
BRITISH MEDICAL JOURNAL VOLUME 282 23 MAy 1981 1649

service could be assessed by its attitude to home deliveries.
For the services to oppose home deliveries when they could
produce no evidence that they were dangerous was, he implied,
an act ofprofessional bullying and boded ill for the relationship
between doctors and their patients. If some women want home
deliveries then the obstetric services should do their best to
provide the necessary facilities.

Free choice was supported by Professor Kloosterman:
women with low-risk pregnancies should be able to choose
where they wanted their baby delivered. Domiciliary and
hospital obstetric services both co-operated and competed in
Holland, he said. The competition kept standards high and
encouraged the hospital to be as human and non-interventionist
as possible, while the co-operation ensured that the domiciliary
service was well backed up. The mood of the conference,
which contained many more general practitioners and mid-
wives than obstetricians, very much favoured this co-operation.
Most delegates could not see why a revitalised domiciliary
obstetric service and a humanised hospital service could not
work happily together to produce a still lower perinatal
mortality rate in Britain-with more women enjoying the
experience of childbirth.
The last session ofthe conference was devoted to a discussion

of how pregnancy might be managed over the next decade.
Sir John Dewhurst, a past president of the Royal College of
Obstetricians and Gynaecologists, thought that all pregnancies
would come to be seen as high risk and that all deliveries
should take place where all emergencies could be managed
efficiently-which presumably means in hospital. Many of
the other speakers, however, including Dr Gordon Taylor, a
Reading general practitioner, and Dr Zander, believed that
home deliveries should be allowed to continue and maybe
increase. Both thought that this would need administrative
and educational improvements, but that these could be
achieved-at relatively little cost and yet with great benefit.
Many obstetricians regard the home-deliveries issue as

unimportant. To them the challenge of obstetrics is to reduce
the perinatal mortality rate further, particularly in the lower
social classes; and the worry of a few-mostly middle-class-
women about where they have their baby is seen as almost an
irrelevance. All obstetricians can think of births that have
unexpectedly and rapidly become difficult, and the thought
of having to manage such births in an ordinary home makes
them shudder.
Yet there are some women (and it would be interesting to

know how many) who very much want to have their babies at
home, and some of them are willing to forgo professional help
and break the law if necessary. If home deliveries are to
increase again then either declining community obstetric
services will have to be resuscitated or, as in the United
States, lay midwives will have to be licensed. If people want
to reject orthodox medical care, should they be free to do so ?
Prosecutions for "illegal" home delivery serve only to high-
light the authoritarian image of doctors.

Inhaled foreign bodies
Inhalation of a foreign body must always be treated as a serious
matter, as prompt diagnosis and treatment are essential; it is a
not uncommon cause of accidental death in children.'

Seeds, nuts, beads, bones, teeth, and many other objects
may be inhaled. In Western countries peanuts are major

offenders; in Arabic countries the culprits are usually melon
seeds. Organic matter tends to cause more problems than
inorganic matter, since oils released from a melon seed or
peanut (together with salt) may cause additional irritation ofthe
bronchial mucosa. In contrast, if flowering grass heads are
inhaled diagnosis may be delayed since these may cause less
occlusion and chemical reaction than more solid foreign bodies.
A delay in diagnosis may result in bronchiectasis.2
Only one-third or so of patients give a history of inhalation.3

History taking is important: an episode of choking and
coughing or unexplained wheezing or cough should make the
doctor suspect a foreign body. Haemoptysis may occur, but
the most common clinical manifestations are the triad ofcough,
wheezing, and decreased air entry.4 Foreign bodies are most
often found in the right side of the bronchial tree and in the
basal bronchi.5
As many as two-thirds of patients have abnormal physical

signs5 such as decreased air entry, rhonchi, or stridor. The
incidence of radiological abnormalities has varied widely in
reported series. A radio-opaque foreign body is readily recog-
nised, but most foreign bodies are non-opaque. The chest
radiograph may be normal, but there are often secondary
changes such as obstructive emphysema, atelectasis, pneumonia,
or lung abscess. Partial occlusion of a bronchus may cause
hyperinflation of the affected lung, and there may be a shift of
the heart and mediastinum towards the unaffected side,
especially after a forced expiration. Complete occlusion of a
bronchus may lead to atelectasis as the trapped air is absorbed.
This may be associated with a raised diaphragm and a shift of
the mediastinum towards the abnormal side.

Evaluation of a patient with an inhaled foreign body should
take account of his age; the nature, location, and size of the
inhaled foreign body; and how long it has been in the lung.3
Younger patients' air passages are smaller and there is a serious
risk from associated oedema. Sharp objects may perforate a
bronchus causing a pneumothorax. A hard object may be
difficult to grasp with bronchoscopy forceps, and peanuts or
flowering grass heads may fragment during removal. In general,
the more distal the location of the foreign body the less effect
it has on respiration and the less urgent is its removal. Foreign
bodies which have been present for a long time may cause
abscess formation, atelectasis, or bronchiectasis; their removal
may be difficult if they are encased in granulation or fibrous
tissue and manipulation may cause bleeding.
Some patients will cough up foreign bodies spontaneously,

but in the remainder prompt treatment is indicated. Cotton
et a16 advocated treatment by repeated postural coughing and
drainage to remove a foreign body, but this may require many
repetitions, perhaps without success, and is not now recom-
mended. The safe removal of an inhaled foreign body depends
on close co-operation between an experienced anaesthetist and
bronchoscopist. Bronchoscopy should be carried out under a
general anaesthetic using a rigid bronchoscope with adequate
preoxygenation-fibreoptic bronchoscopy is not suitable for
this procedure except for a very small peripheral foreign body.
Removal of the foreign body may require forceps, suction, and
in some cases Dormia baskets, magnets, or Fogarty catheters.7
Occasionally more than one bronchoscopy is needed with
treatment between operations with postural coughing, physio-
therapy, antibiotics, and corticosteroids. Pretreatment with
steroids is recommended in all patients under 2 years of age3
since these are thought to reduce the degree of oedema of the
bronchial mucosa and so make removal of the foreign body
easier. Mortality from bronchoscopy procedures for removal
of foreign bodies is very low.1 3-5 8-12
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In the unusual event offailure to remove a foreign body with
a bronchoscope, a thoracotomy will be necessary; broncho-
tomy, segmental resection, or lobectomy may be neces-
sary. Complications of inhaled foreign bodies include asphyxia,
cardiac arrest, life-threatening dyspnoea, laryngeal oedema,
and pneumothorax. Late complications such as pneumonia,
lung abscess, or bronchiectasis may occur when a foreign body
has been retained for a number of weeks. Early bronchoscopy
may, indeed, be life saving and may prevent permanent
disability; but the first requirement is a high index of suspicion
that the patient may have inhaled something into his lungs.
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Why not vaccinate
against malaria?
A recent review' of malaria worldwide pointed out that over
one-fifth of the people living in the historical endemic areas
(2128 million or 65% of the total world population) were still
exposed to the risk of infection. Matters are worst in Africa,
where nearly three-quarters of the population is at risk, and
where the main species is the potentially lethal malignant
tertian parasite Plasmodium falciparum. A gradual collapse of
malaria-control operations led to the resurgence oftransmission
(at first mainly P vivax) in India to an annual total of over
six million cases in the mid-1970s. The malaria eradication
campaign sponsored by WHO in the 1950s did succeed in
virtually elimating malaria from Europe, the Asian part of
the USSR, North America, and Australia. In other areas a
variety of problems, some socioeconomic, others technical,
have blocked progress and forced a major change in the
strategy2 ofcontrolling this disease.

Malaria remains a prime obstacle to progress in many
developing countries and a source of morbidity and mortality
even in non-endemic countries-in England, Wales, and
Northern Ireland 1670 cases ofimported malaria were recorded
in 1980, with nine deaths.3 Among the technical problems
facing the health authorities is resistance of malaria vectors to

insecticides and of the parasites (especially P falciparum) to
antimalarial drugs. Considerable effort is being put into
developing new insecticides and drugs and into research into
the mechanisms ofaction ofand resistance to such compounds:
partly under the auspices of the WHO/UNDP/World Bank
Special Programme for Research and Training in Tropical
Diseases.4
The remarkable success of the WHO campaign for eradicat-

ing smallpox has prompted many people to pose the question
"Why not vaccinate against malaria ?" Unfortunately, the two
conditions are utterly different. Unlike the virus of smallpox,
the protozoal organisms causing malaria undergo a complex
series of metamorphoses both within and outside the human
host. The infective stages that are injected when a female
Anopheles mosquito bites do stimulate an immune response
during the brief period that they remain in the circulation, but
this response appears to be largely humoral and lasts only a few
months.5 6People living in endemic areas who are continuously
exposed to infected mosquitos remain susceptible to infection.
Nevertheless, volunteers can be protected against homologous
challenge for a few months by inoculation with irradiated
sporozoites.7 8 The use of adjuvants does not apparently
improve this protection. The failure of thymus-deprived mice
to survive such challenge suggests that cell-mediated effector
mechanisms are also concerned, but whether these observa-
tions are relevant to human disease remains open to question.
In practical terms, the problems in the mass production of
sporozoites for a vaccine are probably insurmountable, quite
apart from the difficulties of conserving and transporting such
a vaccine.
Most attention has been focused, therefore, on the

mechanisms of immunity against the stages ofmalaria parasites
in the blood.5 Both humoral and cellular effector mechanisms
operate against the different stages of the parasites. IgG and
IgM have been shown to block the invasion of fresh erythro-
cytes by the merozoites that are liberated when the plasmodial
schizonts mature and burst from their host red cells.
Merozoites are the logical forms to use for vaccination since
they are free of contaminating host-cell substance that might
induce an autoimmune response. New techniques have been
developed for the laboratory cultivation of P falciparum9
and, while these are not yet at the stage of mass production
that would be required before a merozoite-based vaccine
could be exploited, they have opened the way to extensive
studies on vaccine development. Several workers have now
been able to protect animals (especially the South American
Owl Monkey, Aotus trivirgatus) against otherwise lethal
challenge with P falciparum. Nevertheless, as was found in
earlier attempts to protect rhesus monkeys against blood stages
of P kZnowlesi, use of an adjuvant together with the antigenic
parasite material is essential, and up to now the best results
have come from substances, such as Freund's complete
adjuvant and saponin, that are unacceptable for human use.10
Moreover, in these studies on animals protection has rarely
been complete even with the use ofmodern adjuvants, and the
outcome has been unpredictable from one animal to another.
A major problem facing all attempts to develop malaria
vaccines is our ignorance of the relevance of data obtained
from work on the available animals (mainly rodent and simian
hosts and parasites) to the response that might be expected in
man.'1
These are only a few ofthe difficulties in the development of

a malaria vaccine before we even reach the major questions that
must be posed before clinical trials. Clear guidelines have
been laid down for the criteria that a vaccine must meet before
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