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of what they do could be done equally well (and frequently
better) by medical assistants and others with limited and
relatively cheap training. Furthermore, auxiliary health workers
do not expect or receive the high pay and living standards of
the doctor.
The poor socioeconomic conditions of rural and slum areas

in most developing countries lead to a very high mortality from
the interaction of malnutrition and infection. Even in the
better hospitals the management of children with malnutrition
may be poor and many die': clearly a different approach is
needed. One solution is nutrition rehabilitation, but it has
taken until 1977 for the first book on this subject to be pub-
lished.2 Meanwhile whooping cough, tuberculosis, tetanus,
poliomyelitis, and diphtheria still exact an enormous toll in
morbidity and mortality among malnourished children in
developing countries. The spectacular success in virtually
eliminating smallpox has proved the value of immunisation
programmes, though in no other disease is early eradication
likely. Through its extended immunisation programme WHO
is tackling the logistic and geographical problems,3 including
keeping vaccines refrigerated all the way along their distribution
networks-the "cold chain."

Another direct and simple step that can be taken through
the new policy of community participation is the use of oral
rehydration.4 5 This can be carried out in villages without
hospitals and has proved immensely successful: once the pro-
gramme has been learnt, the hospitals rarely see severely
dehydrated children.

This switch in policy to health by the people, with greater
emphasis on self-reliance, will produce health services which
they themselves can understand, afford, and direct. It offers a
new challenge to the World Health Organisation, to govern-
ments, and to ministries of health in both the industrial and
developing countries. Unfortunately, many will see such a
policy as a threat to themselves and the power they presently
wield; for the changes in emphasis in developing health
services call for a fundamental change in training health
workers. Training based on existing European or American
patterns is even less relevant in the developing than in the
industrial countries. New curricula are being developed in the
form of "packages" or "microplans" for auxiliaries and village
workers,6 in which the teaching is relevant to the needs and
resources that are available. Despite some resistance from some
doctors this is a concept to which the World Health Organisa-
tion is now heavily committed.
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Postponing premature labour
Prematurity is the most important avoidable cause of perinatal
mortality and morbidity in Britain today. Premature delivery
may occur because of a complication of pregnancy, but often
it results from uncomplicated spontaneous premature labour,
which accounts for 300' of low birthweight babies.' Prevention
is difficult, because identification ofpatients at risk-the young,
the unmarried, and those who smoke-selects only relatively
few of the women who will go into premature labour.2 The

alternative approach is to find an effective treatment, but
opinion is divided over the best method.3-; Conservative
treatment (bed rest and sedation) will be followed by cessation
of contractions in between 40°,, and 700,, of cases,fi9 and,
since this has no side effects, any more active treatment needs
to prove itself substantially better.

Intravenous ethanol interferes with the release of oxytocin
from the posterior pituitary"' and in one controlled trial
postponed labour more effectively than bed rest alone,' though
subsequent studiesO 8 have not confirmed this. Side effects
include nausea and vomiting, with the danger of aspiration
pneumonia," and overdosage may cause acidosis."
More widely used are the 3-sympathomimetic agents:

isoxsuprine, for example, was found more effective than either
bed rest or alcohol in a controlled trial,6 but tachycardia and
hypotension are frequent side effects and limit its usefulness.
The more recent drugs such as ritodrine are said to be more
specific for the 2 receptors (those in smooth muscle of organs
such as bronchus and uterus'2) and to have less effect on the
cardiac 3, receptors. The effectiveness of ritodrine9' and of the
related drugs terbutaline'3 and nylidrinfi has been confirmed
by controlled trials: in each study 80", or more of treated
patients had labour delayed at least until the end of treatment.
Trials of salbutamol have lacked controls,"4 and there has been
none comparing the different 5.-mimetics with one another.
At first all are given intravenously and then orally, and the
best results have come from tailoring the dosage to the
individual patient rather than following a fixed schedule.

Side effects are more than usually important in pregnant
patients. Ritodrine produces maternal tachycardia9 but is said
not to cause hypotension."a In sheep ritodrine produces a fall in
uterine blood flow,'" but in women with hypertension or
intrauterine growth retardation uterine blood flow increases,
an effect claimed to promote growth of the small-for-dates
fetus.'7 Enhancement of growth is unlikely to be due to any
diabetic-like state it induces, for carbohydrate tolerance is
normal in treated mothers and their newborn babies.'8
Occasional other side effects such as bowel distension have
been recorded with )-mimetics.'9
When the doctor should try to postpone premature labour

must remain a question of clinical judgment, though any
condition (such as accidental haemorrhage) threatening the
fetus contraindicates such action. Treatment should be started
as soon as possible after contractions begin, even if such a
policy will lead to unnecessary treatment in cases of false
labour. Once the membranes have ruptured treatment is rarely
effective9; furthermore, it may be contraindicated because of
the risk of infection.4 In such cases it may be worthwhile to
try to delay labour for 24 hours to give the fetal lungs a chance
to mature, especially if steroids have been given to stimulate
the production of surfactant.2"

For the time being treatment is still directed at the uterine
contractions rather than at factors initiating labour, which
remain poorly understood. Endocrine changes do occur in
patients going into premature labour,2' and more research into
its pathophysiology should lead to further improvements in
treatment.
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Pregnancy and oral
contraceptives and the
uterine vessels

Few parts of the body show a dramatic change in the role of
particular arteries once body growth has ceased. In female
animals, however, the uterine and mammary arteries have to
provide variable amounts of blood to match the remarkable
changes in the size and function of uterus and breast through-
out reproductive life. Arteries which need to be big and
patent at certain times undergo striking changes when the flow
requirements return to a basal level. Some of these changes are
mediated by processes which we now regard as abnormal in
more stable territories (thrombotic luminal occlusion, intimal
hyperplasia, and medial calcification) but which serve to
remodel the arterial tree to its new functions. Nevertheless,
the way in which these changes are brought about may shed
light on pathological thrombosis elsewhere and on athero-
sclerosis in general.

Gillman' found that, regardless of the patients' age and
previous parity, uterine arteries removed during 28 caesarean
sections at term were all widely patent, though their walls
contained large quantities of mucopolysaccharide. In contrast,
of 55 sets of arteries removed at hysterectomy, 38 showed
thrombi on their walls, 10 occlusive thrombi, and 18 appre-
ciable medial calcification. The last correlated strongly with
parity: it was, for example, particularly obvious in three women
under 40 who had had seven or more children.
The animal whose arterial tree most closely resembles that

of man is the pig, and in these animals Gillman showed that
the degree of luminal, intimal, and medial change was directly
related to parity. As the changes took some weeks to develop
after birth, another pregnancy often overtook the shutting-
down process, when the arteries would be required to remodel
yet again to provide the gravid uterus with its enhanced blood
supply.

These comparative biological facts need to be borne in mind
when we read of descriptions of "disease" in uterine arteries
from women. Recently Osterholzer et a12 have reported the
findings in a series of 60 hysterectomies in which the amount
of intimal proliferation in uterine vessels correlated closely
with the extent and duration of oral contraceptive exposure.
Nevertheless, the indications for hysterectomy must have

differed from those in Britain-six of the 60 patients were
under 25 and 16 were under 30. Moreover, though the paper
indicated which women had a parity of three or more-vital
in assessing whether the intimal proliferation was "biological"
as described by Gillman' or "pathological" as implied by
Osterholzer et a12 -no information was given about the num-
bers of women with one or two pregnancies. There were,
however, fewer multiparous patients in those with normal
vessels than in those showing proliferation, which fits with
the "biological" concept of parity leading to remodelling.
Finally, if the uterine arteries were indeed diseased, then risk
factors for arterial disease (other than the use of oral contra-
ceptives) were not evenly distributed through the three
histological groups: these factors including smoking and
negro race, for example.
We need to know whether the arterial changes observed by

Osterholzer et a12 are indeed attributable to oral contraceptives
and should therefore be considered as a disease of the uterine
arteries, or whether they represent simple arterial remodelling
which happened to coincide with steroid use, because of the
age, parity, and existence of other risk factors in their subjects.
Further studies are likely to be of value not only to workers
on human arterial disease but also to anyone who is interested
in the comparative anatomy of the blood supply to the
uterine wall.
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Choosing patients for
chenodeoxycholic acid
treatment
Given the right patient, oral chenodeoxycholic acid will
dissolve gallstones.' Moreover, this treatment is both con-
venient and safe. But not all gallstones respond to chenodeoxy-
cholic acid, and, since they may take some 12 months to
dissolve,2 we need to know which patients will and which will
not respond.

Radio-opaque gallstones are unsuitable for this form of
treatment: there are sound theoretical reasons why these are
not likely to dissolve, borne out by clinical experience. Next,
since dissolution depends on the stone being bathed in bile
that is unsaturated with cholesterol a response seems im-
probable when the gallbladder is radiologically nonfunctioning.
Other factors to be considered before deciding on this treat-
ment include the age, sex, and general health of the patient as
well as the severity of the symptoms. Probably chenodeoxy-
cholic acid does not alter the underlying metabolic defect
which predisposes to saturated hepatic bile, so that treatment
may well need to be lifelong. So it is likely to prove most
valuable in older patients, and particularly in those with con-
ditions that make surgery hazardous. Chenodeoxycholic acid
is not recommended in women of childbearing age, and experts
disagree whether it should be used in patients taking the
contraceptive pill. The slow effect of the treatment makes it
unsuitable in patients with severe biliary tract symptoms or
jaundice. So, on the whole, experience with oral dissolution
treatment for common bile duct stones has been disappointing.
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