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Anaesthetic awareness
SIR,-Dr Nigel Grunshaw is a brave man to
endure and to report his ghastly experience of
anaesthetic awareness.' We have to thank him for
alerting the profession to this almost complete
failure of anaesthesia.
The evidence about the sequence of events for

inducing anaesthesia is quite well known and
rehearsed regularly in the columns of the BMJ and
other journals. After a conference in 1987 we
reviewed the extant knowledge.2 There are no
clinical or other measurements that guarantee that
consciousness or unconsciousness is present in the
paralysed patient.
The guidelines to minimise or even eliminate the

occurrence of awareness during anaesthesia were
as follows. Premedicate the patient with sedative or
amnesia inducing drugs. Give more than a "sleep
dose" of induction agent if you are undertaking an
immediate intubation under suxamethonium, par-
ticularly if you are using a short acting induction
agent. Do not totally paralyse the patient. Use
adequate doses of analgesics: "pure" analgesics
may be less satisfactory from this point of view
than those with euphoriant effects. Do not rely
solely on nitrous oxide as the only inhalational
agent to maintain unconsciousness when giving
narcotics unless there is a very good indication to
do so. If you are supplementing with a volatile
agent maintain the end tidal concentration of the
volatile agent at least at 0 6% minimum alveolar
concentration when using 60% nitrous oxide or
more. Monitor the composition of the fresh gas
mixture. Always use a breathing system dis-
connection (low pressure) alarm that cannot be
turned off. Make sure that the inlet of fresh
anaesthetic gases cannot be disconnected from a
ventilator.
We do not know if these instructions were

followed by Dr Grunshaw's anaesthetist. If they
were perhaps they need further revision. There is
no new knowledge as far as we are aware, however,
to prompt this.
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General practice obstetrics in
Bradford
SIR,-The general practitioner unit in Oxford,
as described by Dr Michael Bull,' may not be
a paragon without flaw but it suggests a level
of enthusiasm and commitment by the doctors

concerned that is far removed from what we
have described in Bradford." We envy the simple
booking criteria with the concept of having to have
express approval of a consultant if these are to be
breached, and we find figures of 80% for women
seen by their general practitioner during labour
and 66% for general practitioners present at
delivery as being almost too good to be true. This
contrasts with the situation in Bradford, where
scant regard is paid to risk factors, although they
are dutifully recorded in antenatal records, and
where general practitioners argue that they have a
marginal part to play in a normal labour because
that should be conducted only by the midwife
and a marginal role in an abnormal labour as a
woman with complications during labour needs to
be transferred to consultant care. We wonder what
is meant by general practitioner intrapartum care.

It is important to emphasise that our purpose in
writing the paper was not to suggest that there was
no place for general practitioner care in obstetrics
-far from it. Five consultant obstetricians looking
after a unit delivering nearly 6000 babies a year
need all the help they can get from their general
practitioner colleagues. When basic principles of
antenatal care are being ignored, however, and
when there is a total lack of commitment to
intrapartum care then it is important to ensure that
it is not harming patients. Our paper does not
claim, and certainly does not prove, that this is the
only cause of Bradford's high perinatal mortality.
The association should not, however, be ignored.
A return now to more conventional obstetric care
by general practitioners in Bradford may well, we
believe, improve our mortality statistics. There
will then be an opportunity for a second study,
which may prove the value of good general practi-
tioner obstetric care, without which doctors are
reluctant to accept criticism.
Dr J Bahrami and colleagues called our paper

"illogical" because we selected a year when mor-
tality figures for Bradford were particularly bad.2
They also thought it untimely because we dared to
question a recent flood of papers that suggest that
all general practitioner care is safe. We reject both
accusations. It is, in fact, particularly timely,
having coincided with the publication of figures
from the Audit Office that combine the figures
from three consecutive years and place Bradford
firmly at the bottom of the league table for
perinatal deaths.
We are also depressed by the comments of our

own local medical committee, which seem to imply
that because some obstetric complications are
unpredictable is not enough to pay regard to
recognised risk factors. Several respondents also
implied that because Bradford has a high Asian
population nothing can be done to reduce perinatal
loss. As our paper points out, Asian women are not
at risk simply because of the colour of their skin
but because they are of short stature-many are
highly parous and of advanced maternal age. All of

these are factors that should alert any obstetrician
to the possibility of specific and often manageable
complications. Asians in Bradford also have a high
incidence of congenital abnormalities, some of
which are detectable in early pregnancy. It is then
pertinent to point out that general practitioners in
Bradford have always had open access to ultrasono-
graphy and pathology services and it is now
possible for every pregnant woman in Bradford to
be offered a fetal anomaly scan at 18 weeks.

Bradford has low risk obstetric patients among
all population subgroups and it is primarily these
women who should be looked after by general
practitioners. We would then argue with Dr Bull
that it is not unreasonable to compare the outcome
of their pregnancies with those of similar low risk
patients from other areas even though demographic
variations exist.
We are criticised for not discussing in more

detail the causes of the perinatal deaths described.
Two fetuses had congenital abnormalities-one
had dwarfism and the other had Potter's syndrome.
(Both we would now hope to diagnose in early
pregnancy by anomaly scanning.) Also, a baby that
was born prematurely at 31 weeks died. In addition,
there was one accidental haemorrhage and the
remaining deaths were due to intrauterine
asphyxia. One of the fetuses that died of asphyxia
had had severe growth retardation and two were
probably appreciably overdue, although the dates
were said to be unreliable.

Those advocates for corrected figures where
congenital abnormalities and deaths from extreme
prematurity are removed should note that the peri-
natal mortality for all women booked by general
practitioners in Bradford in 1988 (including
home deliveries) was 7 8. This compares with the
corrected value of zero for the John Radcliffe
Hospital in Oxford in 1987. The perinatal mor-
tality of 3/1000 referred to by Dr Norman Shannon'
was the uncorrected figure.

Finally, we are grateful to all those respondents
who have re-emphasised some of the basic prin-
ciples that should dictate the actions of general
referred, as we did, to the guidelines laid down by
the Royal College of General Practitioners and
Royal College of Obstetricians and Gynaecologists.
We hope that these will now be embraced by
general practitioners in Bradford.

J K CLAY'1'ON D I M FARQIJHARSON
R J RAND S E JONES

I BECK F C BRY'CE
Bradford Royal Infirmarv,
Bradford, West Yorkshire BD)5 ONA

I Bull M. Gen:eral practice obstetrics in Bradford. Br Med 7
1990;300:X73-4 (31 March.

la Brvce FC, Clavton JK, Rand RJ, Beck 1, Farquharsoni DIM,
Jones SE. iencral practitioner obstetrics in Bradf'ord. BrMedj
1990;300:725-7 17 March

2 Bahrami J, Haywsiood K, (iix ans RJ. (ieneral practice obstetrics in
Bradford. BrMIed 7 199(0;300 873. 31 March.

3 Shannon N. (icncral practicc obstetrics in Bradt'Ord. 1Br tied 7
1990;300:874-5 31 Mlarch.)

938 BMJ VOLUME 300 7 APRIL 1990

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.300.6729.938-a on 7 A
pril 1990. D

ow
nloaded from

 

http://www.bmj.com/

