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symptoms of cerebral ischaemia developed, leaving permanent
neurological deficit.

Intravenous injections of diazoxide may cause an apparently
gratifying reduction in blood pressure in very severe hyper-
tensives. Clearly, however, rapid intravenous injections6 are
dangerous.'1 Our previously accepted views on emergency
blood pressure reduction need to be amended. Diazoxide
causes other serious side effects, including angina, myocardial
infarction, and diabetes mellitus,12-15 especially when given
to patients already receiving other antihypertensive drugs.
The recent introduction of intravenous preparations of
labetolol which can be given in graded mini-bolus doses or by
controlled intravenous infusion may overcome some of these
problems,'6 but in many instances oral preparations can
probably be given with equal effectl7 and with less hazard to
very severe hypertensives. Nevertheless, the first case reported
by Cove et al is particularly alarming: the patient became
blind after her blood pressure had been reduced from 290/175
to 120/80 over 36 hours after receiving drugs only by mouth.
Even more gradual reduction may therefore be preferable,
and diastolic pressures should not be lowered below 110 mm
Hg. Injected antihypertensive drugs should be used only in
severe hypertensive left ventricular failure or in frank
encephalopathy with fluctuating neurological signs. We should
no longer regard severe or malignant hypertension by itself
as an indication for parenteral treatment.
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Chronic ambulatory
peritoneal dialysis
In the last ten years the position of the United Kingdom has
fallen in the "league table" of countries in the proportion of
patients with chronic renal failure who are accepted for
treatment. In 1977 Britain accepted only 16 patients per
million of the population for treatment, though we know that
the true incidence of patients suitable for this is nearer 40 per
million, and, by comparison, acceptance rates per million for
the United States and Japan are over 50, France 33, Germany
30, Italy 26, and Spain 22.1 The main methods of treatment in
Britain are home haemodialysis or transplantation or both, and
hence the tendency to exclude patients who cannot have either
of those forms for technical reasons, such as difficult vascular
access; social reasons, such as lack of a spouse or helper; or
medical reasons, such as vascular disease or diabetes mellitus.
Patients with diabetes are often denied treatment because of

the poor prognosis with the progression of the diabetic
complications.
One possible method of increasing acceptance rates is to

use peritoneal dialysis more often. Intermittent peritoneal
dialysis has been practised for a number of years, either as a
holding procedure until space becomes available on a haemo-
dialysis programme, or as a definitive form of treatment.
Initially it entailed repeated peritoneal punctures, but more
recently these have become unnecessary because it has used
the Tenckhoff catheter, a soft silastic catheter which is left
permanently in the peritoneal cavity.2 Of over 73 000 patients
in Europe who are being treated for chronic renal failure,
roughly 2%, are being treated with peritoneal dialysis as the
definitive form of treatment. The patients' average age is 53-5
for peritoneal dialysis in hospital and 55-4 for that at home.
(This compares with the average of 41-45 for patients treated
with haemodialysis and of 28-36 for recipients of renal
transplants, depending on whether these are from living
related or cadaver donors.)
Roughly 140/ of patients treated by the peritoneal route are

receiving "chronic ambulatory peritoneal dialysis"-a tech-
nique, first described by Popovitch and his colleagues in 1976,3
which received considerable interest at the recent sixteenth
congress of the European Dialysis and Transplant Association
held in Amsterdam. In this method a Tenckhoff silastic
catheter is used, with exchanges oftwo litres of dialysate, while
the dwell time of the solution is increased to four hours by day
and eight hours overnight. Most units use four or five
exchanges per 24 hours and carry out the treatment seven days
a week. While the dialysate is in the peritoneal cavity the
plastic giving set and bags are folded into a small container,
which is held around the patient's waist. At regular intervals
the fluid is drained out into the same plastic bags and the
cycle is repeated. The patients receive a free protein diet,
while fluid overload and hypertension can be controlled by
using hypertonic (4.5°' ) dextrose solution. They need only a
short training time (10 to 14 days) and the control of uraemia
appears adequate, although it is not as good as the biochemical
results obtained with "standard" haemodialysis practice. The
blood urea and serum creatinine concentrations remain stable
(blood urea 25-30 mmol/l and serum creatinine 800-1000
Fmol/l), and the serum phosphate concentrations fall; hence
the dose of phosphate binders normally given may need to be
reduced. Despite protein losses from the peritoneum of up to
12 g/24 hours when five exchanges are used per day, the
concentrations of serum total protein and albumin remain
stable and that of haemoglobin settles out at about 8 g/dl.
One adverse effect of this method of treatment is the

increase in serum lipid concentrations, which occurs over
several months. One report at the congress, for example,
dealt with two patients who had had increases in the serum
triglyceride concentration of over 1000 mg/100 ml, possibly
related to the absorption of glucose from the peritoneal fluid
(five exchanges of 4*50, dextrose solution provide the patient
with an additional 832 calories). Several diabetic patients with
uraemia have been treated with chronic ambulatory peritoneal
dialysis and there is apparently better control of the blood
sugar concentrations when insulin is administered intra-
peritoneally. Nevertheless, considerably higher doses of
insulin are required when using this routine of administration,
though the blood sugar remains within physiological concen-
trations and the high postprandial peaks are avoided.
The main complication of chronic ambulatory peritoneal

dialysis is, of course, peritonitis. Reports at the congress
showed that its incidence varies, ranging from one episode per
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4 9 to one per 7-6 patient months of treatment. Most often, it
is due to a Gram-positive coccus, but "sterile" cultures may
be obtained in 12-65% of cases. Peritonitis is attributed to a
poor technique and poor hygiene but it usually responds to
treatment by either systemic or intraperitoneal antibiotics.
Occasionally during an episode of peritonitis the catheter
becomes blocked and requires changing.

Will chronic ambulatory peritoneal dialysis receive the same
enthusiastic support by doctors and patients in the United
Kingdom as it has done in North America, and will this
technique allow our renal units to treat the older high-risk
patient with chronic renal failure? It has many attractive
advantages-among them the short training time, the
feasibility of home treatment, and the lack of major capital
investment-but what is its long-term success ? Most of the
reports at the conference dealt with the early results, with a
mean duration oftreatment of9-12 months. Any new technique
must have a comparable or better survival rate than those with
the existing forms of treatment. In patients aged over 55 the
annual mortality for hospital haemodialysis is 172 per 1000
and for home dialysis 85 per 1000-which compares with an
overall mortality of 113 at any age for any form of treatment.
One of the reasons for the United Kingdom's poor showing

in the number of patients accepted for treatment for renal
failure has been the shortage of money. Unfortunately,
however, the costs ofchronic ambulatory peritoneal dialysis are
equivalent to those of home haemodialysis, because the
solutions used for infusions and peritoneal dialysis are
expensive. Although it is too early to draw any firm conclusions,
we must not allow chronic ambulatory peritoneal dialysis to
become second-class treatment for high-risk patients. This
could be the case if it was performed by inadequately trained
staff outside established renal units-which have the good
techniques to prevent many complications and can deal with
them when they arise.
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No case for an abortion Bill
Like its predecessors, Mr John Corrie's Bill to amend the
Abortion Act reflects the continuing opposition to "abortion
on request" among some MPs and members of the public.
The Bill's main proposals include changing the upper age
limit for termination from 28 to 20 weeks, altering the wording
of the clause on conditions from "risk" to "grave risk" to the
life of the pregnant woman, widening the conscience clause,
and licensing pregnancy advisory services. So yet again time
is being found by the House of Commons for a private
member's Bill though it has yet to debate the careful examina-
tion of the working of the Act by Mrs Justice Lane's
committee.
None of the major medical organisations is supporting the

Bill, and, indeed, the BMA's Representative Body has stated
unambiguously at two of its last three annual meetings' 2
that it sees no need for any amendment to the Act. Doctors
take this view because they know that in general the Act is
working well: individual tragedies occur mostly as a result of

delays and deficiencies in the overstretched NHS gynae-
cological services. A lot of the indignation among supporters
of the Bill originates from reports of dubious practices in the
private sector. Nevertheless, since so much depends on
medical judgments taken "in good faith" these activities are
not susceptible to legal control without crippling restrictions
on bona fide clinical decisions.
The proposal in the Corrie Bill that has caused most

concern to obstetricians is the one restricting terminations to
pregnancies of less than 20 weeks.
Even if, as Mr Corrie told MPs during the second reading

debate,3 this limit is amended to 24 weeks and there is a specific
exclusion for cases where the baby would be born severely
handicapped, the changes will cause problems. Obstetricians
dislike late terminations, but delay until the 20th week or
thereabouts is inevitable where suspected fetal abnormalities
have to be confirmed by tests on specimens of amniotic fluid
or by techniques such as fetoscopy. Often, too, patients are
uncertain of their dates and some women delay seeking a
termination until the mid-trimester. In all these circumstances
a doctor has to balance risks against benefits, often on the
basis of incomplete information. For new legal requirements
to be added would only further complicate decisions which are
already difficult and sometimes harrowing. Yet the record of
legal vindictiveness among extreme opponents of abortion can
leave little doubt that charges might be brought against an
NHS obstetrician for a technical offence despite his having
acted in what he saw as the best interests of his patient.
Furthermore, as Mr Victor Tunkel argues convincingly at
p 253, very late terminations are already illegal under the
existing law unless done on account of a grave risk to the
mother's life, since the Infant Life (Preservation) Act of 1929
makes it an offence to "destroy the life of a child capable of
being born alive," and the Abortion Act specifically stated that
it was not intended to affect that provision.
Mr Tunkel's legal analysis is timely, for it shows that the

present law is being widely misinterpreted and that the
reformists have been looking at the wrong end of pregnancy.
In clinical terms, by far the most important question needing
legal clarification is the termination or frustration of very early
pregnancy. Here an analogy may be useful. Most doctors in
practice today can remember when suicide, attempted or
completed, was a criminal offence-yet now such a concept
seems barbaric. The same incredulity will, surely, soon
apply to attempts by the criminal law to control termination
of pregnancy in its early weeks. Legal regulation is reasonable
later in pregnancy (on the grounds of the duty of the law to
respect concepts such as the sanctity of life) but it must be
flexible enough to take account of the rapid pace of develop-
ment in antenatal diagnosis of genetic and developmental
disorders. An ideal law should surely reflect clinical realities,
and requires that the criteria for termination should become
progressively more stringent with the length of pregnancy.

Meanwhile, those MPs who wish to amend the Abortion
Act have failed to convince any substantial body of medical
opinion of the need to change the law. Nor have they shown
that any of the recent headline stories of "abortion scandals"
would have been less likely had the law been changed. Mr
Corrie's Bill is ill researched and ill conceived and should be
rejected.
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