
CORRESPONDENCE

* All letters must be typed with double spacing and signed by all authors.

* No letter should be more than 400 words.

* For letters on scientific subjects we normally reserve our correspondence columns
for those relating to issues discussed recently (within six weeks) in the BMJ.

* We do not routinely acknowledge letters. Please send a stamped addressed
envelope ifyou would like an acknowledgment.

* Because we receive many more letters than we can publish we may shorten those
we do print, particularly when we receive several on the same subject.

Obstetric accidents
SIR, -MS M Ennis and Dr C A Vincent reviewed
cases of obstetric accidents and questioned the
adequacy of supervision of junior staff by con-
sultants. But they did not look at the timing of
these accidents. As a result of our internal audit we
have discovered that most suboptimal obstetric
practice occurs when there is least senior cover-
that is, during the "out of office hours" period of
5 pm to 9 am.

Currently there is a trend towards centralising
deliveries in larger units, where there are adequate
obstetric and anaesthetic staffand neonatal facilities
are available. We think that this is a step in the
right direction as it will allow increased levels of
staffing and enable all pregnant women and their
newborn babies to receive the best possible care.
We believe, however, that to keep suboptimal
obstetric practice to an absolute minimum and to
provide a high level of care for every pregnant
woman analysis of the nature of the out of hours
work on the labour ward is important. We carried
out such an analysis for the year 1989 in our tertiary
maternity hospital, which caters for a large number
of high risk obstetric patients.

Timing of obstetric workload in Birmingham Maternity
Hospital durnng 1989

9am- 5 pm- 11 pm-
5pm 11pm 9am

No of caesarean sections:
Emergency 198 194 211
Elective 287 19

No of straight forceps/ventouse
deliveries 162 131 201

No of rotational forceps deliveries 45 34 35
Percentage of total workload 45-6 24-9 29 5
Percentage of emergency workload 33-4 29 7 36-9

The hospital has nine consultants, four senior
registrars and lecturers, four registrars, and five
senior house officers. Of the 4528 deliveries in
1989, 909 (20%) were by caesarean section and
1590 (35%) were carried out by doctors. Two
thirds of the emergency work on the labour ward
was carried out in the out of office hours period.

Society is generally becoming more litigious. As
litigation is growing faster in obstetrics than in any
other branch of medicine" and to provide a high
level of care for every pregnant woman a detailed
analysis of the out of hours emergency work on the
labour ward should be taken into consideration.
Tired doctors, deprived of their required amount
of rest, may make decisions that in retrospect are in
favour of their bodily needs rather than in the
patient's best interests. We believe strongly
that because obstetrics is a 24 hour emergency
commitment shiftwork for those doctors providing

the "hands on" service on labour wards should be
introduced; only then will obstetric accidents be
reduced to an absolute minimum.
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SIR,-In their article on obstetric accidents Ms
M Ennis and Dr C A Vincent identify inadequate
fetal monitoring as a major topic of concern and
conclude that "middle and junior staff are in-
adequately trained in fetal heart monitoring and
inadequately supervised in the labour ward."'
We reviewed retrospectively all stillbirths occur-

ring in hospitals in Mid Essex Health Authority
in the three year period 1987-9. The notes for
each case were examined independently by two
clinicians who had not, in most instances, been
associated with the case. Then, after formal discus-
sion, a determination was made as to whether the
stillbirth may have been preventable-that is, if
there were factors in the patient's care that could
have been avoided if normal good standards of
obstetric and midwifery care were practised. The
table gives the results.
The total number of stillbirths in the study

period was 58 (4-8/1000 livebirths and stillbirths).
A particular cause for concern is the very high
number of stillbirths that were associated with
decreased fetal movements reported by the patient
but for which adequate management was not
instigated-for example, referral for cardiotoco-
graphy or consultant review. This factor occurred
in all cases of stillbirth that entailed shared care
with general practitioners and in four instances in
hospitals when care was provided by a junior
member of staff. The 15 other women who had

a stillbirth were all thought to have received
inadequate care in the clinic, the antenatal ward, or
the labour ward.
These results have implications for the imple-

mentation of good practice highlighted by the
recent report on maternity services from the
National Audit Office.2 We believe that in addition
to clinical teaching written recommendations and
protocols should be available for' advising when
tests for fetal wellbeing should be used and that
guidelines on their interpretation should be cir-
culated to all who take part in antenatal care. Such
policies will never, of course, preclude discussion
on a case by case basis, but it is intended that they
will act as a minimum standard for staff, be
immediately available at all times, and be regularly
reviewed at consultant level.
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SIR,-The review by Ms M Ennis and Dr C A
Vincent' of obstetric accidents was of interest to us.
For many years we have supported and advised
families who have complaints about obstetric care.
Our aim is to get the best therapeutic outcome for
the family, although this is often difficult because
of the inadequacies of the complaints procedures in
the NHS and their non-existence in private care.
Some families are forced into litigation because
they need to find out the truth in order to come to
terms with what has happened. (Common causes
of error may not be apparent from a study of case
notes.)

Classification ofstillbirths occurring in Mid Essex Health Authority as possibly preventable or notpreventable depending
on whether poor obstetric care may have been a causative factor

Preventable (n= 32) Not preventable (n=26)

No of No of
Causative factor cases Causative factor cases

Decreased fetal movements reported; Congenital malformation 6
cardiotocography not performed 17 Abruption 5

Retardation of intrauterine growth not appreciated 5 Severe umbilical cord problems (excluding prolapsc) 4
Inadequate monitoring after induction of labour 3 Social factors-for example, late presentation 4
Failure to monitor twins adequately 4 Prematurity 2
Cardiotocogram misinterpreted 3 Others 5
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We, too, find that the experience and training of
staff are factors in the quality of obstetric care but
would add that locum doctors are mentioned far
more often than we would expect in complaints
concerning perinatal death or serious injury to
mother or child. General practitioner trainees
are also mentioned often as being first on call to
deal with emergencies beyond their training or
experience. Mothers are concerned about this. In
the study by Drew et al, which compared mothers',
midwives', and obstetricians' views on features of
obstetric care that influenced satisfaction, mothers
were much more concerned than doctors had
realised about the qualifications of the person
conducting the delivery.2

Seniority of staff is not the only factor. For
13 senior registrars Longue recently reported a
widely different rate of haemorrhage after forceps
deliveries.' Temperament rather than experience
seemed to be the important factor. This confirms
our experience that the personalities of some
doctors and midwives make them unsuited to the
practice of obstetrics. Other significant factors are:

(1) Lack of continuity of care (for example,
"shared" antenatal care, women seeing different
doctors at every outpatient visit, and midwives
changing shifts when caring for women in labour).
O'Brien's and Smith's study showed that a sig-
nificantly higher proportion of women rated their
care as very good when they were cared for by
one or two people when compared with those who
saw different people each time.4

(2) Failure to listen to and believe women, even
multiparous women-for example, if the woman is
sure about when she conceived she is told that the
ultrasonogram can't be wrong. If she says "I'm
starting to push" she is told, without examination,
"Nonsense, it will be hours yet." If she says she
knows something is wrong she is not believed.
Women who are of low social class or black are
even less likely to be believed-which may be one
reason for the higher perinatal mortality in these
groups.'

(3) Avoidable interventions, which then lead to
a cascade of further interventions.6

(4) Uncritical reliance on technology, which
is often inappropriately used and has been in-
adequately tested. For example, the randomised
study of Shy et al showed that the prevalence of
cerebral palsy in premature babies monitored by
electronic fetal monitoring was 20% and in those
whose mothers were given auscultation it was only
8%.

We see many cases ofavoidable serious morbidity
in women after childbirth, including long term
pain, mutilation and disability caused by episioto-
mies, and post-traumatic stress disorder after
forceps or high technology deliveries. If clinical
audit is to work it should include a user input and
not rely solely on assessment of case notes.
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Misuse of dihydrocodeine
tartrate (DF 118) among opiate
addicts
SIR,-We find it surprising that Dr Harith Swadi
and colleagues think that dihydrocodeine misuse
is a novel finding.' General practitioners in
Scotland are well aware of the extensive use of
dihydrocodeine by drug misusers and of the drug's
resale potential. Dihydrocodeine is considered by
many to be a safer drug to prescribe than most
opiate analgesics as it seems to be rarely injected,
being a comparatively insoluble preparation and
having a dysphoric rather than a euphoric effect on
intravenous use. This is unlike buprenorphine,
which is injected preferentially. Many other
prescribed drugs are also used by injection, in-
cluding diazepam, dipipanone hydrochloride, and
amitriptyline.
The reduced potential of dihydrocodeine for

misuse makes it of some use as a substitute drug in
the treatment of opiate misusers, and our practice
is to use it as an alternative to methadone mixture
when this is necessary. For those drug misusers
who are not keen to take methadone dihydro-
codeine is an attractive alternative. Unlike
methadone it is portable for holiday purposes and
provides amore rapid onset of action, which many,
especially younger drug misusers, prefer, and it
offers a safer alternative to illegal drugs with some
of the attractions.

Unlike the traditional drug treatment centres we
see many drug misusers who have only recently
started misusing opiates (often within recent
months), a group of people who are not necessarily
amenable to the more conventional techniques of
treatment and who consider themselves able to
cope with their situation. Our experience of
these people is that they do not always wish to
take methadone but are sometimes prepared to
substitute oral dihydrocodeine for drug injecting.
Dihydrocodeine is now successfully used by many
young drug misusers. The additional advantage of
the drug's reduced overdose potential is important.
Most accidental deaths in our experience occur in
people combining methadone and other drugs, and
we have recorded no deaths due to overdose
of dihydrocodeine over the past eight years.
Dihydrocodeine has, in our view, much to recom-
mend it as an alternative to methadone in selected
patients, allowing for more flexibility, less toxicity,
and the development of a normal lifestyle.
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SIR,-Dr H Swadi and colleagues rightly draw
our attention to the extensive use of codeine
preparations by heroin addicts. It is a moot point,
however, how such use ofDF 118 (dihydrocodeine
tartrate) should be regarded. It may be, for
instance, an adaptive use of an alternative opiate
preparation at times of heroin shortage (for
example, either during an infrequent heroin
drought or because ofinsufficient funds to purchase
heroin); or alternatively it may form part of a
constructive attempt at self detoxification (Gossop
et al, unpublished work). If we prescribe metha-
done or codeine to a heroin addict with withdrawal
symptoms then this is regarded as treatment,
but if in the same circumstances the heroin addict
obtains DF 118 from the black market and con-
sumes it then this is regarded as drug misuse. It
may be no bad thing that general practitioners are

willing to prescribe opiate preparations with less
potential for misuse, although they should of
course be aware of the conditions they are treating
(that is, opiate addiction) and the reason they are
prescribing (for example, moderation of severity of
the withdrawal syndrome)'
We also wish to draw attention to another aspect

of the report by Dr Swadi and colleagues. The
authors used gas spectrometry to detect the drugs
being used, whereas recently there has been an
increased reliance on the new enzyme multiplied
immunoassay technique. Distinction between use
of codeine and other morphine based opiates is not
presently possible with the immunoassay system,
which gives the same opiate positive reading for
heroin, morphine, codeine, and dihydrocodeine.
The technique therefore needs chromatographic
back up, as has previously been recommended.2

Finally, we were surprised that no mention was
made of the route of administration. Was there
any evidence of intravenous misuse of codeine
preparations? If not, then for some addicts DF 1 18
may constitute a more acceptable drug for admini-
stration during detoxification than the longstanding
"industry standard," methadone.
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Screening for carcinoma of the
prostate
SIR,-With regard to the paper by Dr Knud V
Pedersen and colleagues' and the recent corres-
pondence it has generated2 we would like to
support the case for screening for cancer of the
prostate. Carcinoma of the prostate is now the
commonest cancer in the Western world, and the
incidence is increasing.' Furthermore, there is
little evidence that current available treatment
prolongs survival. The only possibility of cure is by
surgical removal of the affected prostate, and for
this to be effective the disease has to be diagnosed
at an early stage.

Evidence from the small number of previously
reported screening programmes shows that screen-
ing is cost effective, identifies a high proportion of
patients with early stage disease, and may prolong
survival.46 The paper by Dr Pedersen and col-
leagues shows that screening for cancer of the
prostate is feasible, cost effective, and acceptable
to patients.

In Bristol we are currently running a pilot study
to assess the practicality of screening for cancer of
the prostate in the NHS. It is based at Horfield
Health Centre, a large city general practice that
serves a population of 13 000. All men between the
ages of 55 and 70 (a total of 850) are being offered a
general health check, which includes, among other
investigations, a digital examination of the prostate
and measurement of serum prostate specific
antigen concentration. All patients with either a
palpably suspicious prostate or a raised prostate
specific antigen concentration are referred for
further investigation. This takes the form of
transrectal ultrasonography and subsequent
guided biopsy of any suspicious lesions. To date
331 patients have been screened, 52 have been
referred for transrectal ultrasonography, and
cancer has been detected in five. After staging with
isotope bone scanning and magnetic resonance
imaging of the pelvis all of the carcinomas have
been shown to be intracapsular and three men
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