncommon.9 But is mortality the best index
of good management? If infant and maternal morbidity are
used in place of mortality, the arguments in favour of the
fetal stethoscope are not so convincing. Complications in the

neonatal period, such as aspiration of meconium, convulsions,
and occasionally even death, which can be ascribed to intra-
partum asphyxia are not uncommon. Another consequence of
the reliance on the fetal stethoscope is the erroneous diagnosis
of fetal distress-indicating immediate caesarean section-
yet at delivery the baby shows no evidence of intrauterine
asphyxia.'0 Such errors in diagnosis can only be ascribed to
the non-specificity of the auscultated fetal heart rate and
meconium as indicators of fetal asphyxia. Only 15% of
fetuses with these clinical signs of fetal distress have bio-
chemical evidence of asphyxia."
The difficulty of interpreting these signs of fetal distress

is shown by the tendency of obstetricians to resort to operative
delivery if there appears to be any added risk to the fetus.
For example, in labour the finding of meconium in the liquor
added to a d:,tantly related factor such as a previous stillbirth
is often sufficient for labour to be abandoned in favour of a
caesarean section-this despite the fact that only 900 of
fetuses with normal heart rate and meconium show any
evidence of asphyxia." Equally, women with some complica-
tion of pregnancy known to be associated with "placental
insufficiency" are frequently delivered by elective caesarean
section rather than expose the fetus to the risks of a vaginal
delivery. No criticism of the actual operation of caesarean
section is implied here: it is simply that vaginal delivery is
preferable for the healthy mother and fetus.
Monitoring can contribute to obstetric management by

providing a reliable early warning system for the "high-risk"
fetus and by determining the significance of clinical fetal
distress in an otherwise normal pregnancy. Preliminary
results from a group of "high-risk" pregnancies, several of
which would have been considered for elective caesarean
section, suggest that provided the fetus is monitored labour
can be safely embarked upon.'2 This policy can also be
adopted in labour, and several studies on monitoring'3 '5
have shown that, provided the fetal pH remains within normal
limits, even when the midwife reports acute clinical fetal
distress labour can be allowed to continue without risk
to the fetus. The application of this knowledge in clinical
practice has resulted in a decline in the number of caesarean
sections performed for fetal distress.13
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Probably the most important single contribution of moni-
toring to the care of the fetus in labour is the earlier detection
of asphyxia. Abnormal patterns of the fetal heart rate may
precede acidosis by some hours,16 which in turn occasionally
precedes abnormalities of the auscultated fetal heart rate.12
Thus monitoring, apart from allowing more babies to be
saved, should result in the delivery of fewer asphyxiated
babies in poor condition. Information on this point is so
far lacking.
Whether fetal monitoring is worthwhile must depend on

whether the systems become generally applicable to most busy
obstetric units. Additional expense can be justified by the
importance to the community of ensuring that babies achieve
their maximal intellectual potential in later years. But the
practical problems of introducing monitoring are considerable,
and among other things the need for medical staff to play a
fuller part in the labour ward must be recognized. If the
diagnosis of fetal asphyxia is to become dependent on the use
of monitoring techniques now available, a doctor with no
other responsibilities than for the patients in labour must be
always available on the labour ward. Unquestionably the skill
needed to interpret continuous records of fetal heart rate and
fetal pH is greater than was previously required to diagnose
fetal asphyxia, and for this reason the introduction of
monitoring techniques into clinical practice must be gradual.
It seems certain that new methods for monitoring the fetus in
labour will eventually supersede the fetal stethoscope, but the
form they take will depend on the experience gained with the
techniques over the next few years by obstetric departments
throughout the country.
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Cost of a Report
The report to the Cancer Co-ordinating Committee on the
results obtained at Dr. Joseph Issels's Ringberg-Klinik in
Bavaria is as critical as informed observers had all along
supposed it must be. In fact the Committee has clearly chosen
its words with great care, and some of the delay in publication
despite Government pressure and public impatience must be
attributed to the committee's effort to prepare a report at
once thorough and judicious. It is in several respects a contrast
to the paper published by Issels himself last December.' 2

The members of the Cancer Co-ordinating Committee are
distinguished clinicians and research workers, as are the team
which went out to the Ringberg-Klinik. They deserve to be
congratulated on so faithfully completing a somewhat thank-
less task. But its cost to the nation is considerably more than
the price ofsome air tickets, hotel rooms, and restaurant meals.
To carry out their study these exceedingly busy people have
had to interrupt their work in the laboratory and at the bedside
for some weeks, and, though it may be an exaggeration to say,
as has been said in passing, that cancer research in Britain
came to a halt for three months, the effects of a diversion of
this kind go much further than is generally realized. Popular
clamour for a will-o'-the-wisp has occupied the time of
people who are much more likely to bring benefit to sufferers
from cancer if left to get on with their work.

In a microcosm this whole unhappy episode exemplifies
how not to influence research. The relationship between
research workers and the community they serve is at present
being questioned among the research workers themselves as
closely as it has been for some time in Government circles.
The results of any important investigation are often un-
predictable, so that a high degree of trust is needed between
the people doing the work and the people who in the end foot
the bill. There will always be pressure from the general public
to investigate this or that project, and the mass media have an
obligation to treat what must be uninformed enthusiasm with
responsibility. Research workers, with their expert knowledge
of the possibilities, already find it hard enough to discover the
right course between responding to the obvious needs of the
community and keeping strictly to an investigation whose
results may prove abstruse and of little immediate practical
use. Pressure of the kind to which the Cancer Co-ordinating
Committee felt obliged to respond can severely harm the
interests of the people applying it.
1 Issels, J., Clinical Trials 7ournal, 1970, 7, 357.
2 British Medical 7ournal, 1970, 4, 760.

Rheumatoid Neuropathy
Peripheral neuropathy in patients with rheumatoid arthritis
has been recognized with increasing frequency since it was
described by F. D. Hart and his colleagues in 1957.1 The
neuropathy may take one of several forms. Firstly, compies-
sion, particularly of the median nerve at the wrist or of the
ulnar nerve at the elbow, is common with gross joint disease.
The second main form of this disorder is a mild distal
neuropathy, entirely or predominantly sensory; and the third
is a severe, fulminating sensory-motor disorder. Minor degrees
of neuropathy may be difficult to diagnose in patients with
joint disease, since pain, stiffness, and disuse atrophy may
easily be confused with symptoms of the neuropathy and the
muscle wasting produced by it. Nevertheless, when neuro-
pathy develops patients are often aware that their symptoms
have changed in character, while the doctor may find objective
evidence of sensory loss. Another feature is that, though
rheumatoid arthritis is much commoner in women, rheumatoid
neuropathy is at least as common in men.2-4
As part of a large prospective study of patients with

rheumatoid arthritis at the Middlesex Hospital M. A.
Chamberlain and F. E. Bruckner4 have recently described
the clinical and electrophysiological findings in 32 patients
with neuropathy. These authors excluded compression neuro-
pathies from their analysis and divided the patients into the
other two main groups. Nerve conduction studies showed
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