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criticism of what is being undertaken. At a
recent meeting the regional advisers thought
that the development was a useful one and Dr
van't Hoff, regional adviser for the West
Midlands, is helping the editor over this.

It seems to me-writing as a general
physician, and remembering well the amount
of work involved-that audit on the lines
described in this letter is much more likely
to be acceptable to the people who actually do
the work than is the bureaucratic approach.

CYRIL A CLARKE
Medical Services Study Group of the

Royal College of Physicians,
London NW1 7NF
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Perinatal and neonatal mortality

SIR,-Since the isolated GP maternity unit
has come to be regarded as relatively unsafe
for delivery, as you point out in your leading
article (26 July, p 255) about the report of Mrs
Ren6e Short's committee,' it is important not
to tar with the same brush the GP unit which is
integrated into or attached to a consultant unit.
Marsh in 19772 gave perinatal mortality

figures of 8 2 per 1000 for his unit. I have
over the past seven years been adopting a
policy of accepting virtually all comers for GP
delivery in the Dulwich Hospital GP unit.
Although this has meant that I have run into
obstetric problems, the perinatal mortality
is only five of 680 booked patients, and four of
these deaths were due to congenital abnor-
mality. If these figures are maintained they
would suggest that when a single doctor super-
vises antenatal care and delivery with adequate
obstetric facilities, perinatal risk factors are
greatly reduced, and these conditions can be
realised most easily in an integrated GP unit.

M P ROSEVEARE
London SE24 9HE
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SIR,-Your excellent leading article (26 July,
p 255) welcomes Mrs Renee Short's report on
steps to reduce perinatal and neonatal
mortality, and outlines its recommendations
for prevention through improvement in the
quality of antenatal care. The report also
examines, however, other apects of prevention
with regard to both the present and the future
-namely, the reduction in morbidity which
can result from the application of genetic
knowledge and the recognition of hereditary
diseases or genetic conditions which may
predispose to disease. The report in fact
encourages all regions to investigate, as a
matter of urgency, the organisation of their
genetic services, and to see whether they are
commensurate with present knowledge.

PAUL E POLANI
Paediatric Research Unit,
Guy's Hospital Medical School,
London SE1 9RT

When do pregnant women attend
for antenatal care?

SIR,-We were interested in the report of Drs
Hazel Simpson and Godfrey Walker on the
antenatal care of 313 women (12 July, p 104).
We performed a similar study at this hospital
on 199 women attending one antenatal clinic.
As well as factors already discussed in the
paper, we examined the time when the woman
first thought that she was pregnant and when
she first attended her general practitioner
before referral to the hospital for antenatal care.
The biological characteristics of the women

in the two studies must be compared. The
ages in the study by Drs Simpson and Walker
are not reported; ours were 20 years or under,
10%,'o; 21-30, 62%; 31 and over, 28%o. The
parity pattern was similar, with 45% of
primiparous patients at Queen Charlotte's
Maternity Hospital compared to 42%,' primi-
parous patients in the other study. The social
class structure was different, for while Drs
Simpson and Walker examined an area
population the Queen Charlotte's Hospital
study was at one teaching hospital. As
expected, there was a skew in socioeconomic
class: we found a higher proportion of social
classes I and II (27%' compared with 16%),
and while social class III accounted for
exactly the same proportion (37%), social
classes IV and V constituted 29%// compared
with 42%.

Weeks of gestation when 199 women first thought
they were pregnant and when they attended their
family practitioners

First attended
First suspected general

pregnancy practitioner
(weeks) (weeks)

Primigravid (n = 90)
Mean 5 0 7-5
Range 0-18 3-18
SD 2-1 2-6

Multigravid (n = 109)
Mean (weeks) 4*5 7 4
Range (weeks) 0-9 2-19
SD 1-8 2-5

The table shows the relevant results and
indicates that women think that they are
pregnant much earlier than many doctors
would believe. Both the primigravid and the
multigravid considered themselves pregnant
at a mean of just under five weeks from the
first day of the last menstrual period-that is,
one week after missing menstruation. The
range was wide in each case, but although the
distribution tailed to 18 weeks in the primi-
gravid and nine weeks in the multigravid
women the standard deviations were relatively
small; we noted many who thought that they
were pregnant before a period had been missed.
Further, both primigravid and multigravid
women attended their family doctor at a mean
of seven and a half weeks, well inside the time
when an early attendance at the hospital could
be arranged. None of the 199 women examined
actually came to the hospital after 20 weeks and
no women who attended showed any delay
after being seen by the general practitioner.

It is difficult to compare two areas of
London; further, the work of Drs Simpson
and Walker was a community-based one, while
our study was based on those who actually
arrived at the hospital. It does not include
those who thought that they were pregnant but
were not, or those who aborted early. How-
ever, our data do show a trend suggesting that

women who are actually pregnant think so
much earlier than many doctors believe and do
make the effort to attend their family cfoctor
early in pregnancy. These results need con-
firmation, but if they are generally true this
could lead to a much earlier consultation at the
hospital antenatal booking clinic and so to a
higher proportion of women being under care
at a time when they could make the best use of
any prenatal screening programme available
to detect Down's syndrome or central nervous
system abnormalities.

GEOFFREY CHAMBERLAIN
Queen Charlotte's Maternity Hospital,
London W6 OXG

Intrathecal morphine as sole analgesic
during labour

SIR,-The article by Dr Peter V Scott and
others (2 August, p 351) was topical but tended
to confirm a pre-existing reluctance to use
their method. Recently Daines et all reported
respiratory arrests occurring 12 hours after an
intrathecal injection of 1 mg of morphine in
4 ml 0 5% isobaric bupivicaine. After three out
of five women receiving this treatment had
experienced severe respiratory depression the
authors, who lived in Dallas, had abandoned
the technique. My own view also is that t is
method is unjustifiable.

J A T DUNCAN
Dunfermline and West Fife Hospital,
Dunfermline KY12 7EZ
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SIR,-We were interested in the article on
intrathecal morphine in labour by Dr Peter
Scott and others (2 August, p 351) but would
make the following points.
We assume that an ethical committee passed

this study, though it was not mentioned in the
paper.

Perhaps the most worrying feature was the
incidence of side effects which, though of a
minor nature, can be distressing to the patient.
In fact, Booker et al (paper presented to
Obstetric Anaesthetists' Association, March
1980) found that the combination of itchiness
(38%), nausea, and vomiting (32%') following
epidural morphine (2-5 mg) precluded its
further use. We would suggest that the same
would apply to intrathecal morphine at
present. Good pain relief in labour can be
obtained by the use of epidural pethidine,'
particularly when combined with adrenaline
without any of these side effects. It also
obviates the need for dural puncture. Even if
a 25-gauge spinal needle is employed the
incidence of postspinal headache is about
16%.2
We are disturbed that this article may

promote the widespread and regular use of
intrathecal morphine and other opiates for the
relief of pain in labour. We believe that its use
is precluded by the high incidence of side
effects compared with those associated with
other forms of analgesia, which include
epidural opiates.

B W PERRISS
A F MALINS

Department of Anaesthesia,
Royal Devon and Exeter Hospital,
Exeter EX2 5DW
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