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him to prosecute doctors for murder it might be as well to
find out what the public thinks about it.
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Depression after childbirth
That "happy event," the birth of a child, is not always a source
of unalloyed joy. About one in six of all births are conceived
outside wedlock, and for girls under 20 the figure is seven out
of 10.1 The high rate of marital breakdown gives some
indication of the strains of establishing and maintaining a
lasting relationship, yet the demands on the mother of her
adjustment to maternity, especially for her first child, are more
complex, more demanding, and subject to inflexible time
restraints. Add to this the endocrine and metabolic turmoil of
pregnancy and the puerperium, and it is scarcely surprising
that the risk of admission to a psychiatric hospital is greater
during the 12 months after childbirth than at any other time
in a woman's life.

For all practical purposes, psychiatric disturbance in the
puerperium is affectively based.2 Schizophrenia is largely
unaffected by pregnancy, and the risk of its development in
the puerperium is no higher than at any other time. Three
main types of mood disturbance can be clearly identified.
The first, "baby blues," affects more than half of normal

women on the third or fourth day after delivery. Weepiness is
the outstanding feature, usually accompanied by despondency,
lethargy, anxious feelings often related to convictions of
maternal incompetence, and subjective impairment of memory
and concentration. Many women welcome the contentment of
the middle trimester but find the mental fogging of the
puerperium distressing and are convinced that they are going
mad. No treatment other than reassurance and support is
required, for the condition is usually mild and always
transitory.
Next is the condition best labelled postnatal depression-

so long as it is not regarded as an illness which responds to
antidepressants alone. Depression of this type usually develops
in or after the third week of the puerperium. It varies in
intensity and from day to day and is reactive to circumstances,
often with a tendency to worsen as the day goes on. Anxiety,
often related to the baby, irritability, and fatigue are common
and impair the development of maternal competence. Variable
insomnia and fluctuations in the appetite add to the difficulties
of establishing the new domestic routine. Definite loss of
interest in sexual relations and in her personal appearance may
contribute to worsening of the woman's relationship with her
partner.

Postnatal depression is usually self-limiting, with nearly
two-thirds of patients recovered within a year, but the
remainder have residual symptoms. Many women are left
with a soured relationship with their husbands or impaired
bonding with their infants. Medical recognition of this illness
is in itself therapeutic, for many women and their families
blame their symptoms on to physical disorders or personal

inadequacy, rejecting the possibility of a recoverable emotional
disorder. Reassurance, an opportunity for ventilation of her
feelings, and sympathetic emotional support for the woman
from family and professionals may need to be supplemented
by practical help aimed at developing and reinforcing com-
petence rather than "taking over": a washing machine,
companionship, or a baby sitter may be of more value than
expensive psychotherapy.
Though the emotional and social roots of postpartum

depression are important, the value of symptomatic drug
treatment should not be overlooked. Tricyclic antidepressants
can help restore sleep and relieve persistent depression.
Monoamine oxidase inhibitors demand more caution and
greater skill in their use. Tranquilliser-sedatives such as
diazepam or lorazepam may be of greater value, but such
drugs should always be prescribed for a limited period and as
part of a more comprehensive plan of treatment.
The final and most dramatic condition is one in which a

few nights of insomnia may herald a florid psychosis with
hallucinations, delusions, and confusion. In the past the
perplexity, confusion, and common paranoid ideation have
frequently led to a mistaken diagnosis of schizophrenia. The
crucial distinguishing features are the acute onset and the peri-
natal associations. Onset is unusual within the first 48 hours,
but in about 40% of cases symptoms begin within a week of
delivery. The remainder are mostly spread over the next three
months, with some increased risk for at least a further year.
About 10% of patients with puerperal psychosis present as
having a manic disorder, some with mixed depressive ideation.
These cases tend to have an early onset.
The management is that of affective disorder at any time,

but the acute distress and the needs of the infant may indicate
an earlier recourse to electric convulsion therapy. Admission
to hospital is usually required-and it should always be
possible to admit the infant so that the mother may continue
to care for him.
The risk of a recurrence in a subsequent pregnancy lies

between 10% and 20%, but a few women have a recurrence
with each succeeding pregnancy. Such a course of events
cannot be predicted, but three successive episodes should be
accepted as grounds for advising sterilisation. The risk of a
non-puerperal recurrence is that of any episode of affective
disorder. The three syndromes described are clinical approxi-
mations, and in the future more knowledge will no doubt give
us greater precision in diagnosis and treatment. Meanwhile
we need to remember that one woman in two will get the four-
day blues and be none the worse for it. One woman in 10 will
have a more serious disorder, and a variety of factors may be
associated with this increased risk. These include a personal
or family history of depressive disorder, a major bereavement
in early life, poor mothering in childhood, poor social supports,
poor housing, first pregnancy, delivery by caesarean section,
a recent concentration of disturbing life events, and high
expressed anxiety at the end of the pregnancy.3 4
The one in 500 deliveries which is followed by a puerperal

psychosis is more likely to occur in a woman with a personal or
family history of affective disorder. Some have suggested that
increasing anxiety towards the end of pregnancy or extreme
postpartum insomnia is an important prodromal sign but
generally the illness comes out of the blue.
Many psychotropic drugs are excreted in breast milk and if

drug treatment is needed breast feeding should be suspended.
Lactation may be maintained by expression if the treatment is
expected to be short term, but severe affective disorders
demand long-term treatment to prevent relapse.
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The crucial step is recognition of puerperal depression.5
Diagnosis may be facilitated if a brief personal and family
psychiatric history was obtained during the late antenatal
period and specific questions asked about depression and
coping at the time of postnatal examination. Prevention of
disability and distress due to the illness may have favourable
repercussions not only on the marriage but on the future ofthe
newborn child.
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Industrial bladder cancer
The incidence of occupational bladder cancer is difficult to
estimate, since there may be a long period between exposure
to a toxic substance and the appearance ofcancer. Furthermore,
the cause of death as notified to the Registrar General may
not be accurate.' The Association of Scientific, Technical,
and Managerial Staff2 states that, though there are over 7500
cases of bladder cancer diagnosed each year in Britain, only
five to ten are recognised by the DHSS as being occupational
and eligible for industrial benefit. Certainly compensation
may be underclaimed on a wide scale3: out of 182 new cases
of bladder cancer diagnosed in men between 1975 and 1979 in
Huddersfield 47 had proved industrial exposure. These
figures are inflated by carcinoma in situ, which may be
responsible for the geographic differences in mortality rates
in superficial bladder cancer.4

In 1895 a German surgeon called Rehn5 observed that
bladder cancer was frequent among chemical workers in his
practice. Over the next 50 years, further reports6-11 showed
an increased risk of bladder cancer in workers exposed to
aromatic amines. The Association of British Chemical
Manufacturers set up a research project on industrial
"papilloma" of the bladder, which reported12 that contact
with benzidine, ,3-naphthylamine, and a-naphthylamine, or
some combination of these, increased the overall risk of
dying from bladder cancer 30 times above that of the general
population. Papilloma of the bladder was made a prescribed
industrial disease in chemical workers in 1953. The Industrial
Injuries Provisions of the Social Security Act 1975, in the
section on prescribed disease, relates the development of
urothelial neoplasms of the bladder, renal pelvis, ureter, or
urethra to exposure to a range of chemicals difficult for the
non-expert to understand. The subject has been well reviewed
by Scott.13

Exposure to carcinogens may occur in the chemical industry;
the rubber and cable-making industries, where men may have
inhaled fumes from hot processes to which antioxidants have
been added; gas-retort houses; rodent-control operators who
may have used the poison antu (ao-naphthylthiourea); and,

finally, a wide range of laboratory workers who may have
used benzidine. A recent report'4 states that engineering
workers using lubricant oils may also be at risk.
Some industries voluntarily use cytological screening of the

urine to pick up early cases of bladder cancer. Detection has
become even more important now that early stages of the
disease may be reversed by treatment with intravesical
doxorubicin.'5 Finding atypical cells provides a warning that
the bladder mucosa is undergoing change, which should be
investigated by intravenous pyelography, cystoscopy, and
random biopsies of the bladder mucosa. Initially the mucosa
may look normal, and only random biopsy specimens inter-
preted by an experienced histopathologist will show dysplasia
and early changes of carcinoma in situ.'6 Atypia, dysplasia,
hyperplasia, and early carcinoma in situ may all coexist,'7 and
the term "malignant urothelial dysplasia" may be best to
denote an unstable bladder mocosa with malignant cytological
change. People who have been exposed to carcinogenic
substances should be subjected to regular cytological screening
every six months, and this should be continued even if they
leave the industry or retire. Such tests should be monitored
by a central authority and not left to individual firms to
institute on a voluntary basis.
Under the 1975 Act anyone who has been exposed to

specific carcinogens and who has developed a transitional-cell
neoplasm may submit a claim for industrial benefit. The
term "papilloma" is often used to describe these tumours,
but a true papilloma is a rare growth, probably accounting for
only 1-2% of all bladder neoplasms. The Act does not mention
that carcinoma in situ is usually found before the actual
development of a tumour, so that early cases of industrial
bladder cancer are excluded from the Act. In addition, the
onus is on the applicant to prove that he has been exposed to a
known carcinogen, and this may be difficult, since many old
works records are inadequate.
The Act should therefore be revised with two objectives:

firstly, so that more people may obtain compensation, and,
secondly, so that the disease should become compensatable
at an early stage. The past cannot be altered, but future policy
should allow workers who have been subjected to known
carcinogens to be screened on a national basis. When any
industry is considered to present a risk then a central advisory
body should be given powers to supervise a research pro-
gramme to substantiate or refute allegations.
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