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"Near-miss" cot deaths and home monitoring

Attempts to identify babies who may be at risk of the sudden
infant death syndrome have concentrated on healthy infants
who suddenly become apnoeic, usually during sleep.
Apparently moribund, they are resuscitated and then in-
vestigated in hospital. They are labelled "near-miss" cot
deaths because of the dramatic presentation, the frequent
failure of the clinician to find an adequate explanation for
the episode, and a similar age range to that in those children
who succumb to- the sudden infant death syndrome. This
has encouraged the belief that "near misses" represent part
of the range of cot deaths and provide the most appropriate
patients for subsequent study of the physiological mechanisms.
The range of studies performed on these infants has been

reviewed recently by Shannon and Kelly,' who pursue the
widely held hypothesis that many babies who die of the
sudden infant death syndrome have an abnormality in the
regulation of their breathing patterns, particularly during
sleep, and that prolonged apnoea may be triggered by a
variety of stimuli. Shannon and Kelly suggest that some babies
have repeated episodes of alveolar hypoxia, which stimulates
pulmonary vasoconstriction and gradually results in hyper-
plasia of the pulmonary vascular smooth muscle, which is
reported at necropsy in many cases. They imply that in about
two-thirds of cases of sudden infant death syndrome and
near misses the course follows a progressively downhill path,
with hypoventilation, hypoxia, and tissue damage, particularly
of the brain stem. To avert this deterioration, they advocate
home monitoring to identify prolonged episodes of apnoea
and bradycardia, so that parents can start resuscitation
promptly. The justification of this policy has been based on a
study of 60 infants who had experienced life-threatening
apnoea; 26 required resuscitation for one or more subsequent
episodes at home, and only four died.2

Unfortunately, we cannot assume that the problems posed
by near-miss cot deaths are nearly solved. The overwhelming
evidence of population studies of the sudden infant death
syndrome is that infants who have had previous near-miss
episodes are rarely included. Almost every investigator has
had an anecdotal case, frequently an obviously but indefinably
abnormal infant who has subsequently died. The evidence
suggests, however, that infants with a history of near misses
have an excellent survival rate with3 or without4 5 monitoring.
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There have been few reports to the contrary, and in any case
these have described babies atypical of the sudden infant
death syndrome.6 7 There have been no population studies of
near-miss cot death, and even its incidence is unknown, though
experience in Oxford has suggested that there are roughly two
admissions for near miss for every three sudden unexpected
deaths (whatever the underlying cause). Guidelines for a
classification of near-miss episodes have been suggested,8 but
virtually all published series have epidemiological data which
have not been typical of the sudden infant death syndrome.
In particular, the seasonal variation in incidence has been
ignored and there has been an excessive representation of
siblings of cot-death victims, whose increased risk of dying
is only 1-2%.9 10 The weakness of any classification of near-
miss episodes is that it is attempting to identify babies by
negative criteria-no recognisable clinical illness and no
pathological explanation. As the BMJ has previously
emphasised, a variety of pathological processes may be
implicated in cot deaths, and there is unlikely to be a single
explanation."
When an infant has had an apparent near-miss cot death,

known causes of prolonged apnoea must be urgently sought,
including infection, epilepsy, stridor, aspiration, and heart
disease.8 12 Overheating of the baby is commonly found, but
the information is rarely volunteered.'3 Immediate investiga-
tions should include a full blood count; estimations of glucose,
calcium, urea, and electrolyte concentrations; measurement
of arterial blood gas tensions; bacteriological cultures of
blood and urine; lumbar puncture; and chest radiography.
Admission to hospital for observation is advisable, because
the apnoeic episode may recur -and necessitate resuscitation.
Prolonged apnoea (more than 20 seconds), bradycardias, and
arrhythmias should be monitored, and the electrocardiogram
and electroencephalogram evaluated. - The Wolff-Parkinson-
White syndrome and a long Q-T interval are important causes
of arrhythmia to exclude. The neurological and behavioural
state ofthe infant may be assessed by both medical and nursing
staff, and the response of the parents observed. Full discussion
of the episode should take place with them, their family
doctor, and the health visitor-and the possibility of child
abuse will occasionally need consideration.
During the observation period the option of subsequent
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monitoring of the baby should be discussed with the parents
because this will often prevent any dilemma about the final
decision.'4 They must be warned that the ideal monitor-
able to detect central and obstructive apnoea, bradycardia,
alveolar hypoventilation, hypoxia, and hypoxaemia-does not
exist. They must be told that there are no consistent physio-
logical characteristics of the infant at risk for the sudden
infant death syndrome, no simple guidelines for which cases
to monitor, and little prospect of a satisfactory controlled
trial to define them. The decision is usually resolved by the
reality that monitors are now readily available. Some families
are reassured by them, despite the lack of evidence for their
efficacy.'5 Families who have previously had a cot death or
who have had to contend with more than one near-miss
episode may insist on some more practical aid. The choice of
monitor is then determined by the reliability of the models.
Those with audible clicks for each breath, abdominal move-
ment, or heart beat may be particularly reassuring. Parents
can generally be taught the skills of resuscitation quickly and
cope well after a few unsettled weeks.'6 17 Monitoring should
not be offered unless it is possible to organise 24-hour personal
and technical support for the family for several months.
Whatever decision is made about home monitoring, the most
practical support will remain the continued interest of the
medical services in the baby's health and development and a
willingness to offer observation in hospital at any time,
however trivial the anxiety. Paradoxically, the more freely
this is offered, the less likely it seems to be needed.

A N STANTON

Senior Registrar in Paediatrics,
John Radcliffe Hospital,
Oxford OX3 9DU

Shannon DC, Kelly DH. SIDS and near-SIDS. N Engl J Med 1982;
306:959-65, 1022-8. (First and second of two parts.)

2Kelly DH, Shannon DC, O'Connell K. Care of infants with near-miss
sudden infant death syndrome. Pediatrics 1978;61 :511-4.

3Duffty P, Bryan MH. Home apnea monitoring in near-miss sudden
infant death syndrome (SIDS) and in siblings of SIDS victims.
Pediatrics 1982 ;70 :69-74.

'Bergman AB, Beckwith JB, Ray CG. The apnea monitor business.
Pediatrics 1975;56:1-3.

Hodgman JE, Hoppenbrouwers T, Geidel S, et al. Respiratory behavior
in near-miss sudden infant death syndrome. Pediatrics 1982;69:785-92.

Stevens LH. Sudden unexplained death in infancy. Observations on a
natural mechanism of adoption of the face down position. Am J Dis
Child 1965;110 :243-7.

Steinschneider A. Prolonged apnea and the sudden infant death syndrome:
clinical and laboratory observations. Pediatrics 1972;50:646-54.

Guilleminault C, Korobkin R. Sudden infant death: near-miss events
and sleep research. Some recommendations to improve comparability
of results among investigators. Sleep 1979 ;1 :423-33.

Froggatt P, Lynas MA, MacKenzie G. Epidemiology of sudden un-
expected death in infants ("cot death") in Northern Ireland. British
J7ournal of Preventive and Social Medicine 1971 ;25:119-34.

10 Peterson DR, Chinn NM, Fisher LD. The sudden infant death syndrome:
repetitions in families. J Pediatr 1980;97:265-7.

1 Anonymous. What kind of cot death? Br Med3r 1978;i:671-2.
12 Gould JB, James 0. Management of the near-miss infant: a personal

perspective. Pediatr Clin North Am 1979;26:857-65.
13 Downham MAPS, Stanton AN. Keep cool, baby: the risks of overheating

in young babies. Health Visitor 1981;54:325-8.
"Nelson NM. But who shall monitor the monitor? Pediatrics 1978;61:

663-4.
"Lucey JF. False alarms in the nursery. Pediatrics 1978;61:665-6.
16 Black L, Hersher L, Steinschneider A. Impact of the apnea monitor on

family life. Pediatrics 1978;62:681-5.
17 Cain LP, Kelly DH, Shannon DC. Parents' perceptions of the psycho-

logical and social impact of home monitoring. Pediatrics 1980;66:37-41.

The duty of confidence

The patient looks to his doctor for two essential qualities:
one is medical skill; the other is absolute discretion. The two
qualities are equally important, for no doctor can practise
successfully unless his patients have complete confidence not
only in his ability but in the confidentiality of all that they
tell him. Despite this, and despite the growing awareness ofthe
consequences of failing to meet accepted standards of medical
skill, there seems to be remarkably little understanding of the
obligations of confidence.
The governing principle, first stated 25 centuries ago in the

Hippocratic Oath, is simple enough: the doctor must preserve
secrecy in all he knows about his patients. The obligation of
secrecy applies not only to oral confidences but also, and parti-
cularly important, to clinical records. The doctor has a duty
to keep his patients' records securely to ensure that they are
not accessible to others. This will become both more difficult
and at the same time more essential as medical records are
transferred from the limited confines of the conventional filing
system to the vast recesses of the computer.

Inevitably the staff of a practice have some access to clinical
records and other confidential matters. It is the doctor's
responsibility to ensure that they also understand how impor-
tant it is to maintain confidentiality. Apart from nurses, most
staff will be under no similar professional duty in their own
right, but they should be made aware-and ideally this
should be an express term of their contracts of employment-
that any disclosure of confidential information will be regarded
as gross misconduct justifying summary dismissal.
The general principle is qualified by several exceptions.

Firstly, confidential material may be disclosed if the patient
gives his consent. Secondly, there may be disclosure when it is
undesirable on medical grounds to seek the consent of the
patient. A third exception covers the case where the doctor's
duty to society as a whole must override his duty to his patient,
and a fourth protects approved medical research, provided that
the patient is not identified.
The last, and apparently the most misunderstood, of the

exceptions to the general principle arises when confidential
information is required by due legal process. The circum-
stances in which the law may override the duty of confidenti-
ality are clearly defined and ought, in the interests of doctor and
patient alike, to be clearly understood.

Firstly, certain statutory obligations require doctors to notify
the authorities of abortion, drug addiction, and some diseases.
The police may also require them to provide information
to identify a driver alleged to be guilty of a motoring offence.
These obligations are generally well known to the profession
and give rise to little difficulty.
The only other circumstance in which a doctor should

disclose confidential information without the patient's consent
is when ordered to do so by a court of law. A preliminary
request from a solicitor, however portentous, should be politely
refused. The refusal will often be followed by a subpoena or a
summons requiring the doctor to attend at court or to bring to
court confidential documents; that should be obeyed. Once
at court, and asked to give evidence about a matter which
appears to fall within the mantle of professional confidence,
the doctor should explain to the judge why he is unwilling to
answer the question or, as it may be, to hand over the sub-
poenaed documents. If the judge orders him to answer, a
refusal will place the doctor in contempt of court and make him
liable to a fine or a sentence of imprisonment. Refusal to
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