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therapy has been the use of progestational agents, usually
combined with some form of oestrogen and given continuously
for several months. (Cyclical or intermittent treatment is
contraindicated, for this either permits the endometriosis to
progress or, in some patients, markedly exaggerates the
disease process.3 4) Kistner's name58 is generally associated
with the concept of "pseudo-pregnancy" in the management
of endometriosis, though others 9-16 have reported, often with
reservations, on the usefulness of this type of treatment.
Chalmers,16 for example, found that nausea occurred in 250,X0
of his 55 cases, and one third of the patients gained up to 10 kg
in weight. Snaith15 found that dyspareunia was the most
intractable symptom and was the reason for ultimate surgery
in several of his patients who were cured of all other
symptoms. There is, furthermore, always the slight risk of
venous thrombosis and consequent embolism. Patients who
are overweight or hypertensive or have varicose veins or have
a history of liver disease are known to be specially at risk if
treated with preparations containing mixtures of progestogens
and oestrogens.
The consensus is, then, that many patients with proved

endometriosis can be relieved of most of their symptoms, at
least in the short term, by means of hormone-induced pseudo-
pregnancy. But on two major issues-the likelihood of a subse-
quent pregnancy and the need for surgery at a later date-
Andrews and Larsen3 have recently claimed that pseudo-
pregnancy has nothing to offer. Their report is based on a series
of 354 cases of endometriosis treated between 1957 and 1971.
Fifty-three were treated with hormonal pseudo-pregnancy
with or without operation; the remaining 301 patients were
treated by operation alone. They rightly emphasize the need
for definitive diagnosis by laparotomy or laparoscopy before
offering endocrine therapy. Andrews and Larsen obtained
distinctly better fertility rates by operation alone (58-9%) than
by operation combined with endocrine therapy (208%) or by
endocrine therapy alone (42 8%). Their results for surgery
alone are comparable to those reported by Spangler et al.14 and
very similar results for fertility after surgery have been reported
by Green," by McCoy and Bradford,12 and by Rogers and
Jacobs." Kistner5 6 17 reported pregnancy rates of 47 to 55%
after endocrine therapy (mostly associated with conservative
surgery). Andrews and Larsen make the point that the relatively
low conception rate (20.8%) achieved by patients treated by
pseudo-pregnancy combined with surgery may, in part, have
been caused by anovulation related to the use of endocrine
therapy. A similar criticism has been made by Page,4 who
reported prolonged amenorrhoea after the use of medroxy
progesterone acetate-amenorrhoea that proved resistant to
clomiphene therapy and other attempts to induce ovulation.
Page stated that he was disenchanted with the use ofhormones
in the management of endometriosis.
Nor did Andrews and Larsen find that pseudo-pregnancy

markedly decreased the incidence of subsequent operation for
endometriosis. A slightly lower rate was found in the pseudo-
pregnancy series (42.4% as compared with 46-6%) ifhistologi-
cally proved cases alone were considered-and this was not
statistically significant. Barter18 has asked very pointedlywhether
there is any primary therapy other than operation in the initial
treatment ofendometriosis. Surgery has the obvious advantage
ofestablishing the precise diagnosis and also the site and extent
of the disease in the pelvis. (In assessing the value of various
types of treatment, it seems essential to agree some form of
classification or clinical staging of the disease, but few authors
make any attempt to do this. Beecham'9 has emphasized that
the value of authors' reports would be enhanced if they related
clinical results to the extent or stage of the disease).

On present evidence, pseudo-pregnancy does not appear to
alter the long-term natural history of endometriosis, not does
it improve the chance of conception at a later date. But when
symptoms occur after surgery it is a form of treatment worth
trying before subjecting the patient to another laparotomy.20
Many gynaecologists would also probably agree with Andrews
and Larsen when they claim that there is a place for pseudo-
pregnancy in the younger woman with early endometriosis
without ovarian enlargement who is not attempting to become
pregnant and who is troubled by dysmenorrhoea or dyspareunia
-provided the diagnosis is first confirmed by laparoscopy.
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Maternal Deaths in Scotland
National inquiries into maternal deaths first properly began in
England and Wales in 1928, when Mr. Neville Chamberlain,
then Minister of Health, appointed the Departmental Com-
mittee on Maternal Mortality and Morbidity. Its final report
in 1932 introduced the notion of assessing the "primary
avoidable factor" in maternal deaths. This concept has stood
the test of time and has turned out to be a most valuable tool
for showing where there are deficiencies in the service and
indicating how they might be remedied. An avoidable factor
does not necessarily mean that the death could have been
avoided, but it does suggest that if everyone concerned-
patient, general practitioner, midwife, and hospital staff-had
played her or his part with reasonable skill and care then the
death might not have occurred.
The message through the years has been plain: that good

organization and proper communication between all those
concerned in maternity care saves lives. It is appalling that
women should have died because no one checked to find out
why a patient did not come to a clinic on her appointed day;
that a midwife did not call to see her patient; that a general
practitioner did not take a blood pressure when he should have
done; that appropriate blood tests were not done; that the
significance of a small antepartum haemorrhage or a slightly
raised blood pressure was not appreciated; that blood for
transfusion was not available in an emergency; that transport
was delayed; or that consultant cover was not arranged when
a junior member of staff was undertaking a caesarean section
or a general anaesthetic for which he was not fully trained. Yet
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all of these and many more human errors have been factors
in maternal deaths, and they might have been eliminated if
education and training and organization had been better and
more conscientiously applied.
The reason that these confidential inquiries have been so

valuable and have contributed to the falling maternal
mortality of recent years is that they have been the result of
professional collection of data in confidential conditions
followed by assessment and publication ofconclusions carefully
drawn. But above all it has been the devotion of those in
maternity care which has made them, on the ground, heed the
messages of these statistical inquiries and look hard at areas
in which they may have been failing to provide the best possible
service. They have been able to use the lessons as a guide to
their future practice. This is the value of such a medical audit.
It is not a witch-hunt: nobody knows who has erred, but others
learn from the errors that have been made.

Different communities, different parts of the country, and
different countries have different patterns of maternity care,
so that though England and Wales were first in this field their
experiences in detail are not necessarily applicable elsewhere.
All countries should institute a system of inquiry into maternal
deaths. The first report of an inquiry into maternal deaths in
Scotland 1965-71 is a very welcome addition to a growing
series. The voluntary system is similar to that for England and
Wales. On the death of a woman, married or unmarried,
where there is good presumptive evidence that pregnancy or
childbirth was a cause, the procedure is set in motion.
Evidence is collected from all concerned and submitted to a
regional assessor, who after making further inquiries and an
assessment sends the details to the ChiefMedical Officer of the
Scottish Home and Health Department. The authors of the
report have some criticisms to make of the procedures and
where they may have failed, and they are taking corrective
action. Despite these shortcomings the report manages to cover
85% of all the maternal deaths occurring during the period-a
credit to the system and to those who voluntarily provided
the data.
As might be expected the report draws special attention to

the mother at high risk-she who is over 35 years of age, or
who has five or more children, or is oflow socioeconomic class,
or is unmarried. The causes of death seen most frequently
were pulmonary thromboembolism, sepsis, and haemorrhage,
and these were often associated with caesarean section. There
was an avoidable factor on the part of the patient in 50% of
deaths, of hospital medical staff in 48%, of the general prac-
titioner in 27%, and of the hospital nursing staff in 3%.
Clearly it is especially important to try to help those women
who for one reason or another seem to be incapable of looking
after themselves, and it is here that the social services need
strengthening. The hospital staff figure so largely because now
in Scotland 97% of all deliveries take place in hospital.

A Report of an Enquiry into Maternal Deaths in Scotland, 1965-71. Edin-
burgh, H.M.S.O., 1974.

Paediatric Allergy
Many aspects of allergy in paediatric medicine were discussed
at the first Unigate paediatric workshop last year at the Royal
College of Physicians of London, and the proceedings have
been published as a special supplement to Clinical Allergy.'
Participants came from the United Kingdom, Europe, and
North America.

Emphasis was laid on the problems of "atopy," with its
familial tendencies. This term aroused much controversy on
whether it should be used to describe a clinical state on its own,
or a clinical state with evidence oftype I, reagin, IgE, antibody
mediated allergy, or solely the capacity to develop, without
symptoms, specific IgE antibodies in response to ordinary
environmental allergens. The probability that the inheritance
of the atopic constitution differs from the inheritance of the
tendency to IgE immunological response is evident from the
report by B. B. Levine. Family studies showed a genetic locus
close to the HLA system for an immune response gene
controlling production of IgE and also IgG, and the trait was
inherited as a Mendelian dominant. More than one genetic
control mechanism probably operates, for while ragweed
hay-fever depends on an immune response gene which
specifically recognizes low concentrations of a ragweed antigen,
its presence is not alone sufficient for the clinical disease.
Other factors such as mucosal permeability and beta-adrenergic
blockade appear to play a part.
A different approach to mechanisms responsible for allergy

is provided by J. Soothill. He suggests that it is secondary to
the impairment of the ability to exclude or eliminate antigen
because ofimmunodeficiency. And indeed secretory deficiency
of IgA of even a transitory nature has been found in patients
later showing evidence of atopy. He concludes that variation
within or near the conventional normal range in the ability
to exclude or eliminate the antigen may influence the patient's
vulnerability to chronic allergic disease and that environmental
adjustments may help. This raises many questions about infant
nutrition and environmental control. Further insight into the
problems will come from better understanding of the earliest
stages of the development of the immune response, discussed
by A. R. Hayward.
The identification of reaginic antibody, characteristic of

atopy, as the immunoglobulin IgE has enabled us to identify
specific IgE antibodies-for example, by the radioallergosor-
bent test (R.A.S.T.)-and to measure their total amount. L.
Wide reports on the sensitivity of this test for common
allergens and its close correlation with skin tests, passive
transfer (P.K.), provocation, and chopped-human-lung sensiti-
zation tests. The use ofthe R.A.S.T. is likely to be particularly
helpful in paediatric allergy. It may also help in the assay and
preparation of purer specific allergens.
The implications of recent work for the treatment of

allergic disorders such as hay-fever and asthma are discussed
by C. B. S. Wood, and of paediatric gastrointestinal allergy by
S. Freier, who analyses the features and management of food
allergy in infancy. There may be a place for giving sodium
cromoglycate by mouth.

In allergic diseases ofthe skin the roles ofimmune complexes
in erythema, purpura, or necrosis and of T cells in contact
dermatitis are discussed by J. L. Turk and S. Katz. Atopic
dermatitis remains a mystery, though its recognition is
importan't if dietary and other measures are to be taken to
prevent the development of respiratory and other disorders
due to allergy. Upper and lower respiratory allergic diseases
provide clinical examples of the different types of allergic
reaction. J. Pepys described the slowly developing, prolonged,
and potentially severe type III reactions responding well to
corticosteroids, which in turn have no obvious effect on type I,
immediate, reactions. Methods of study of nasal allergy
described by G. Taylor can be useful for diagnosis, assessment
ofresponse to treatment, and possibly for direct nasal treatment
as well. In the lower respiratorytractthefeaturesoftheclinically
important varieties of pulmonary aspergillosis and fibrosing
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