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patients continue to exhibit an unfavourable
cervix resistant to induction post term and
most of these benefit from local prostaglandins.
With careful adjustment, the highly

sophisticated cardiotocographic monitors avail-
able today allow very satisfactory recordings
to be made. Perhaps in our critical age
induction with a PGE2 pessary should
constitute the only permissible form of
"stress test." After all, if a potentially com-
promised fetus shows distress at this early
stage, then expedited delivery by the most
appropriate route would obviously be in the
best interests of the fetus.

In the future, different doses of PGE2
pessaries will be available, depending on the
requirements of the individual patient. It may
be that 1 mg, 3 mg, and 5 mg pessaries will
prove necessary, and perhaps when the drug
companies concerned are more interested in
the commercial aspect of their production
this will be possible. Each pessary costs
approximately £6, but surely this, or S14, is
not a large sum when compared with the
potential benefits gained, especially if caesarean
section and its attendant price are avoided, as
our reported series showed possible. Given the
choice, patients prefer this method of "non-
invasive" induction, and if they had to most
would be willing to pay for it. At present, in
many centres in America, the caesarean
section rate is much higher than that in Great
Britain. There are many reasons for this, but
quite definitely, if the United States Food
and Drug Administration were to recognise
the tremendous potential and advantages of
locally administered prostaglandins, then
prolonged inductions ending in failure and
inevitable caesarean section could be avoided
in the USA too. This would be especially
important in- a country where the maxim
"Once a section, always a section" is very
widely applied.
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Postpartum haemolytic uraemic
syndrome

SIR,-It may be worth while thinking of the
haemolytic uraemic syndrome (21 July, p 179)
on the assumption that it derives from loss of
equilibrium within the interlinked system' of
proteolytic control.

Each condition predisposing to or pre-
cipitating the syndrome (HUS) has within it
an element of proteolytic stress: postpartum
HUS may be related to the intense involutional
proteolysis of the puerperium2; HUS in
young women on oestrogen-containing oral
contraceptives may be related to protease-
dependent acute-phase effects of hyper-
oestrogenism3; HUS after an endotoxic
condition4 may be related to activation of
coagulation and complement systems plus
release of tissue proteases from damaged cells;
the HUS of severe preclampsia may have a
similar basis.5 The allied aspects of the
Shwartzman reaction, mentioned by Dr Gwyn
Williams, are also likely to have their basis
in the upset of proteolytic equilibrium in
endotoxic shock.fi

If the loss of control is overwhelming several
proteolytic cascades may be released from
control and become hyperactive, including the
kallikrein, renin, complement, and coagulation
cascades. The exact pattern will vary in
different patients but on this basis it may not
be so surprising if the HUS is heralded first
by permeability (kallikrein) or hypertensive
(renin) upsets rather than by complement or
coagulation changes.
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Neonatal care

SIR,-The impressive work of Dr Malcolm L
Chiswick and others for the babies of Lanca-
shire (28 July, p 247) is difficult to assess on
the figures given. Superficially the first-week
mortality of about 7 per 1000 at St Mary's
Hospital, Manchester, in 1978 does not differ
much from the 1978 perinatal figure of 15 4
for England,' over half of which is likely to be
due to stillbirth. However, the overall neonatal
rate for individual hospitals is bedevilled by
fluctuations in the distribution of babies by
weight and by differences in reporting habits
for very small babies. Babies born dead before
28 weeks are not reported; those alive should
be, no matter how small. Thus in one hospital
in 1975 of 18 deaths in the first week six were
in infants weighing 450 to 470 g, and their
omission would have lowered the mortality
from 10 to 6 7.

Perhaps the time has come for editors to
insist that, as a minimum, figures on small
babies are reported by the number born and
the number dying at each weight. Only so can
we compare-and perhaps dispute.
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Breast or bottle

SIR,-I greatly enjoyed Dr Paula H Bolton-
Maggs's paper "Breast or bottle" (11 August,
p 371) and agree entirely with her that, as a
nation, we appear to consider breast-feeding
unusual and maybe even socially rather un-
acceptable. Perhaps, women doctors, knowing
the undeniable medical advantages of breast-
feeding, should themselves be given special
encouragement to breast-feed so that they may
in turn be better qualified to advise others.

Unfortunately, the medical mother wishing
to breast feed may find herself faced with two
major areas of difficulty. Firstly, as Dr Bolton-
Maggs suggests, attending staff often seem to
assume that doctor patients "know it all."
Indeed, in some instances, this may be
reinforced by the doctor mother's reticence to
admit what she may consider her own
inadequacies. No matter how well medically
qualified a woman is, motherhood is at first

strange and stressful and the doctor mother is
not immune to the problems associated with
establishing breast-feeding. At this critical
stage she needs to be actively offered the help
and advice she may feel reluctant to seek for
herself.

Secondly, a medical mother wishing to
pursue her career in what is a male-dominated
profession may feel under pressure to "put
the baby on the bottle" as soon as possible so
that she can return to work early and thus
minimise the inconvenience to her male
colleagues and subsequent adverse comment
from them.
Of course, neither of these problems is

restricted to doctor mothers. But, given that
they are likely to form a highly motivated and,
hopefully, articulate group, should we not
try to make breast-feeding easy and enjoyable
for them, in the hope that we may produce
within the profession a core of individuals
experienced in breast feeding and enthusiastic
about it to counteract the prevailing
ambivalence which Dr Bolton-Maggs de-
scribes ?
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SIR,-Like Dr Paula H Bolton-Maggs (11
August, p 371), I left medical school believing
that determination was the vital factor in
successful breast-feeding. I too was deter-
mined, and yet my hungry baby failed to
thrive, and I eventually had to give in and give
bottles.
Too late, I discovered Penny and Andrew

Stanway's book Breast is Best,' with its
refreshingly simple conclusion that to boost an
inadequate milk supply one must increase the
total sucking time. Obvious this may be, but it
is far from being a widely taught truth.
Instead one is advised to limit sucking time to
"10 minutes a side" lest cracked nipples
develop. Frequent feeding is discouraged, lest
mother becomes tired-though it is far more
tiring to pace the floor with a hungry, crying
babe. Again, feeding one's infant more often
than four hourly is considered to be evidence
per se of an inadequate milk supply and an
indication to start complementary feeds, when
in reality it is just what the hungry babe needs.
The weekly weighing often advised can induce
such anxiety that relaxed feeding becomes
impossible. The deficiencies of maternity units
in failing to encourage early suckling, in
proffering complements at the slightest excuse,
and in separating mother and baby are but the
beginnings of one's problems.

It is easy to make lack of maternal deter-
mination the scapegoat for all breast-feeding
failures; but surely bad advice and unhelpful
customs are often the real culprits ?
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SIR,-I should like to put the other side of the
coin in the discussion "Breast or bottle." Like
Dr Paula H Bolton-Maggs (11 August, p 371)
and Anne Chase (25 August, p 492) I also was
determined to breast-feed my first baby.
Unlike these two, however, I failed.
On being discharged from hospital after the

birth, I was fully breast-feeding my infant, and
he was gaining weight. On arriving home,
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