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obtain fully informed consent from the parents, who then
knew that their child was an XYY. The attitude of the parents
to their child was inevitably influenced by the widely publicised
criminal stereotype.
A doctor dealing with a newborn XYY infant should prob-

ably avoid telling the parents about the child's XYY constitu-
tion until he is perhaps 2 to 4 years old,18 20 thus allowing the
parents and child to form a normal early relationship. But what
is the correct course of action ifXYY is discovered prenatally,
when there is still a possibility of abortion? Many clinicians
familiar with the facts would be strongly tempted not to tell
the parents, and would allow the pregnancy to proceed to
term. Medicolegal and other reasons21 22 would compel others
to tell the parents, but they would emphasise what they
consider are the relatively small risks. Undoubtedly yet other
clinicians would feel that the risks are high enough to justify
abortion and would say so. But what if the parents then refuse
to agree to an abortion ? No general rule of counselling can be
applied. The fertility and age of the couple, their expectations,
resources, education, and emotional stability are all relevant.
But the dilemma remains: what is to be done with the XYY
fetus ?
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Saving asthmatics
Despite the familiarity of asthma to both doctors and patients
it may be frightening and dangerous. Each year 1500 people
die from asthma,' one-third ofthem below the age of 55 years.2
How many of these people might have been saved? The
answer to that question would be more obvious if treatment
had already made an impact on the number of deaths from
asthma. But in fact, apart from a period in the 1960s when
the number of deaths was even higher, the mortality statistics
have been largely unchanged for over 30 years. The unchanged
death rate is a depressing reality to be set against the claims
made for major advances in treatment including corticosteroids,
cromoglycate, and selective P-adrenoceptor stimulants. Why
young patients still die cannot yet be explained completely.
The answer must await fuller understanding of the patho-
genesis of severe asthma, but some practical improvements
are surely possible.

Many patients who die from asthma do so outside hospital.
Often death is unexpected, seeming to follow a fairly brief
period of deterioration.3 In such cases the patient may have
been well but suddenly developed a fulminating attack of
asthma, or he or she may have appeared to be well but in fact
had had severe limitation of pulmonary function with little
ventilatory reserve with which to withstand a further deteriora-
tion. Fulminating attacks undoubtedly occur,4 and if
susceptible patients (with "brittle" asthma) can be identified
they require specialised supervision if fatal attacks are to be
avoided. Most deaths occur, however, in patients whose
illness has been undcrestimated by both themselves and their
doctors. Major physiological abnormalities may be present
when patients with asthma feel well and have no abnormal
physical signs.5 Furthermore postmortem studies of death
from asthma have shown extensive pathological changes,
including widespread mucus plugging in many cases, suggest-
ing a relatively longer period of deterioration before death.3 6
More recently, Bellamy and Collins7 found that most of 44
adult patients admitted to hospital with acute severe asthma
had been poorly controlled for a mean period of five weeks
before a more rapid deterioration had finally led to their
admission.
Most patients admitted to hospital with asthma-and

probably many of those who die outside hospital-seem, then,
to have a background of poor control before their more severe
episodes. Improvement in this background control holds out
the best prospects for reducing the numbers of potentially
fatal attacks. Certainly when available treatments are applied
vigorously they are effective, as shown by a hospital mortality
rate of less than 100, in a series of patients admitted with severe
asthma-most of those who died were thought to have been
poorly assessed and inadequately treated.8
Good control of asthma is based on three principles:

education of patients; careful supervision; and prompt
recognition and treatment of deterioration. Patients should be
taught to take prophylactic medicines regularly and to seek
medical advice promptly if any deterioration occurs. They
should be assessed regularly in a clinic or surgery where the
degree of airflow obstruction may be measured. The peak
flow meter is cheap, portable, robust, and easy to use, and as
essential as a sphygmomanometer in the practice of medicine.
If peak expiratory flow rate is measured each time the patient
attends, any deterioration may be spotted early and its
severity assessed. If deterioration occurs in spite of adequate
treatment, or patients fail to respond to their usual broncho-
dilators, then the problem will not be solved by changing to
another bronchodilator. A short course of oral corticosteroids
may be required, and longer-term maintenance may be needed
with inhaled cromoglycate or beclomethasone.

If an acute severe attack of asthma does develop the patient
must be encouraged to seek help quickly, and in some areas
emergency self-admission services have proved effective.9
During a severe attack breathlessness will prevent sleep or
movement from a chair, the pulse rate will be over 120 a minute,
and the peak expiratory flow rate will be lower than 100 litres a
minute. Other features such as cyanosis or pulsus paradoxus
may also be present.'0 Before sending the patient to hospital
the doctor should give an intravenous injection of 300 mg of
hydrocortisone and an intravenous injection of 250 mg of
aminophylline, both injections given slowly.

In the light of our present knowledge our best hopes for
preventing death from asthma lie in better assessment, closer
supervision, and more enthusiastic treatment. Asthma is
another common condition in which there is a clear case for
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establishing confidential inquiries into the circumstances in
which young patients die from their disease-in a similar
manner to the inquiries currently performed into maternal
deaths. In this way we may identify risk factors more certainly
and eventually prevent more deaths.
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Emergencies and the
laboratory
The much-publicised rise in the work load of laboratories
has been accompanied by a parallel increase in requests for
emergency tests throughout the 24 hours. In most British
laboratories, out-of-hours emergency requests are dealt with
satisfactorily, albeit expensively, by arrangements such as
on-call rotas. Conflicts seldom arise provided the rota is
adequately staffed, though on occasions clinicians request a
test in the middle of the night that is not normally regarded
by the laboratory worker as an emergency procedure.

Conflicts are more common when, during normal working
hours, the result of a test is demanded more quickly than the
normal turn-round time for that test, so that "urgent" becomes
equated with "emergency." Difficulty occurs, especially in
clinical chemistry, because logistic problems develop from
the laboratory trying to handle "one-offs" at the same time
as processing its daily work. The competing demands on
both staff and equipment induce stress, and if the number of
urgent requests during normal working hours is high they
can hinder the routine service, thereby increasing the demand
for urgent answers even further.

This chain reaction appears to have occurred in the Ontario
teaching hospitals, where recently one in four requests for
general clinical chemistry was classed as urgent. To overcome
this problem Henderson' introduced two additional forms:
one which he called a priority test request form and another
the telephone results form, which is printed on the back of the
priority request form. The first of these lists the tests available
as priorities, permits up to five to be ordered, indicates the
time by which the result is required (15 minutes, 1 hour,
2 hours, 3 hours, or today), and to whom and at what number
the results are to be telephoned. The telephone request form
is used for non-priority tests, and gives only two times (three
hours or today). Henderson claims that in many cases "urgent"
has been misinterpreted or even misused by the clinician, and
that by categorising the test request into a known time-scale
the test can often be accommodated within routine batches.
Since the introduction of the new forms laboratory staff have
been able to organise their work more effectively, while the
clinicians' real needs have still been met. Resistance to intro-
ducing the new forms had to be overcome by intensive
education. The number of urgent requests fell almost to nil
for the first 10 days but is now back to its previous level,

though the number of tests per request has halved. Relations
between clinician and laboratory are said to have improved
though no objective evidence is presented.

Are there lessons here for British laboratories ? Undoubtedly
the number of urgent requests is higher than necessary.
This is probably due to several factors, including too slow a
turn-round between requesting and receiving the report,
misunderstandings about how long certain tests take, covering
up previous omissions, and simple convenience. Is the concept
of priority for requests the answer? Making priority more
difficult may, in fact, mean that only real needs are met.
Telephoning too many results is not only time-consuming
but may interrupt a clinician at an unsuitable time-and as a
means of accurate communication the telephone leaves much
to be desired. Is it really necessary to introduce special forms ?
The required time-scale can be indicated on existing forms,
and if a request really is urgent, the clinician should make
personal contact with the laboratory physician. Henderson's
study might have been more convincing had it shown that the
clinicians actually used the results on the time-scale they
requested them and had he removed rather than reduced the
current misuse of the "urgent" request, thereby reducing or
at least containing laboratory costs.
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Review Body reports
The Review Body has done as it promised last year.' The
delayed ninth report (p 1577), published as the BMJ went to
press, recommends an average increase of 25 70% for NHS
doctors and dentists from 1 April 1979, an award that will add
£199m to the professions' pay bill. This is made up of a 120%o
cost-of-living increase in addition to the second instalment of
the three-phase increase (corrected in the light of updated
information), which the Review Body recommended last year
was necessary to bring NHS doctors' incomes back
into line with comparable groups. So hopes that the Review
Body might bring forward phase three of the award from 1
April 1980 to this year, as requested by the BMA (p 1579),
have not materialised. The profession will look askance at the
reason given, namely, to contain inflation, because it conflicts
with the Pilkington Commission's recommendation that NHS
doctors' pay should not be used as a regulator of the national
economy.2 But with long queues at medical schools and
comparability pay reviews for other NHS staff still under way
doctors will not be unduly surprised that the Government has
failed to do for them what it did for the police and armed
Forces and pay off its debts now.

This report is a special one on two counts. Firstly, con-
sultants had submitted extensive evidence for the pricing of
their new contract3 and, secondly, the juniors had not sub-
mitted any evidence, as their representatives want no part of
the Review Body system and are seeking, unsuccessfully so far,
direct negotiations with the DHSS on pay.4 Nevertheless, the
Review Body has pronounced on hospital junior staff pay,
recommending straightforward increases of around 22%.
While the juniors, however, are dealt with in one short
paragraph, the consultants' present and new contracts occupy
several pages of the 127-page report.

Because consultants would be given a choice of staying with
the present contract or changing to the new one-if it was
accepted by the profession-there are two sets of recom-
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