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non-haemolytic neonatal jaundice.: Professor
Friedman and Mr Sachtleben have not made
it clear whether their experience has been
similar in this respect. In addition, their
practice clearly differs from British obstetrics
in that 35%" of their infants were delivered by
forceps, while only 7 4o were born after
oxytocin induction. One result of this pattern
is that statistical significance would be detected
more easily in the case of instrumental delivery
than oxytocin induction.
Our own study4 in this field did not dis-

criminate between cases in which oxytocin
had been used to induce labour and those in
which it had been administered to accelerate
labour of spontaneous onset. This omission is
rectified in the accompanying table.

Jaundiced*
Type of delivery Total

No 0,

Spontaneous 476 81 5896
Accelerated (oxytocin) 134 11 3 1188
Induced (oxytocin) 278 13 0 2138
Induced (artificial rupture

of membranes) .. 82 60 1369

Total 970 9 2 10 591

*Plasma bilirubin 17 ,umolll (10 mg,'100 ml).

The incidence of jaundice was higher in the
induced group than the accelerated group, but
this did not reach statistical significance
(=2=1.934). The incidence in both these
groups differed significantly from that among
babies born following spontaneous labour or
induction by amniotomy alone.

Since our earlier publication further obser-
vational studies have suggested that an in-
creased risk of neonatal jaundice is related to
induction with oxytocin5 or to oxytocin dosage.6
Campbell et alP suggested that the delivery of
more infants before 40 weeks' gestation might
be a contributory factor. The only relevant
experimental evidence so far published
records hyperbilirubinaemia in 10 90 of
111 cases with a 90 1 ,' induction rate com-
pared with an incidence of 5100 among 117
random controls with an induction rate of
46-20%. Instrumental delivery rates were similar
in the two groups.7

If the use of oxytocin to induce or accelerate
labour is indeed causally related to the develop-
ment of neonatal jaundice this may be due to
some direct toxic effect of synthetic oxytocin,
although whether or not it reaches the fetal
circulation is not known. However, another
possibility is that those cases selected for both
oxytocin induction and acceleration have in
common a relative immaturity of the physio-
logical mechanisms related not only to uterine
contractility but also to bilirubin metabolism.
These questions will be resolved only by
further experimental studies.
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Otitis media

SIR,-I read with interest the article by Mr
J F Birrell (21 February, p 443) and found his
comments on chronic otitis media and glue
ear helpful. However, I believe he is on much
more insecure ground when he writes about
acute otitis media, a condition which is pre-
dominantly one of general practice. Doxy-
cycline is not the first alternative choice to
penicillin when there is a history of known
allergy. This drug is a tetracycline and like all
other members of the group can cause staining
of the teeth in children even after relatively
short courses. Furthermore, it is about seven
times the price of erythromycin, which does
not suffer from this defect.
Mr Birrell suggests that children should be

referred to hospital if the drum is still flushed
or if the hearing has not returned to normal
after seven days' treatment. In at least 50"O
of patients the drum remains discoloured for
two weeks. The hearing is almost invariably
diminished and it may be up to three months
before the hearing is normal by audiometric
testing. His advice would not help ENT
outpatient clinics, at which there is, in any
case, a wait of several months already for
patients to be seen.

His comment that the pain should have
subsided by three days after the starting of
treatment is surprisingly pessimistic. I would
expect the pain to have settled within 12 hours
on treatment with an appropriate antibiotic
and if it had not gone in 24 hours would
consider this a good reason for suspecting
antibiotic-resistant organisms and making a
change.
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A place to be born

SIR,-In the debate generated by your leading
article (10 January, p 5) little attention seems
to have been given to the fact that in the NHS
of the 1970s the pursuit of ideal solutions must
be moderated bv the constraints imposed by
limited financial and other resources. The
problem faced by the NHS in the delivery of
maternity care is to ensure that the available
services are distributed among the mothers
who need them in the most effective and effi-
cient way. The swing towards hospital con-
finement during the past two decades has
necessarily involved an element of dilution of
standards, in the sense that a substantial
proportion of such deliveries take place at
institutions where the levels of staffing and
other resources fall far short of those which the
advocates of universal hospital confinement
normally have in mind. It is unfortunate
(and also surprising) that the cost per average
case at these institutions can be much greater
than in the better equipped units and also
greater than the domiciliary services which
have been displaced.'
The much-quoted evidence about the sup-

posed greater risk ofhome confinement derived
from trends in perinatal mortality and in the
proportion of births taking place in hospital
is illusory, since other factors that have also
been changing in time may account for part
or all of the observed fall in death rates.
However, a comparison of hospital confinement
rates in the various local authorities of England
and Wales with the corresponding mortality

rates points to a different conclusion.5 Analysis
of the data for some 170 local authorities year
by year between 1956 and 1969 shows that in
the first part of the period local authorities
with the higher institutional confinement rates
tended to have lower mortality and vice versa.
The strength of the relationship tended to
decrease year by year, so much so that by
1968 the trend was reversed, the local authori-
ties with the higher institutional confinement
rates tending also to have higher mortality.
On this basis an optimum was reached in
1967-8, when about 200 per 1000 births took
place at home or in private nursing homes. Of
course uncontrolled observational data of this
kind can never provide absolute proof, but
the results do throw doubt upon the assump-
tion that any hospital must always be safer
than home confinement. Indeed, local studies
of perinatal mortality suggest that remote
general practitioner units can involve a higher
risk of perinatal death than deliveries in the
same area taking place at home.3 It is un-
fortunate that data about the mortality a
different grades of NHS institutions and the
associated case-mix are not generally available.

In summary, we feel that much may be lost
by the over-precipitate withdrawal of NHS
facilities for home confinement. In a time of
acute financial crisis the need to use scarce
resources selectively is particularly acute,
and evidence suggests that the existing pat-
terns of obstetric care are far from the best
that might be devised.4
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SIR, The correspondence following your lead-
ing article (10 January, p 55) and the article
by Dr C A Cox and others (p 84) has produced
many letters restating previously heard argu-
ments supporting the aim for 100%, hospital
confinements. As much of the comment has
been directed against our previous letter
(31 January, p 279) and on our supposed
activity in this area of debate we would first
like to correct any impression that we are
concerned with promoting domiciliary confine-
ments. Rather, we are engaged in looking at
the many facets of childbirth and how these are
reflected in its management, whether in hos-
pital or at home. While assessing critically the
evidence that is being used to dictate. present
policies, we feel it is important to maintain a
system which allows a woman the right to
choose her place of confinement until such
time as it is shown that this is an unjustified
stance to adopt.
Two of the authors of the original article

(Drs A E B Matthews and J S Fox, 14 February,
p 395) deride as "emotive" the findings that
80% of women with experience of both home
and hospital deliveries preferred the former,
and their co-authors (Drs P Zinkin and C A
Cox, p 395) misquote our letter by stating
that we infer that the choice for mothers lies
between a "nasty" hospital and "nice" home
confinement. It is accepted that a high rate of
domiciliary confinement in Holland is asso-
ciated with a very low level of neonatal
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