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temperature control mechanisms, leading to rapid cooling.
The process can be corrected by restoring the blood glucose
concentration to normal. Hypothermia is a morecommon cause
of death in the open sea than drowning.
The important points that emerge from these observations

are, firstly, that people who drink alcohol, even in moderate
amounts, before entering the water are at risk; secondly, that
this risk applies to swimmers and sailors alike, summer or
winter; and, thirdly, that the public is apparently unaware of
these dangers. Perhaps water safety organisations should
emphasise the dangers of drinking rather than giving the
time-honoured advice about eating before swimming-which
has not yet been shown to place the victim at risk.
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Drugs in threatened
preterm labour
Spontaneous preterm labour (21 days or more before term)
occurs in about 7% of pregnancies in Britain-but 36% of
perinatal deaths are in this group.' The risks are highest and
the problems greater in those women whose labours begin
before the 32nd week of pregnancy and whose babies weigh
under 1-5 kg, for these very small infants are most vulnerable
to the disorders associated with extreme prematurity and they
require specialist facilities if they are to survive undamaged.
Many drugs have been claimed to suppress preterm labour

only to be discarded in the light of continued experience. In
the last few years, however, interest has centred on prosta-
glandin inhibitors and beta-sympathomimetic agents, both of
which have a rational basis of action and are widely used.
Indeed, in West Germany alone one million ampoules and
six million tablets of one beta-sympathomimetic drug
(Feneterol) are said to be used each year2-yet this has not
been associated with any fall in the numbers of infants of low
birthweight.
A recent review3 looked at 18 clinical trials of hormones,

ethanol, or beta-sympathomimetic agents. In only five of these
trials were the drugs used therapeutically rather than
prophylactically and compared with placebo in a design that
was adequate. In only two trials was the drug found more
effective than placebo in postponing delivery, and a favourable
effect in terms of fetal outcome was found in only one. One of
the more satisfactory trials was that of Wesselius de Casparis
et al.4 In this double-blind controlled trial preterm labour was
postponed in 80% of patients receiving ritodrine (a beta-
sympathomimetic drug) compared with 48% in the placebo
group.

Perhaps we expect too much of these drugs if the effect
sought is delay of labour for several days if not weeks. Inhibit-
ing uterine activity for even a short period may be of great
value ifthe time gained is used to give the child a better chance
of survival. The respite may, for instance, be used to give
corticosteroids to reduce the risk of respiratory distress
syndrome,5 or to transfer the patient, if necessary, to a centre
with special paediatric facilities. Furthermore, the tacit

assumption that inhibiting preterm labour is necessarily
beneficial should not go unchallenged. Indeed, preterm labour
may often be nature's best option, in that the precipitating
cause may be acute or chronic impairment of placental
function. The condition of the fetus should be carefully
evaluated, using cardiotocography, before the decision is made
to attempt to inhibit uterine activity.
The drugs used may themselves have detrimental side

effects. For example, treatment with prostaglandin antagonists
may lead to premature closure of the fetal ductus arteriosus
with resultant pulmonary hypertension.6 Adverse effects on
the mother from beta-sympathomimetic agents may include
tachycardia, palpitations, and hypotension. Drugs such as
ritodrine, which are relatively selective for beta receptors,
have fewer cardiovascular effects in proportion to their action
on the beta receptors of the myometrium. A combination of a
beta-mimetic agent and corticosteroids may cause maternal
pulmonary oedema and right-sided heart failure in susceptible
patients.2 7 In such cases there may be an underlying
cardiomyopathy; a careful examination for cardiac disease is
needed before treatment of this kind is given.
On balance and in terms of fetal outcome the use of drugs

to inhibit labour is usually unnecessary, frequently in-
effective, and occasionally harmful. Indeed, when all cases of
threatened and progressive preterm labour are analysed
retrospectively, specific treatment to try to stop labour is
found to be of potential value in only relatively few patients,
either because of complicating factors indicating a need for
delivery or because the patient is in advanced labour at the
time of admission. Improvement in perinatal mortality and
morbidity is more likely to come from concentrating efforts on
the identification of high-risk pregnancies, on early admission,
and on measures to ensure that infants at risk are delivered in
optimum condition in centres of perinatal skill.
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Common waiting lists

One of the more futile political interventions in the NHS has
been this Government's exclusion of private practice from the
hospital service.' It angered consultants already demoralised
by deteriorating standards of hospital care and, paradoxically,
has since boosted private practice outside the NHS. Yet, as
the profession is tired of pointing out, private beds formed
barely 2% of total NHS beds.2
The Health Services Board-surely one of the country's

least constructive Quangos (Quasi Autonomous Non-
Governmental Organisations)-is grinding steadily ahead
reducing beds and facilities for private patients (p 146), and
just before Christmas3 the Government announced the first
step towards fulfilment of another of its pet objectives: a
scheme for a common waiting list for urgent and seriously ill
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