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when we controlled simultaneously for age, ethnic
group, and year and place of diagnosis of AIDS. For
771 (33%) of the 2329 homosexual men the likely
source of their HIV infection was not recorded, and
22% of these had Kaposi's sarcoma.

Frequency of Kaposi's sarcoma in patients who acquired HIT' by
sexual contact according to country reported as possible source ofH117
infection

No (%) of patients with Kaposi's sarcoma

HIV transmitted by HIV transmitted by
Country homosexual contact heterosexual contact

British Isles onIv 119/625 (19) 0/20
Abroad, including:

United States 171/551 (31* 3/8 (38)
Africa 9/34 (26) 7/73 (10)
Elsewhere except United

States or Africa 77/348 (22) 0/12

*Includes 32 men (10 with Kaposi's sarcoma) for whom both the United
States and Africa were reported as possible sources of HIV infection.

Of the patients who acquired HIV by heterosexual
contact, 99% had the country of origin of their likely
source of HIV infection recorded. Among the 114
whose ethnic group was recorded Kaposi's sarcoma
was largely confined to patients reporting Africa as the
possible source of their HIV infection (table). All seven
cases of Kaposi's sarcoma among those whose sexual
partners were from Africa were black patients (7/54),
and among them the percentage with Kaposi's sarcoma
was similar-for men (13%, 4/32) and women (14%,
3/22). There were three cases of Kaposi's sarcoma
reported among eight patients who reported the United
States as the possible source of their HIV infection. All
three were white men.

Discussion
The characteristics of patients with AIDS and

Kaposi's sarcoma in the United Kingdom and the
United States are similar.' In both countries Kaposi's
sarcoma was more common among those who acquired
HIV sexually rather than parenterally and was most
common in homosexual or bisexual men. Among
homosexual or bisexual men with AIDS the age
distribution and the decline in the percentage with
Kaposi's sarcoma over time were similar in both
countries.' In the United Kingdom Kaposi's sarcoma

Pregnancies complicated by
abnormally adherent placenta
and sex ratio at birth

T Y Khong, D L Healy, P I McCloud

The ratio of male to female infants at birth is increased
in women with pre-eclampsia or who have a spon-
taneous abortion. ' Although the morphology of
placentation in these conditions is diametrically
different from that in placenta accreta,2 the sex ratio
has not been examined in women with placenta
accreta. We determined the sex ratio of infants born to
women requiring manual removal of the placenta as
this indicates a degree of accretion.'

Subjects, methods, and results
We ascertained the sex of all singleton infants born at

one hospital over 30 years (1959-88) by reviewing the

was reported most often in men from London and in
the United States in men from California and New
York, the focus of the AIDS epidemic.
The new findings in the United Kingdom relate to

the country of origin of the patients' sexual partners.
Kaposi's sarcoma was more common in the homosexual
men whose reported source of HIV infection and thus
whose sexual partners included men from the United
States or Africa rather than the British Isles alone. In
those who acquired HIV by heterosexual contact
Kaposi's sarcoma was rare except among patients
reported to have sexual contacts from Africa.
These results are based on surveillance data. Errors

or omissions in reporting would obscure true dif-
ferences rather than create spurious associations unless
reporting was selective or biased. The only group in
which important reporting biases may have occurred
is the three white men who reported that they
acquired HIV by heterosexual spread from the United
States. These men may have been misclassified as
United States data suggest that white men in the
United States who report that they acquired HIV by
heterosexual contact may have acquired it by homo-
sexual activity.' Using Kaposi's sarcoma as an indicator
disease for AIDS should not bias the findings as
it is the presenting symptom in 77% of patients when
it occurs.4

Overall, these findings support the hypothesis that
Kaposi's sarcoma is caused by a transmissible agent
and that an important mode of transmission is sexual.
Furthermore, they suggest that the agent was intro-
duced into the British homosexual population mainly
from the United States and that it is not prevalent
among British heterosexuals except those with sexual
contacts from Africa.
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delivery suite's birth register. The information was
stratified according to gravidity for the first 10 years.
The data were analysed by logistic regression. The log
likelihood ratio was used to test the goodness of fit of
the proposed models and to test hypotheses. This
statistic is asymptotically x2.
The sex ratio for all singleton infants was 1-071. A

linear logistic model showed no significant difference
among the proportions of girls born to women of
gravidity 1, 2, 3, or -4 (p>0 5; X2=2.67, df=3)
(table). The incidence of manual removal of the
placenta was 3-1% (3195/103462). The proportion of
women requiring manual removal of the placenta was
equal in all the gravidity groups (p>05; X2=0 85,
df= 3), with no trend with increasing gravidity (p>0 5;
x2=0 4, df= 1).
Among the women who required manual removal of

the placenta the overall sex ratio was 0 844, which was
significantly less than that (1-079) in the reference
population (p<0001; x2=l2 49, df= 1). The propor-
tions of boys born to the women who did and did not
require manual removal of the placenta were 0-458
(95% confidence interval 0 440 to 0 475) and 0 519
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Ratio of male to female infants according to whether mothers did not or did require manual removal of
placenta

Did not require manual removal Did require manual removal

Male infants Female infants Ratio Male infants Female infants Ratio

1959-1968:
Gravidity:

1 88680 8160 1 063 301 326 0-923
2 5758 5200 1 107 178 208 0-856
3 3260 3019 1-080 106 119 0-891
--4 44338 4081 1-063 142 158 0-899
Allinfants 22036 20466 1-077 727 811 0-896

1959-1988:
All infants 53692 49770 1 079 1462 1733 0-844

*Information on gravidity not known for 44 boys and 33 girls.

(0516 to 0522) respectively; this difference was
significant. The relative risk of having a boy for women
who required manual removal of the placenta was
0 882 (0 85 to 0 92); thus the proportion of boys born
in this group was indeed significantly lower than that in
the reference population. Logistic regression showed
no significant trend in the proportion of girls born with
increasing gravidity in either the reference group
(p>0 5; x2=0 00, df=1) or the group who required
manual removal of the placenta (p>0 5; x2=004,
df= 1).

Comment
Undue emphasis has been placed on the study of

histologically proved cases of placenta accreta, whereas
this condition is a clinical entity.3 As manual removal of
the placenta is thought to indicate a degree of placenta
accreta its use as a surrogate for placenta accreta is
justified.

Successful pregnancy is thought to depend on

immunological stimuli provided by antigenic disparity
between the fetus and the mother.4 Maternofetal
interactions may be reflected in the morphological
features seen in the placental bed, where infiltration by
extravillous trophoblast is inadequate in pre-eclampsia
and in spontaneous abortion but excessive in placenta
accreta.2 As males carry the H-Y antigen, which can act
as a minor transplantation antigen, the findings of a
decreased sex ratio in placenta accreta in contrast to the
increased ratio in pre-eclampsia and in spontaneous
abortion seem to militate against the theory of histo-
incompatibility for successful pregnancy. Other
antigen systems, such as the major histocompatibility
complex or the trophoblast-lymphocyte cross reactive
antigens, may, however, be more important. Alter-
natively, the differences in sex ratio may reflect
influences, such as gonadal hormones or related
peptides induced by the sex determining region gene
also encoded on the Y chromosome,5 on placentation.
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Cardiopulmonary resuscitation
skills of preregistration house
officers: five years on

F Morris, S G Tordoff, D Wallis,
D V Skinner

The teaching of cardiopulmonary resuscitation to
medical trainees has been inadequate in the past, and
two surveys highlighted the inability of junior doctors
to carry out effective basic life support.' 2 Baskett
emphasised the need to review training methods in
British medical schools,' and a report by the Royal
College of Physicians in 1987 advocated that district
health authorities should appoint resuscitation training
officers to organise and coordinate training at both
undergraduate and postgraduate levels.4 City and
Hackney Health Authority has done this since June
1988, and all medical students now receive training
in accordance with the guidelines set down by the
Resuscitation Council of the United Kingdom.

Five years have elapsed since Skinner et al carried
out their survey.' We assessed the impact of the
recommendations on the theoretical and practical skills
of preregistration house officers.

Subjects, methods, and results
We tested 31 preregistration house officers, using

similar methods to those used by Skinner et al.2
Theoretical knowledge was assessed with 10 multiple
choice questions dealing with ventilation, cardiac
massage, and the management of life threatening

arrhythmias. Practical skills were tested with a standard
training manikin (Laerdal) equipped with a visual
display indicating the force and site of compression and
the adequacy of ventilation. The subjects' ability to
carry out resuscitation in the correct sequence and to
perform adequate ventilation and external cardiac
massage was assessed. They were also required to
switch on and connect an oxygen supply and ventilate
the manikin with an Ambubag and a pocket mask
(Laerdal). Intubation techiques were assessed with the
training manikin.
The table summarises the results and compares

them with the results of the 1985 survey. Data were
analysed with the X2 test, and probability values of less
than 0 05 were considered to be significant.

Comment
The theoretical knowledge of house officers had

improved considerably since the survey five years
previously. Certain points such as the recognition of
arrhythmia, early defibrillation, and the exclusion
of possible underlying causes of electromechanical
dissociation have been emphasised in the Resuscitation
Council's teaching guidelines, and all candidates
answered the relevant questions correctly.
A different picture emerged in the practical part of

the survey, with only 15 (48%) of the house officers
able to carry out effective ventilation and external
cardiac massage. This figure is similar to that of the
1985 survey and disappointing, but we thought that
the doctors' basic knowledge of the sequence of
resuscitation and the need to call for help and to
continue with resuscitation was sound. Resuscitation
skills erode with time, and in one series skills had
returned to pretraining standards on repeat testing
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