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We have analysed 122 perinatal deaths
which have occurred at St Mary's Hospital,
Praed Street, since January 1971 (overall
perinatal mortality 19 9 per 1000) and find
only 16 which were definitely of more than 38
weeks gestational age or weighed more than
2 5 kg. Three deaths were due to severe con-
genital abnormalities. Eight were attributed to
intrapartum hypoxia, of which five were
associated with excessive uterine activity in
oxytocin-induced labour (one followed rupture
of the uterus). We would now regard these
eight deaths as preventable by use of current
techniques for monitoring fetal heart rate and
uterine activity in labour.

Five antepartum deaths remain to be con-
sidered. One was due to placental abruption at
284 days and might therefore have been
avoided by routine induction. In one intra-
uterine death was diagnosed exactly at 280
days. Death had clearly occurred some 4-5
days previously and was not therefore pre-
ventable by induction at 40 weeks. The
remaining three had uncertain dates; in one
gestation was still unknown at delivery and the
other two were probably 273 and 280 days as
estimated by ultrasound.
Even assuming that dating of pregnancies by

ultrasound examination at booking will be-
come routine practice in all cases it is difficult
to see how routine induction at term would
have saved, at best, more than two out of the
16 MU stillbirths.
The crux of the question is whether a policy

of routine induction at St Mary's would have
been justified. Currently 38 ,% of our patients
go into labour at 280 days or beyond. This
figure must be viewed in conjunction with an
induction rate over the past 18 months of 14 %O
and a perinatal mortality of 10 9 per 1000
(see figure). If the induction policy advocated
by Dr McNay and her colleagues had been
employed we estimated that over the 18-
month period it would have resulted in an
additional 300 inductions of labour, which our
figures suggest could not have been justified.

Presumably the majority of MU stillbirths
which might be prevented by induction are
due to failing placental function. We suggest
that an alternative approach to the problem is
to monitor oestrogen excretion and the ante-
partum cardiotoxogram, followed by intrapar-
tum fetal monitoring of all patients. This view
is supported by the finding that perinatal
mortality of babies weighing more than 2 5 kg

has been halved in the past five years. We have
concluded that current monitoring tech-
niques, although far from perfect, can be
relied on and that we should concentrate our
efforts on the preterm (less than 38 weeks'
gestation) stillbirths and neonates who now
make up almost 70 °' of our perinatal mortality.

RICHARD BEARD
PHILIP J STEER

Department of Obstetrics
and Gynaecology,

St Mary's Hospital Medical School,
London W2

Davies, D P, et al, British Medical Journal, 1973, 3,
476.

2 Gould, S R, et al, British MedicalJournal, 1974, 3, 228.
Calder, A A, et al, Lancet, 1974, 2, 1339.
Chalmers, I, et al, British Mledical Journial, 1975, 2,

116.
2 Campbell, N, et al, British Medical J7ournal, 1975, 2,

548.
Kubli, F, and Ruttgers, H, in Physiology anid Pathology

itn the Perinatal Period. Leiden, Leiden University
Press, 1971.

Liston, W A, and Campbell, A J, British Aledical
Journal, 1974, 3, 606.

Rubella vaccination during oral
contraceptive care

SIR,-Dr Max Gringras and his colleagues
(23 July, p 245) show that it is possible to
fulfil the recommendation of the Department
of Health and Social Security that "any
women regularly receiving family planning
advice should be screened serologically and if
found to be seronegative should be offered
rubella vaccination."'
We would comment from our experience2

that the implication that such a process, if
generally adopted, "would add little to the
work load" comes all very well from a group
of general practitioners motivated by an
interest in research but ignores that little-
studied feature "doctor compliance." Not
only this, but laboratory facilities would have
to be radically altered to meet a demand for
large-scale screening. Our own large district
general hospital laboratory co-operated will-
ingly with us because we were engaged in a
research project, but normally does only about
20-30 rubella assays per week, of which about
one-third are at the request of general prac-
titioners and those largely for obstetric
reasons. The DHSS recommendation has
evidently, at least in this area, not borne much
fruit. We argued that better results are ob-
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tained by "blind" vaccination of all candidates
for contraception irrespective of immuno-
logical status and, by offering this at the expiry
of a three-month prescription of the pill, the
risk of vaccinating the possibly pregnant can
reasonably be avoided. Even this policy re-
quires quite an effort of will to implement.
At the same time we appreciate the diffi-

culty facing the DHSS, though no immunisa-
tion campaign can be rid of all risk. Admittedly
"blind" vaccination throughout the country
would sooner or later produce a pregnant
vaccinee, though here specific warning to an
individual patient is much more malleable a
problem than, for instance, general statistics
on pertussis vaccination and possible neuro-
logical sequelae. It does, however, appear that
even then the experts, by distinguishing
maternal rubella-specific IgM (the product of
recent vaccination) from rubella-specific IgG
(produced by a previous rubella infection)
could probably advise on the necessity or
otherwise of termination and thus solve the
problem. The word "probably" in such an
emotionally loaded area may not be adequate,
and further work on this subject is awaited.
The experts furthermore inform us that rubella
vaccine, if given to a seropositive woman, has
not yet been exonerated from all possible risk.

In spite of these reservations we invite the
DHSS to have another think. The fact that
vaccination of seronegative women attracts a
fee is reasonable under their present policy,
but pedantry seems to creep in when payment
for vaccinating male staff working in antenatal
clinics (not the most likely group to give birth
even to normal babies) is withheld unless they
have been proved seronegative. Should not
family planning clinics, now under area con-
trol, have a rubella policy?

It is clear, as both their paper and ours show,
that there is still plenty of room for improve-
ment in the campaign against rubella mal-
formations and the fears inspired in so many
pregnant women.

A J RoSE
KENNETH MOLE

London SW7
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Late infection after total hip replacement

SIR,-In your timely reminder of the risks of
late infection in total joint replacement
following transient bacteraemia (leading article,
23 July, p 213), you neglected to mention what
is perhaps the commonest cause of such
bacteraemias-dental treatment. It was first
shown in 1935' that dental manipulations,
particularly extractions but also scaling and
endodontic therapy, result in transient bac-
teraemia. It is for this reason that patients with
a history of previous rheumatic heart disease,
heart murmurs, previous cardiac surgery
(valve replacement etc), indwelling pacemaker
electrodes, or patent ductus arteriosus should
be given prophylactic antibiotic therapy before
such treatment.
Rubin et al2 have reported three cases in

which a total hip replacement was lost owing
to infection after dental treatment, and he
presented circumstantial evidence suggesting
that it was organisms released into the circula-
tion during dental treatment which were
responsible for the infections in the hips. It is
important that the medical and dental pro-

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.6085.517 on 20 A
ugust 1977. D

ow
nloaded from

 

http://www.bmj.com/

