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hypertension or chronic renal disease in pregnancy. This
work, together with that on the relief of pain in labour,
deserves to be repeated, and the physiological changes brought
about by the method require rigorous experimental examina-
tion. Such work is urgent, so that decompression can be
evaluated before the trickle of mothers calling for the treat-
ment becomes a flood, perhaps with disappointments for them
and unhappy consequences for their children.

E.E.G. Signs of Death
"Be absolute for death."' However, forensic texts suggest
there is a distinction between somatic and so-called molecular
death2 without clearly defining either.
A pronouncement of somatic death is in fact a confident

prediction, acceptable at law, that death of all the cells in the
body will shortly follow. Furthermore, because ordinary
clinical assessment of cerebral function is not sufficiently
informative in cases of deep coma, the seemingly justifiable
assumption that cerebral death has occurred is made after
the apparent cessation of cardio-respiratory function for a
generally agreed standard period of time, traditionally five
minutes.'
Improvements in the techniques of resuscitation and in

aids to survival, and more recently the need for viable human
tissue for transplants, have emphasized the need for reliable
data on cerebral function in the apparently moribund patient.
V. A. Negovskiil has proposed a distinction between cerebral
and somatic death, the former state being characterized by
the abolition of all activity in the " higher " central nervous
system. Likewise R. S. Schwab and colleagues5 have put
forward criteria for cerebral death based on the electro-
encephalogram.
More recently, J. M. Hockaday and colleagues6 have

reported particularly accurate predictions of fatal or non-fatal
outcome from E.E.G. studies on patients with acute cerebral
anoxia following cardiac or respiratory arrest. While clinical
judgement of whether or not to withdraw artificial aids to
survival may be preferred to a probability statement based
on electrical data, it can none the less usefully be reinforced
by such a statement; nor should it be forgotten that clinical
decisions are commonly made on a very imperfect estimation
of probabilities. P. F. Prior and J. Volavka7 have attempted
to refine the criteria of J. M. Hockaday and colleagues,6 while
G. Pampiglione' 10 has turned to the important question of
the quality as well as the fact of survival in children resusci-
tated after cardio-circulatory and respiratory arrest.

Little work has been carried out in Britain to evaluate the
contribution of electroencephalography to assessing the con-
sequences of cardiac arrest. This partly reflects a national

dearth of properly trained clinical neurophysiologists.8 More-
over the teams concerned with intensive care could help by
promoting studies, which are urgently needed, into the
subject. Cardiologists in particular can help to advance such
studies by recognizing that the most fruitful approach is
likely to be in collaboration with their neurological colleagues.
There is now a real need to promote joint studies between
different disciplines and different hospitals.
The potential diagnostic value of the electroencephalo-

graphic evidence after acute cerebral anoxia derives from two
main facts. Firstly, it can provide an objective index of the
condition of the central nervous system at a time when
ordinary physical signs are relatively uninformative. Secondly,
it offers the most sensitive available measure of change in
cerebral function. The technical difficulties in collecting and
assessing the data are considerable and require the attention
of a professional clinical neurophysiologist with experience in
this particularly difficult field. It is surprising that none seems
to have been concerned in the discussions promoted by the
Minister of Health on the transplantation of organs.'1 The
proper use of electroencephalographic investigations could at
least prevent any premature conclusion that cerebral function
had ceased.
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Defining the Ideal Ambulance
The design of ambulances has been much criticized lately,'
and Dr. P. W. Bothwell returns to the attack in our corre-
spondence columns this week (p. 366). It was therefore a
timely occasion when a large and attentive audience of
automobile engineers recently heard a paper on ambulance
design' admirably presented by Mr. P. S. London, of the
Birmingham Accident Hospital. Unfortunately the time
available for the discussion was inadequate, but some valu-
able points were made. No speaker challenged Mr. London's
contention that, so far as the conveyance of serious cases was
concerned, vehicles at present available are " designed with-
out the least regard for the effects of illness and injury,"
especially in respect of the suspension system. Loading and
unloading difficulties were also stressed.
The motor industry is organized for the economic pro-

duction of vehicles in large numbers, so that the expenses of
research, development, and tooling are carried by manufacture
of models in many thousands. As the small companies dis-
appear, it becomes increasingly difficult to meet the special
requirements of an ambulance designed for emergency
service which, however important to the community, will.
never be needed in large numbers. It is for these reasons that
ambulances are usually converted commercial vehicles and
inherit many of the limitations of the parent design.
Mr. London made a brave attempt to define the principal

requirements, and he recommended that a standing committee
on ambulance design should be set up after the formation of
the Central Ambulance Services Council projected in a recent
report.3 This body could hammer out a specification accept-
able to the 136 authorities which at present buy ambulances
and equipment in the United Kingdom. On such a basis an
engineering programme could be initiated which would
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