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gestation band. There has been a significant reduction in deaths (p
< 0.05, y2, 1 df) among all infants of ' 33 weeks' gestation. With the
use of the Mantel-Haenszel test12 13 it may be seen that for infants of
<28 weeks' gestation and >--33 weeks' gestation risk of death was
unchanged, while for infants of 29-32 weeks' gestation mortality risk
showed a fourfold reduction to give a relative risk (1977 v 1983-4) of
3-8 (8 9, 1 6), X2 = 8 2, 1 df, p < 0 01 for the unadjusted value and 4 8
(12 1, 19) for the adjusted value. There was no significant difference
in the relative risks (1977 v 1983-4) between the 29, 30, 31, and 32
week bands (homogeneity y- =01-9, 3 df) or between (29+30)
weeks and (31+32) weeks (homogeneity x2 =0-05, 1 df). This means
that the lower risk was found in each of the one week gestation bands
between 29 and 32 weeks and not simply in the group 29 to 32 weeks
as a whole.

Discussion

It will be quite obvious to those closely concerned in neonatal
care that many of the observed changes in the pattern of neo-
natal admissions have occurred as a result of elective changes in
admission policy. This applies particularly to infants requiring
phototherapy; those infants of less than 37 but over 34 weeks'
gestation, who by definition are preterm but cause few problems;
those who are marginally light for dates; and those babies who
have suffered a period of intrapartum asphyxia but received
prompt and adequate resuscitation. The same change in attitude
also explains why, while being significantly more immature
in 1983-4, the "preterm" group of admissions remained in the
neonatal unit significantly less time on average and by implica-
tion spent significantly more time with their mothers, either at
home or on the postnatal ward. This change in approach has
important implications for neonatal statistics. To use the group
of infants who were admitted with asphyxia as an example
it would appear that since the admissions of infants with this
problem have fallen from 111 to 25 between the two study periods
a general reduction in the incidence of birth asphyxia must have
occurred. In fact, as stated above, most of these babies are now
thought simply not to require admission. In addition, babies
who are very severely asphyxiated are now sometimes resuscita-
ted and offered intensive care when previously these infants
would have been considered stillbirths.
The increase in the number of infants of < 33 weeks' gestation

occurring in Nottingham over the study period (83 in 1977
and 151 in 1983-4) is of considerable interest. Reliable in-
formation on outcome of pregnancies aborting between 24
and 28 weeks' gestation is not available. We have tried, however,
to identify changes in obstetric practice which may have led to
the increased numbers of preterm infants of < 33 weeks' gesta-
tion. A few seemed to have resulted from an increased use of
elective delivery in high risk pregnancies. Similarly a small
increase seems to have resulted from a reduced stillbirth rate
among infants of 33 weeks' gestation. There remains a consider-
able increase which is not adequately explained. It would
appear likely that previously these infants were born and died
before 28 weeks' gestation. We have not been able to show
whether these infants now can be considered live births because
obstetric management has been able to prolong their gestation
or because paediatricians intervene at deliveries where pre-
viously no resuscitation would have been provided. A further
explanation which must be considered is some other factor
operating within the community which has led to an increased
incidence of preterm labour and delivery.

Mortality for the group of liveborn infants of < 33 weeks'
gestation was significantly reduced in the 1983-4 period, and
for the most part this reduction in mortality ias occurred

among infants of 29-32 weeks' gestation. An increased number of
low gestation infants is not accurately reflected in either the
national or our own low birthweight data. A likely explanation
for this is that the main increase in lower gestation infants has
occurred among 32 and 33 week gestation babies, where the
50th centiles for weight are 2-0 and 2-2 kg respectively. As
a result any change in the absolute numbers of these infants
may well be masked by the large numbers of more mature
infants whose weight range extends well into this range.

In conclusion, it would appear that changes in neonatal
intensive care admissions have been largely determined by two
factors. Firstly, clearer guidelines have been provided for junior
staff on the criteria for admissions to the neonatal unit. Secondly,
there has been an increased workload created by larger numbers
of less mature infants. It would appear unlikely that the total
number of babies entering the neonatal unit can be reduced
further by an even more stringent admission policy. Increased
numbers of immature babies are having a major effect on
increasing the requirement for the most advanced forms of
neonatal intensive care, but we have no information that will
accurately predict future trends in preterm deliveries. Such
information is of great importance since if mortality figures are
to continue their downward trend further expansion of neonatal
services may well be required.
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Correction

Severe cutaneous reactions to captopril

We regret that an error occurred in this paper by Dr M J Goodfield and
Dr L G Millard (13 April, p 1 111). In the third paragraph of the Comment
the third sentence should have read "The pattern of onset suggests a photo-
sensitive element...."
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