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Is skimping on care ofthe newborn false economy?

SIR,-Dr Brian D Speidel's leading article (6
September, p 575) was a passionate plea from a
paediatrician, but will it or should it convince the
managers of the health service to divert scarce
resources to neonatal intensive care? Another
report in the same issue (p 638) hinted at the
central problem-the need to evaluate outcome,
perhaps by using quality adjusted life years
(QALYs).
Theweaknessoftheleadingarticleishighlighted

in the sentence "Further expert neonatal intensive
care seems to reduce not only mortality but also
long term morbidity" (my italics). It really is
important. to show the benefit and the cost benefit
of a service before expecting to receive substantial
additional sums of money which would otherwise
be spent on some other part of the NHS.
There is some American evidence that neonatal

intensive care units are effective and show a
positive cost benefit in the treatment of babies over
1250g but a loss for infants weighing 500 to 909 g.'I
This work needs to be repeated here, -where the
costs and benefits may be very different.
Once we have identified the types of babies

which should be in neonatal intensive care units
the next step is to ensure that all units are of
reasonable standard. Probably the best way of
ensuring that is to setup regional teams to visit and
assess all neonatal intensive care units in the region
(along the lines of the perinatal monitoring group
set up by the South East Thames region). Units
which are below standard cannot be assumed to
produce benefits comparable to the best units, and
some will need to be closed or given appropriate
support.
Having laid down criteria for those smalil babies

which should be admitted one hopes that con-
stantly improving techniques will ensure that
babies excluded from the initial scheme wfll
ultimately be included. These excluded babies

must be the subject ofmeticulous research and the
outcome properly evaluated in special units. They
should not be treated in every neonatal intensive
care unit.
Some of the benefits of neonatal intensive care

units will be by saving the costs of managing
handicapped children outside the health service
in schools, in special hostels, and the like. These
savings would be a strong reason for expecting
additional money from outside the NHS. Indeed, I

Obstetric anaesthetc services

SIR,-Dr Felicity Reynolds presents a good case
for greater availability and use ofepidural analgesia
in labour (16 August, p 403), a cause with which I
strongly sympathise. However, she does that cause
a disservice by claiming that there is "no overall
increase" in the forceps delivery rate in women
who have epidurals "with correct management of
the second stage of labour." She should know
better since she has herself shown an increased
instrumental delivery rate in patients given epi-
dural analgesia,' but she does not cite that report.

Instead, she refers to three earlier publications
to support her statement, but each of these, too,
clearly showed an increased rate of instrumental
delivery in association with epidural a .
Considering primigavidas, one of her sources
claims that the introduction of an "epidural
service" caused only a modest rise in the instru-
mental delivery rate from 24-3% to 29-4%.2 But
24 3% is quite a high starting point and an assisted
delivery rate of 29-4% would unquestionably be
considered high if epidurals had not been impli-
cated (it is also noteworthy that the aesaran
section rate increased from 7 9% to 11-1% and that
fewer than half the primigravidas actually had an
epidural).

believe the way to unlock adiinlfinance for
many parts of the NHS is to show convincingly
that the benefit in cost terms to the community
exceeds the cost of the service.

A MB GoLDING
Camberwell Health Authority,
London SE5 9RS

1 Boyle MH, Torrance GW, Sincair JC, Horwood SP. Economic
evaluation of neonatal intensive care of very low birth weight
infants. NExgIJ7Mod 1983;36:1330-7.

In another of her sources the "proper" manage-
ment of the second stage of labour with epidural

anagesa n pimgravidas involved routine use of
an oxytocin infusion to induce "regular, strong
uterine contractions" if the fetal head was above
the isclW spines at full dilatation.3I When the head
was below the ischial spines, either the epidural
was allowed to wear off and the mother started to
push when she felt the urge to do so or she was
asked to start pushing while analgesia was main-
tained throughout the second stage, but because
epidural algsausing bupivacaine cannot be
made to wear off rapidly there may not have been
much difference between these two subgroups.
The forceps delivery rates were 43% and 25%
respectively (notsinfctl different), or 34%/
"overall.")

In a third source women receiving epidural
analesiawhodelayed pushing until, on average,

two hours after onset of the second stage had an
increased spontaneous delivery rate compared
with women who began pushing sooner, but the
forceps rate remained high at 44%/ (ofwhich one in
four were rotational forceps deliveries).4
Doe it matter ff epidur-als cause more forceps

deliveries? It could be argued that epidurml anal-
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gesia has not been shown to be associated with
increased perinatal mortality or morbidity, but the
consequences of forceps delivery should not
be dismissed too readily, as O'Driscoll and his
colleagues have shown.5 Safemanagementoflabour
with increased availability and use of epidurals
calls for a very high standard of obstetric and
midwifery care, not just an increased number of
consultant sessions in obstetric anaesthesia.

R P HUsEMEYER
Grantham and Kesteven General Hospital,
Grantham,
Lincolnshire NG31 8DG

1 Walton P, Reynolds F. Epidural analgesia and instrumental
delivery. Anaesthesia 1984;39:218-23.

2 Bailey PW, Howard FA. Epidural analgesia and forceps delivery:
hying a bogey. Anaesthesia 1983;38:282-5.

3 Phillips KC, Thomas TA. Second stage oflabour with or without
extradural analesia. Anaethesia 198338:972-6.

4 Maresh M, Choong KH, Beard RW. Delayed pushing with
lumbar epidural analgesia in labour. Br J Obstet Gynaccol
1983;90:623-7.

5 O'Driscoll K, Meagher D, MacDonald D, Geoghegan F.
Traumatic intracranial haemorrhage in first-born infants and
delivery with obstetric forceps. BrJ Obstet Gynaecol 1981;88:
577-81.

SIR,-We are bound to question Dr Felicity
Reynolds's concluding remarks (16 August, p 404)
on obstetric delivery in small units. As she must
realise, women in the UK have an-apparently
inalienable-right to decide their own place of
delivery. Some will choose the "small friendly
maternity unit," of which the smallest and
friendliest is their own home. Recently published
evidence suggests that when selection is correct
results in small units and at home approach the
irreducible minimum perinatal mortality. 1-7

Should small units be abolished? The number of
home deliveries will almost certainly rise. We
know ofno published evidence to confirm that "the
baby in trouble is commonly transferred before
death, either before or after delivery." Of course,
indications for transfer in labour need constant
review, but we doubt whether innuendo from
centres ofexcellence is the way to achieve this. The
world league is led by Sweden, which centralises
obstetrics, but second in the table is Holland,
where half of all deliveries occur at home.

P J SNOW
A JM CAvENAGH

Brecon

1 Shearer JHL. Five year prospective sury of risk ofbooking for
a home birth in Essex. BrUMed 1985;291:1478-80.

2 Bull MJV. Ten years' experience in a GP obstetric unit.JR Coll
Gex Pract 1980;30:208-115.

3 Klein M, Lloyd J, Redman C, Bull M, Turnbull AC. A
comprison oflow-risk pregnantwonen booked for delivery in
two systems of care: shared-care (consultant) and integrated
GP unit. I-Obstetical procedures and neonatal outcome.
BrJ Obsa Gynaeol 1983;W:118-22.

4 Klin M, Lloyd J, Redmn C, Bull M, Turnbull AC. A
companson ofkw-risk pregnant wousen booked for delivery in
two systems of care: shared-care (consultant) and integrated
GP unit. I1-Labour and delivery met and neonatal
outcome. BrJ7 Obstet Gymaed 1983,90: 123-8.

5 Tew M. Obstetric hospitals and GP maternity units-the
statistical record. Jourxal of the Royal Colegue of General
Praciioners 1977;27:689-94.

6 Rosenblatt RA, Reinken J, Shoemack P. Is obstetrics safe in
small hospitals? Evidence from New Zealand's regionalised
perinatal system. Laxcet 1985;ii:429-32.

7 Cavenagh AJM, et al. Contribution of isolated GP maternity
units. BrMedJ 1984;288:1438-40.

SIR,-We write in support ofDr Felicity Reynold's
request for improved obstetric anaesthetic services
(16 August, p403). In addition to the appointment
of consultant anaesthetists trained in obstetric
anaesthesia, we would argue that there is a need
for an increased number of obstetrically trained
anaeshtists in ordler to provide the service she
describes.

We would take issue with the idea that H2
antagonists and non-particulate antacids need not
be given prophylactically. In our unit much
thought was given to our antacid policy. Because of
the delayed and erratic gastric emptying in late
pregnancy and in labour we give an H2 antagonist
(ranitidine) and an intestinal motility stimulator
(metoclopramide) when labour is established or an
elective procedure planned.

Although sodium citrate has been used as an
antacid before obstetric anaesthesia, sodium bicar-
bonate is an effective oral antacid for this purpose'
and may well be more suitable because of its rapid
onset of action and greater effectiveness.2 Our
pharmacy has succeeded in preparing a palatable
formulation of sodium bicarbonate, but it is given
prophylactically.

D L LEAMING
R BROWN

North Tees General Hospital,
Stockton-n-Tees,
Cleveland TSl9 8PE

1 LUn HS, Tan PL. Sodium bicarbonate, injection, USP as an
oral antacid for emnergency caesrean section patients.
Anesshsiology 19815S5:A339.

2 Thompson EM, Loghran PG, McAuley DM, Wilson CM,
Moore J. Combined treatment with ranitidine and saline
antacids prior to obstetric anaesthesia. Anaeshia 1984;39:
1086-90.

Confidence intervals, medical housing
need, and inappropriate statistics

SIR,-From July you have required authors to
"calculate confidence intervals whenever the data
warrant this approach" (15 March, p 716). This is
an improvement on the unthinking presentation of
p values. However, as Martin Keefe pointed out
(26 April, p 1138), this might exacerbate the
tendency to quote parametric statistics when the
data do not have the necessary distribution. Some-
times the data do not warrant this approach.

In his fascinating paper on medical priority for
rehousing Dr Harpreet Kohli has shown this
problem. He compared the allocation of priority
points by GPs with the official allocation by a
specialist in community medicine. Both used an
arbitrary scale, essentially from 0 to 25. Kohli
noted a mean difference of 4 (SD 6 06) and a 95%
confidence interval of 1-16-6-84. As this was quite
large and did not embrace 0 he suggested that the
system might be improved. One suspects that this
is true but the statistics are almost entirely ir-
relevant.

Reallocation will be constrained by political and
practical factors. An arbitrary points system
cannot provide a direct reflection of "need" but
should place applicants in order of priority. Had
the GPs and speialist in community medicine
agreed perfectly in allocating, say, 15 to all cases
the mean difference would have been zero and the
confidence interval 0)00-0100. The system would
be a complete failure. However, if there is a large
mean difference but agreement in ranking of cases
then the system has inter-rater reliability. The
appropriate test is of rank correlation. Spearman's
rank correlation coefficient for the data is +0 70
(p=0-001). Lambda shows that the prediction of
the GP's allocation from the specialist's allocation
would lead to a 43% reduction in error against
guessing the mode allocation (20). The data show
quite respectable inter-rater reliability.
The confidence interval reported by Dr Kohli

not only tests the wrong hypothesis but even for
this hypothesis a non-parametric test would have
been more appropriate. The data show a grossly
discontinuous distribution of differences. To
quote a standard deviation and derive a confidence
intenrval is dubious. The Wilcoxon test of dif-

ferences is powerful and independent of distribu-
uon and confirms the statistically significant
difference (z= -2 5, p=0-012).
The presentation of mean difference is useful,

the presentation ofconfidence intervals generally a
great improvement on unthinking t tests. How-
ever, in this case the tests were inappropriate as
correlation was more important than difference
and as the data were unsuited to meaningful
confidence intervals. Fortunately you presented
the data. A frequency histogram would have
shown the distribution, a scattergram or con-
tingency table would have said almost all that
needs to be said about the data.

CGIus EvANs
Departmnt of Psychiatry,
St George's Hospital Medical School,
London SW17 ORE

Why patients still die after paracetamol
poisonng

SIR,-Dr T J Meredith and colleagues (9 August,
p 345) may have underestimated the contribution
that a late initial presentation to hospital makes to
continuing mortality after paracetamol overdose.
Late presentation, either deliberate or uninten-
tional, was a major determinant of an adverse
outcome in 147 patients subsequently referred to
the liver unit at King's College Hospital over two
years.' The median initial delay in presentation to
the referring hospital in this group was 30 hours
(survival 56%) compared with eight hours for 100
patients presenting to the accident and emergency
department at King's (survival 100%).

Although methionine is of obvious benefit in
treating paracetamol overdose and is considerably
cheaper than N-acetylcysteine, we cannot agree
that it is "as effective." For example, N-acetyl-
cysteine, but not methionine, can restore reduced
glutathione in damaged hepatocytes2 and this
supports clinical observations that N-acetyl-
cysteine is effective later after paracetamol over-
dose than is methionine. Moreover, when given
late after paracetamol overdose N-acetylcysteine
seems to carry none of the risks of possible
encephalopathy ascribed to late methionine.3
Finally, the oral administration of any antidote
seems inadvisable in a condition in which around
200/o of patients vomit. ' 4

For those patients who present too late for N-
acetylcysteine (>16 hours after overdose) and
who deteriorate signiintly (prothrombin time
>40 seconds prolonged 72 hours after overdose)
we would encourage an early transfer to a specialist
unit for intensive care and liver support. In
patients who developed grades Ill and IV hepatic
encephalopathy survival was 46% in 46 patients
reported in 19825 and 500/c in amore recent series of
60 patients who were part ofa controlled investiga-
tion of the value of charcoal haemoperfusion.

J MicHAE TREmGER
JoHN G O'GRADY
RoGER WiLLIAMs

Liver Unit,
King's College Hospital,
London SE5 9RS

1 Read RB, Tredger JM, Williams R. Analysis of factors respon-
sible for continuin mortality afterpracetmol overdose. Hwm
Toxicol 1986;5:201-6.

2 Tee LGB, Boobis AR, Daves DS. N-acetylcysteine for para-
cetamol overdose. Lancet 1986;i:331-2.

3 Crome P, Vak JA, Volans GN, Widdop B, Goulding R. Oral
methionine in the treatment of severe paracsml (acetamino-
phen) overdose. Laucet 1976;pi:a29-30.

4 National Poisons Information Service Monitoring Group.
Analgsic poisonig: a multicentre, prospective survey. Hm
Toxicol 1981;1:7-23.

5 Gimson AES, Braude 5, Mellon PJ, Canakese J, WVilliams R.
Earlier charcoal haemoerfuso in fulminant hepatic failure.
Lances 1982;ii:681-3.
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