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Home or Hospital?
Review Body Award: Text of Sir Keith
Joseph's letter saying that the Government sees

"a compelling reason against accepting all the
Review Body's advice on this occasion" and
that he aims, in consultation, to set up a new

independent review body as quickly as possible
(Supplement, p. 73). Letter on pay of N.H.S.
consultants (p. 401). Leader at p. 359.

Immunology and Skin Disease: Professor J. L.
Turk reviews the role of immunological
processes in skin disease, giving examples of the
different mechanisms (p. 363).

The Dying Patient: Professor W. A. Cramond,
of Adelaide, discusses the psychological basis
of the dying patient's reactions and describes
supportive psychotherapy (p. 389).

Duodenal Ulcer: In a survey of nearly 20,000
patients in general practice 144 were found
with symptoms suggesting duodenal ulcer.
Investigation confirmed the diagnosis in 46 of
95 men but in only 8 of 49 women (p. 368).
In a follow-up study of 700 patients treated
by vagotomy and drainage 9 had a recurrence

of duodenal ulceration, thought to be due to
incomplete nerve section as judged by electri-
cal stimulation test (p. 372). Leader at p. 358.

Gastric Ulcer: Results of vagotomy and simple
drainage in benign lesser curve gastric ulcer
(p. 376).

Tropical Splenomegaly Syndrome: All followed-
up patients who did not respond to proguanil
developed identifiable disease, usually malig-
nant lymphoma or chronic lymphatic leukaemia
(p. 378). Leader at p. 360.

Other Clinical Studies: On neonatal jaundice
and subsequent intelligence (p. 383), creatine
phosphokinase and response to halothane (p.
386), and monoamine oxidase inhibitors and
L-dopa (p. 388).

Computer Model of Hospital Work: A com-

puter model simulating the care of patients in
hospital has been used to predict the long-term
effects of policy changes (p. 396).

Personal View: By a Scottish Civil Servant
(p. 400).

Epilepsy and Driving: Letter on new regulations
(p. 407) and leader (p. 362).

Abortion Statistics: Analysed by Registrar
General's Office (leader at p. 362).

Epidemiology: Hospital infections and measles
epidemic (p. 412).

Medicolegal Article: Fatal intrathecal penicillin
(p. 412).

G.M.C. By-election: Supplement, p. 74.

Women were having babies at home long before surgical operations in
hospital were a standard procedure, and although hospital is now generally
accepted as the safest place for confinement mothers can testify to the
joys as well as the competence of domiciliary midwifery. Childbirth is a

unique emotional as well as physical experience. It is also a family event,
and a minority of women still see their own home as the best place for it.
These views and those of family doctors and midwives who support
domiciliary midwifery cannot therefore be lightly brushed aside.

The recent report from a subcommittee of the Standing Medical and
Maternity Advisory Committee' states firmly that facilities should be
provided for 100%O hospital delivery, claiming that the greater safety of
hospital confinements for mother and child justifies this objective. Such
a declaration from an authoritative committee, chaired by the immediate
past president of the Royal College of Obstetricians and Gynaecologists,
Sir John Peel, must carry weight. However, tucked away in paragraph
249 of the report the committee also says that it accepts the view of the
Royal College of Midwives and the chairmen of local medical committees
that in the absence of social or medical contraindications the wishes of
patients for home confinements should be respected.

If total hospital confinement is aimed at-and about 8000 of deliveries
now occur there-then the facilities and the skilled staff for carrying out
domiciliary obstetrics will presumably dwindle to a level where the risks
of having a baby at home could be sharply increased. Even if a unified
obstetric service-a proposition cogently argued in the report-is achieved,
thus assuring sufficient obstetric training and experience for all staff, a

home delivery differs from one conducted in hospital, and no responsible
doctor would wish to acquiesce in a course of action which might have
avoidable dangers for a mother and her child.

It is always tempting for the medical profession authoritatively to
declare what is good for patients, but, since doctors are not necessarily
right, a pause for consideration of the patient's viewpoint is wise before
recommending a particular course of action. Medical and technical
arguments for hospital confinement are formidable, and with the scarcity
of medical resources it is logical to concentrate them (as the report
suggests) where they can be used more effectively-the district general
hospital. However, obstetrics, like other branches of medicine, is not
wholly composed of medical and technical procedures. That old-fashioned
phrase "tender, loving care" plays an important part, and it is in this area

rather than in technical skill that the hospital service is more likely to
fall short. Every general practitioner, and no doubt obstetric consultant,
will have met patients who are genuinely fearful, for various reasons, of
having their baby in hospital. And if the concentration of obstetrics into
the district hospital units showed any signs of deteriorating into a factory
production line, then, however efficient the obstetric team might be,
there could be increasing pressure from mothers-to-be for a domiciliary
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service. It is for doctors and nurses therefore to forestall such
pressures by ensuring that sympathetic attention as well as
first-class medical care is available to all mothers in hospital.
The family doctor who is skilled in obstetrics will ask what

part he is to play with an increasing number of deliveries
taking place in hospital. He will of course continue to be
responsible for any domiciliary confinements, though the
report recommends that all women should be seen at least
twice by a consultant during the antenatal period. The report
also sees him as an essential member of the district hospital
divisiorial obstetric team linking up with the consultant
obstetrician and the midwife. But a viable future is not seen
for small isolated cbstetric units, which, it is argued, should
be replaced by combined consultant and general practitioner
units in district hospitals with medical and nursing staff
effecting close liaison with group practices and health centres
in the area. This is reasonable, but an efficient transport
system must be laid on for those patients living in rural areas.
Indeed, in remote areas there may always be a place for
domiciliary midwifery.

In advocating the development of the hospital-based
obstetric team the report proposes that local authorities should
withdraw altcgether from obstetric care, with general prac-
titioners taking over the work previously done in their ante-
natal and postnatal clinics. W'ith most mothers in hospital for
only a short time after delivery general practitioners will also
be responsible for the postnatal supervision of such patients.
So there will still be an active role both in and outside the
hospital for suitably qualified family doctors interested in
practising obstetrics.

Results of Vagotomy
It is some 25 years since Lester Dragstedt' introduced
vagotomy with gastric drainage as a rival to subtotal gastrec-
tomy in the treatment of duodenal ulcer. From the abundant
experience gained in that time it is now possible to attempt a
dispassionate appraisal of the relative merits of these two
operations. 2-5
Vagotomy and drainage by gastroenterostomy or pyloro-

plasty is followed by a higher recurrent ulcer rate than is
subtotal gastrectomy (7 or 8° as against 1 or 2O% ). As to the
symptoms the patients experience after the two operations,
there is little to choose between them, but dumping is more
frequent and severe after the former, while diarrhoea is much
commoner after the latter and in 2%, of the cases is really
troublesome. Anaemia and persistent loss of weight are
usually less frequent after vagotomy and drainage than after
gastrectomy.

It is when one compares the immediate risks that vagotomy
and drainage shows to best advantage. When subtotal gastrec-
tomy was the routine surgical treatment for duodenal ulcer,
the operative mortality, though occasionally as low as 1% in
exceptionally experienced hands, was usually nearer .3 or
4%0, being specially high in patients undergoing emergency
resections for penetrating posterior-wall ulcers causing
bleeding.6-11 By contrast, many reported series of patients
with duodenal ulcer treated by elective vagotomy with
gastroenterostomy or pyloroplasty have had immediate
mortality rates of under 1%.12-14 The greater safety of this
procedure emerges most strikingly in dealing with bleeding
ulcers, for which vagotomy and pyloroplasty, with under-

Difficulty has arisen in short-stay hospital confinements
over the care of mothers when they return home. Some
district midwives are understandably unenthusiastic about
dealing with the less interesting phase of childbirth. The
establishment of a unified midwifery service based on district
hospitals with midwives going out into the community should
overcome this particular problem, and the report is careful to
indicate the scope and freedom the committee envisages for
midwives.

Nevertheless, nurses who have chosen to do midwifery on
the district may not be inclined to move into hospitals,
especially large district hospitals, many of which are already
short of trained obstetric staff. The dangers of insufficient
staff trying to cope with the combined load of community as
well as hospital care must be anticipated, otherwise recruitment
is likely to be affected adversely and the high standards of
nursing care in obstetric units to be endangered.

This report from Sir John Peel and his colleagues has
obviously been based on carefully evaluated evidence. It is to
be welcomed for offering a constructive programme for
developing obstetric care and also because it sees family
planning as an integral part of obstetrics. The warnings from
human ecologists about the ill effects of overpopulation must
be taken seriously, and the medical profession cannot regard
its responsibilities in obstetrics as properly discharged unless
doctors are prepared to advise mothers on birth control at
a time when it can be discussed most naturally.

Domiciliary Midwifery and Maternity Bed Needs, Report of the Sub-
committee of the Standing Maternity and Midwifery Advisory Com-
mittee of the Central Health Services Council. London, H.M.S.O.,
1970.

running of the bleeding point in the floor of the ulcer through
the pyloroplasty wound, has proved to be a much less hazard-
ous manoeuvre than gastric resection and nearly as effective in
controlling the haemorrhage.'5 16 Probably the main attraction
of vagotomy and a drainage operation for the average surgeon
is its lower mortality, for though recurrent ulcers are a
drawback they can often be cured by a further operation, but
an operative death is an irretrievable tragedy. Certainly it is no
longer justifiable to submit to partial gastrectomy any patient
with duodenal ulcer in whom special difficulties in the
conduct of the operation are to be apprehended now that the
safer alternative of vagotomy and drainage is available.
What can be done to improve the results of vagotomy?

Recurrent ulcer after this operation is a complication not of
vagotomy but essentially of incomplete vagotomy, and the
best preventive of recurrence is complete vagal-nerve section.
Unfortunately most surgeons have an incomplete-vagotomy
rate on Hollander insulin testing of around 20%.17
This week in the B.M.J. (p.372) Mr. H. Burge and colleagues,
going on from earlier reports on the use of his vagal-nerve
stimulator, 18 19 analyse the causes of failure to obtain
complete vagotomy in 9 cases. Another approach to the
prevention of recurrent ulcer after vagotomy is to combine
this operation not with a simple drainage procedure but with
an antrectomy, or distal one-third or one-half gastrectomy, to
reduce more effectively the gastric secretion mediated by the
gastrin mechanism. This combination is certainly excellent,
in avoiding recurrenc', but it involves the same technical
difficulties and dangers as an ordinary subtotal gastrectomy.2022

"Selective" vagotomy, in which the vagal branches to the
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