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bronchitis,24 before the larger airways are sufficiently affected
to alter the FEV1. Though some doubt has been expressed
about the extent of normal variation of closing volume,'0
normal values based on a series of 284 subjects studied by
the nitrogen method have now been published.25 The ease
with which the test may be performed makes it a valuable
epidemiological tool. Thus in a group of 524 smokers
attending an emphysema screening centre, abnormality of
closing volume was found in 44%, but the FEV was ab-
normal in only 11% of the same group.26 Though the
demonstration of abnormality of this kind may be valuable
in persuading patients to give up smoking, the prognostic
significance of an abnormally large closing volume has yet
to be determined.27
The "quiet zone" of the lung,28 where the small peripheral

airways are predominant, is a fascinating territory, but one
which up to now has not proved easy to explore. Measure-
ment of the closing volume may open the way to this terri-
tory.
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Adrenal Haemorrhage in
the Newborn
Haemorrhage into the adrenal gland is a common finding in
necropsies on stillbirths and babies who die soon after birth.'
It may be small and confined to the centre of the gland
in the involuting fetal cortex. More commonly segments of
the adrenal are infarcted in association with local haemorr-
bage and a deposit of fibrin along the sinus walls. Throm-
bosis in these sinuses may extend to the adjacent adrenal
veins and, more rarely, involve the whole adrenal and be
associated with extensive local thrombosis.

At birth the state of the adrenal differs from that at any
other time in life. During the latter half of intrauterine life
the gland has been progressively enlarging, so that by labour
it is up to ten times as large as it will be during the period
from one to ten months after binth. This is due ,to growth of
the deeper layers of the cortex-the fetal cortex or the
x-zone of rats and mice. Aft this time the adrenal medulla is
barely present, and almost all the tissues producing adrenalin
and noradrenalin are outside the adrenal in the organs of
Zuckerkandl.
The relationship of the adrenal fetal cortex to the onset

of labour remains uncertain, but the process of birth is
assocated with a discharge of most of the adrenal cells
lying in the deeper parts of the cortex. During a period of
a few days the adrenal changes from being a large, turgid,
fleshy organ to being a shrunken, crenated, leaf-like struc-
ture. It has one of the richest blood supplies in the body,
and its centre in the postnatal period becomes a loose net-
work of blood vessels. The capsule of the adrenal is per-
forated by a large number of small arteries and veins, and its
superficial layers of cells appear to be largely vascularized
this way rather than via the hilar vessels. Any state of the
newborn causing plethora, venous congestion, or hypoxia
is liable to produce congestion and stasis in the adrenal, with
local thrombosis and so adrenal haemorrhages.

These haemorrhages generally produce little or no meta-
bolic upset in the infant for three reasons: the tissues in-
volved are in a state of acute involution; the functions of
the adrenal medullary tissue are largely performed outside
the adrenal at this age; and the active subcapsular cells of
the adrenal that are going to form the definitive cortex can
be largely vascularized through the capsule. The adventi-
tious finding of small areas of haemorrhage, of calcified
dots, and larger areas of calcification in older children is
some indication that these perinatal adrenal haemorrhages
are common and usually symptomless. Tnhey are the probable
origins of small masses of intra-adrenal bone that are occa-
sionally seen in adults. The important aspect is that adrenal
haemorrhages have a different clinicopathological signifi-
cance to similar lesions found in children outside the peri-
natal state or in adults.

Adrenal haemorrhages reach clinical importance when they
are large or when the size of the mass involves differential
diagnosis with- tumours in this area. Most of the larger
adrenal haemorrhages are either diagnosed incidentally at
necropsy, discovered as an abdominal mass, or picked up on
ga4iology of the abdomen because of calcification round the
periphery. Calcification occurs with great rapidity and can
often be diagnosed radiologically at two weeks. In a series
of eight children with adrenal haemorrhage recently reported
by J. Black and D. Innes Williams,2 five were first noted as
abdominal masses, two as calcification, and one as an in-
cidental finding at necropsy. In four calcification was visible
radiologically. The one death in this series was of a child
wbo had intestinal obstruction and thrombosis of the
superior mesenteric vein. The experience of most paediatric
pathologists is that these haemorrhages rarely cause complete
destruction of the adrenal cortex and medulla or acute ad-
renal failure within a few hours.3 4

The diagnosis of massive adrenal haemorrhage depends
largely on suspecting it in any child who suffers shock or
venous congestion soon after birth or who shows unexpected
blood loss from the circulation. Abdominal palpation is a
somewhat neglected aspect of neonatal examination. If an
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adrenal haemorrhage is diagnosed it is important to ensure
it is not part of a more general disease, the most important
part of which is thrombosis of a renal vein, the inferior
vea cava, or mesenteric veins. All these lesions have much
more serious sequelae and are the commonest causes of
death when children succumb with gross adrenal haemorr-
hages. Massive adrenal haemorrhage in newborn babies
needs to be recognized for what it is, but the treatment of
the child's general state is of paramount importance, and
the mass can be left to look after itself.
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Sex and Social Class

More than a third of all pregnancies in married women are
unplanned and half of these are unwanted, according to an
assessment of the use of family planning services in England
and Wales prepared for the Department of Health and pub-
lished this week.' The report is based on interviews with
3,500 women and reflects current attitudes; and its most
striking findings are the variations in those attitudes in
women of different social classes.

Unplanned and unwanted pregnancies seem more com-
mon among wives and daughters of manual workers, and
within this group the problem is greatest among those who
marry before the age of 20 or who are pregnant at the time
of their marriage. The report recognizes that pregnancy. may
still sometimes be seen as a means of precipitating marriage,
but the interviews suggested that the greater frequency of un-
planned pregnancy in single girls in classes IV and V might
be due to a more casual attitude to contraception-perhaps
because they were not as preoccupied with the consequences
of their actions as are other single women with plans for
a career.

Clearly any theories albout motivation must be based on
speculation; but the report does present evidence that women
of all ages in social classes IV and V make relatively little use
of the family planning services currently available and tend
to rely on traditional methods such as the condom, with-
drawal, and the safe period. Clinics still seem to have a
predominantly middle class appeal, and while married work-
ing-class women go to their general practitioners their single
daughters do not.

Further reduction in the number of unplanned pregnan-
cies is an urgent need-as can be seen from the rising num-
bers of abortions carried out each year-but the report says
that the problem will not be solved simply by increasing the
number of clinics, for an important deterrant seems to be the
lack of privacy-"everyone knows what you've come for."
Accessilbility is specially important in socially deprived areas,
where few women have use of a car, and for that reason the
general practitioner's role is vital. The reluctance of some
women to approach him is partly due to shyness of discuss-
ing sex with a man, suggests the report, and partly a fear
that he might not see provision of advice on family planning

as his job. An additional fear among single women seems to
be that general practitioners may oppose the use of contra-
ceptives by the unmarried. In all these cases propaganda by
word of mouth can be effective-but only when the majority
of doctors are convinced of the importance of ferdlity con-
trol in the care of their patients.
The most difficult problem is education of teenage girls in

the use of contraceptives, particularly those in classes
IV and V. To be effective advice must be given by the age of
15 or 16; and almost inevitably this means that advice should
be given in schools. Unfortunately school sex education has
received widespread adverse publicity through the activities
of a few fanatical supporters of sexual liberation; the many
well-balanced lectures given by sensible, experienced doctors
have been ignored. Long-term, sex education holds out the
best proSpects for reducing unwanted pregnancies; but it
must be good sex education, which emphasizes the impor-
tance of personal relationships as well as physical ones.

Bone, Margaret, Family Planning Services in England and Wales. London,
H.M.S.O., 1973.

Collaboration

The long-standing division of health responsibilities between
the N.H.S. and local authorities has bedevilled the develop-
ment of health services in Britain. In some areas the effects
have been mitigated by goodwil and determined work by
those working in the services. In others regrettably this has
not always been the case. So it is appropriate that within a
week of the N.H.S. Reorganisation Bill' finally receiving
the Royal Assent-which coincided with the 25th anniver-
sary of -the N.H.S.-the Government should publish a report
on collaboration between the Health Service and local
government in England and Wales.2
Though styled as a report from a working party-one of

a triumvirate3 4 set up after the 1971 Consultative Documents
appeared-it is really a series of reports from three sub-
committees looling at different aspects of collaboration.
These were personnel social services, school health services,
and environmental health services. Other subcommittees
studying financial arrangements and collaboration in London
have yet to report. Much of the contents of the report is not
new because the work of the three suobcomittees was sent
out for comment to interested bodies during 1972. Indeed,
the conclusions on the School Health Service, with the main
proposal that it should pass into the control of the new
N.H.S., have already been accepted by the two Secretaries of
State.6
Over fifty people from Whitehall, the N.H.S., and town

halls, took part in this exercise, which was chaired by Mr.
A. R. W. Bavin, a senior Department of Health official; so it
is no surprise that one or two voices of dissent are raised
in the pages, with several paragraphs bearing the scars of
hard-fought compromises. Disagreement arose over the
staffing of personal social services with two doctor members
unhappy at the prospect of hospital social workers being
transferred to local authorities, as suggested in the report.
Doctors are worried about the effects of Seehohm,7 and the
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