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publications: most proposals are based on the ideal district
with a single district general hospital. Elsewhere it
acknowledges that most people do not work in such a setting
and that the biggest problems are in the conurbations, where
all too often social disadvantage is associated with a confused
health service for children. The report emphasises that it is
time to recognise that in cities and large conurbations the
district general hospital concept is often inappropriate or
harmful to children's services. The only way to achieve a safe
standard of care for children is by the aggregation of children
and the concentration of skilled staff and expensive resources
where they can be most economically used. This may mean
one hospital having no child inpatients or all the child casualties
going to one designated accident emergency unit rather than
the two others in that city. It is in our cities that the greatest
wisdom and skill will be needed in creating the sort of services
our children and our future require.

' Committee on Child Health Services (chairman, Professor S D M Court),
Fit for the Future. Volumes 1 and 2, price £10 50. London, HMSO,
1976.
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Grief and stillbirth
Stillbirth is a tragedy for the mother and her immediate
family, but it also affects the attendants deeply. When the
death is diagnosed before birth the latter are anxious whether
to tell the mother as well as the father. Brave attempts are
made to bolster up her courage and fortitude during labour.
More drugs may be offered in the hope that they will allay the
distress, while forceps delivery and episiotomy seem empty,
adding only to continuing distress and pain. A dull, sad
quietness pervades the labour ward as the baby emerges, and
its floppy body is hurriedly wrapped in a sheet and whisked
away. There is no joy; only a sense of complete and utter
failure. It is little different when the stillbirth is unexpected,
except for the frantic efforts in resuscitation as the silence
becomes increasingly oppressive, raising everyone's anxiety,
especially the mother's. And again the baby is usually hurried
away.

Telling the mother and the father is a horrid task, and
however sympathetically done there is a feeling of incompe-
tence in relieving the distress and helplessness in the face of
heartbreak. The essential motivation of medicine is to relieve
suffering, and here is a denial of that possibility. The response
of all is usually to withdraw and not communicate, the well-
known phenomenon of rejection. The various attendants may
discuss the reasons for the stillbirth and rehearse what went
wrong, partly as a means of reducing their own tensions. But
often the persons most affected emotionally are unwittingly
ignored and left to their own devices.

Recently, however, there has been growing recognition of
the importance of acting out grief and the support of the
survivors when there is a death in the family. Methods of
helping have been identified and recommended,' but so far
there has been relative neglect ofthe griefinduced by stillbirth.
Bourne2 confirmed the tendency of general practitioners to
forget the details of stillbirths as compared with their remem-
brance of live births. Moreover, there was some evidence of
mothers being dissatisfied with the help they received, in that
many of them transferred to other doctors. Another under-
standable finding was that more of the mothers who had had a

stillbirth became pregnant again quite quickly, and they
attended antenatal clinics earlier in the pregnancy than other
multiparae. Other papers dealing with emotional reactions to
stillbirth have emphasised numerically what seems to be
predictable to informed insight.4-8 Of course, there is much
variability in the responses of the bereaved. Not all of them
start another baby; some return to former jobs, and others
fling themselves into a wide variety of time-consuming tasks.
The part played by the husband in shaping these decisions is
not really known.

In general, for emotional reasons medical attendants have
not faced this issue rationally and have not worked out a policy
for helping those bereaved by stillbirth. Lewis9 has recently
pointed out that there is not a person to grieve over, only a
potential person. In this there is analogy with the grief ofsome
young widows who mourn the loss of the future with their
husbands rather than the past. Lewis argues that the parents
should be given something tangible to remember and so should
touch and see the dead baby, and moreover that they should
help with certification and arrange for a proper funeral or
cremation, which they and the other children of the marriage
might attend. There might well be a marked grave rather than
the unfeeling oblivion of a common one. It is "necessary to
help the parents to create memories, to bring the baby back to
death in their mind." Kubler Ross'0 has delineated some of the
common patterns of grief, and understanding of these helps
with their alleviation. They are no less important in stillbirth
than in deaths at a later age.
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Beauty spot or blemish?
Such is the human condition that everyone has at least one
distinguishing birthmark; so it is just as well there are few
medical indications for treatment. Developmental anomalies
arise from the limited number of elements in the skin, and the
various lesions can usually be identified by the trained eye,
making it possible to give the patient a fairly accurate diagnosis
and prognosis. The cause of most birthmarks is conjectural.
A few are genetically determined-Mongolian spots,-ashleaf
leukoderma in epiloia, lentigines in Peutz-Jeghers syndrome-
but the great majority are presumed to be a result of simple
mismanagement by the tissue organisers.

Clearly the genetic constitution of a population may
determine the incidence of birthmarks. This is supported by
the few clinical studies of birthmarks in neonates, which not
surprisingly show a greater frequency of pigmented anomalies
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