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of the £2000m raised in excise duty should be spent on educa-
tion about alcoholism directed at children and young adults,
and the price of alcoholic drink should remain at the same level
relative to average incomes as it now is: it should "not be
allowed to become a relatively cheap item in the shopping
basket." The report also recommends that the public should
be given more information about diet-notably the risks from
saturated fats-and the value of exercise; and it suggests that
the Department of the Environment and local authorities
should make more provision for physical recreaticn. It calls for
the organisation of a national breast cancer screcning service,
backed up by instruction from doctors to women on elf-
examination; and, says the report, any patient seeing her
doctor for gynaecological examination should routinely be
examined for breast cancer.
The committee recognised that increased expenditure on

prevention can come only from cuts elsewhere. Witnesses
explained to the MPs how difficult it is to deny treatment to
patients who need it, and the BMA warned that investment
in prevention would not pay off in financial terms for 15 or
20 years. Nevertheless, the committee believed that some ofthe
money being spent on high technology medicine could be
switched to prevention: the diversion might prove more
acceptable if it was seen to be made within specialties, so that,
for example, savings made in cardiology were used for educa-
tion about heart disease. More guidance could be given to the
public on when to consult their doctors, and more encourage-
ment given to people to treat themselves.

Yet in the end the change needed is in attitudes-as the
committee recognised. People need to take more responsibility
for their own health and to use existing knowledge to avoid
illness and premature death. Revision of our life-style holds
the key: but-unlike the committee of MPs-the mass of the
population has yet to be converted. So far the recommenda-
tions are no more than suggestions. The Government's
response (a White Paper should be published later in the year)
will show how serious is its commitment to a switch in priorities
from cure to prevention.

Preventive medicine. First report from the Expenditure Committee. London,
HMSO, 1977, price £1.60.

Intrauterine fetal transfusion
When in 1963 intrauterine fetal transfusion was introduced by
Liley' for Rh haemolytic disease it was greeted as a major
advance. The technological skills required caught the imagina-
tion: indeed, the ability to transfuse a fetus in utero is a
brilliant technical achievement. The treatment was also based
on a sound theoretical concept, in that a simple transfusion
might enable the affected baby to survive a few more weeks
and reach a stage of maturity when induction of labour would
be safe. Early reports of the value of the technique were
encouraging, but doubts about its real value then began to be
voiced, and these have now reached a crescendo with a critical
review by Palmer and Gordon.2
Between 1967 and 1973 in Sheffield there were 142 intra-

uterine transfusions carried out during 107 pregnancies.
Amniocentesis was offered to Rh-negative mothers with Rh
antiglobulin titres of 1 in 20 or greater and intrauterine trans-
fusion was advised if the bilirubin concentration in the
amniotic fluid was greater than 10-25 ,umol/l (0-6 mg/dl), a

standard technique being used.3 4 Exchange transfusion was
carried out after delivery if a substantial amount of haemolysis
was detected in the cord blood.

Forty-one babies survived (38%), together with four others
who were found to be Rh-negative. Many of the surviving
babies required only one exchange transfusion after delivery,
suggesting that the amniotic fluid bilirubin concentration had
been a poor indicator of the severity of the haemolytic process
and that transfusion might not have been necessary in these
cases. The chance of survival fell with increasing amniotic
bilirubin concentrations, but there were fatalities below
8-5 ,tmol/l (0 5 mg/dl) and survivors with concentrations about
25-65 ,umol/l (1-5 mg/dl). All the fetuses transfused before the
24th week died. The best results were obtained when the
initial transfusion was undertaken between 30 and 32 weeks.
There were 21 deaths within 48 hours of intrauterine trans-
fusion, suggesting that the technique itself had a high mortality.
This finding is in line with Walker's report5 of intrauterine
death within 48 hours of transfusion in 25% of cases. Of the
22 neonatal deaths, 17 were due to prematurity, and the survival
was much higher when delivery was delayed until after the
34th week. There were two maternal deaths: a fatal myocardial
infarction occurred in a diabetic who refused treatment, and
another woman died from acute gastric dilatation after
caesarean hysterotomy for a stillbirth. Three surviving infants
had congenital abnormalities and two were found to be
educationally subnormal.

Clearly, the apparent benefit from intrauterine transfusion
in the more severe cases has to be balanced against both the
number of unnecessary deaths due to the procedure and the
frequency of other complications, such as transmission of
infection to the fetus and the induction of premature labour.
The neonatal mortality at 32 weeks in infants with untreated
severe Rh haemolytic disease6 is 40%0, compared with 52-4%
in this series.
A new approach to the problem has been the introduction

of plasmapheresis7 to lower maternal antibody titres. This is
safe in pregnancy, and when repeated up to three times a week
it can lower antibody concentrations substantially. Fraser
et a18 have recently reported a combined series from Bristol
and Liverpool with a 61% survival with plasmapheresis alone
or when combined with intrauterine transfusion. Most series
treated by intrauterine transfusion alone record a 40%
survival.5

Local chance factors may have contributed to the gloomy
results in Sheffield, but Parker and Gordon have clearly made
a strong case for reappraising the place of intrauterine trans-
fusion in the management of Rh haemolytic disease. As cases
become much fewer (owing to the successful prophylactic use
ofRh immunoglobulin9) the experience of individual clinicians
will be reduced to danger levels, making it imperative for all
cases in a region to be referred to a single specialist centre for
the management of Rh haemolytic disease. Meanwhile, the
high risk to the fetus justifies a controlled trial comparing
plasmapheresis alone with plasmapheresis and intrauterine
transfusion.
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