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Maternal blood flow to the placenta may be severely
diminished by uterine contractions, so labour has the potential
sometimes to damage the fetus.' In the last century some
asphyxiated babies were noted to have abnormally fast-or
slow-heart rates, and auscultation evolved as a component of
intrapartum care. The human ear is insensitive to subtle
changes in rate, so electronic methods of recording were
developed. These generate paper traces that show features
not obvious on auscultation, including the degree of
variation of the heart rate and the shape of accelerations and
decelerations in rate. But more information is not
necessarily more instructive, or we should judge textbooks
simply by their size.
The effectiveness of medical interventions is best evaluated

by a systematic analysis of randomised controlled trials. The
overviews of intrapartum monitoring in the Oxford database
of perinatal trials (now the Cochrane Collaboration
pregnancy and childbirth module2) have been discussed
widely.' Briefly, they showed that the use of continuous
electronic fetal heart rate monitoring caused higher rates of
medical intervention, including caesarean section during the
first stage of labour and instrumental vaginal delivery during
the second. When compared with intermittent auscultation
alone continuous fetal heart rate monitoring doubled rates
of caesarean section for "fetal distress" even when it was
complemented by selective fetal blood sampling and pH
estimation4; the rate was quadrupled when monitoring was
used alone.5 Further evidence of excessive intervention came
from a recent trial in Plymouth of analysis during labour of
the waveform of the fetal electrocardiogram.6 In this, 1200
women were randomly assigned to either cardiotocography
alone or cardiotocography plus waveform analysis; the
operative delivery rate for "fetal distress" was double in the
group assigned to cardiotocography alone.

Increased rates of operative delivery are not necessarily
bad if genuinely compromised babies are rescued from
death and damage. Various outcomes have been examined
in randomised controlled trials of intrapartum fetal
monitoring; the only complication to show a lower (and
largely consistent) decrease in the monitored groups was
neonatal convulsion,4 and this protective effect seemed to be
confined to prolonged, induced, or augmented labours.
Neonatal convulsion is an uncommon problem but one that
is potentially serious. Many parents would presumably place
high priority on avoiding this risk, even though the Dublin
trial7 (which by its size and quality dominates overviews of

trials of intrapartum monitoring) showed the subsequent
prevalence of cerebral palsy among survivors to be no lower
in the monitored group.8

Continuous cardiotocography is more restricting than
intermittent auscultation, although the method of fetal
monitoring is less important to women than the support they
receive from staff or companions.9'0 The cardiotocography
machine must certainly not be used as a poor substitute for
midwifery care, nor should a shortage of midwives be used as
an argument for a policy of continuous cardiotocography. A
compromise in current favour- is the admission cardiotoco-
graphy test'" followed by intermittent auscultation and
cardiotocography. This approach has appeal, but its effec-
tiveness has not yet been rigorously assessed.
With these disadvantages established for intrapartum

cardiotocography (not to mention local trauma and infection
from scalp electrodes), should the technique be abandoned
altogether?'2 The answer is complicated by medicolegal
implications. Cardiotocography records are carefully scruti-
nised and sometimes pivotal in expensive legal actions. The
trace provides a permanent record, which may be used, for
example, to show that the poor condition of a baby at birth
was neither predictable nor preventable. Arguably, however,
the midwife's record of a normal fetal heart rate should be just
as acceptable as evidence.
Where, then, do we stand? The available evidence does not

support routine continuous fetal heart rate monitoring during
all labours. In a normal labour intermittent auscultation with
a Pinard stethoscope could not be regarded as an inadequate
or negligent form of assessment. Some obstetricians argue
that the choice of method should be left to the woman. If she
opts for cardiotocography it must be done properly. Any
unusual features should be noted and the response to them
made by a qualified and experienced person. All members of
the obstetric and midwifery staff should speak the same
language and use the same method of classification-
something that can be achieved only by regular meetings on
cardiotocography. The classification of decelerations as early,
late, and variable, as used in the Dublin trial, seems best;
the terms "type I" and "II dips" are archaic. Staff should
be made aware that some of the most sinister fetal heart rate
decelerations (late) are often shallow and difficult to detect;
some of the most obvious with greatest amplitude (variable)
may be of little pathological importance. In practice,
adherence to a clearly defined policy for fetal heart rate
monitoring may be more important than the actual method.
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Cardiotocography during labour

An unsatisfactory technique but nothing betteryet
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If only because cardiotocography has been shown to reduce
the rate of neonatal convulsions after complicated labours its
use should not be abandoned. Maternity units should have
clear, explicit guidelines on the grounds for recommending
cardiotocography so that the clinical and legal responsibility
does not lie with a junior obstetrician or midwife. Suitable
grounds might include prolonged, augmented, or induced
labours; multiple pregnancies; thick meconium staining of
amniotic fluid; and a growth retarded or preterm fetus.
Audible heart rate decelerations also indicate a need for
electronic monitoring.
Improvements in the results of monitoring will come not

only by better identification and interpretation of abnormali-
ties of the fetal heart rate but also through better responses by
attendants to unusual patterns. Simple measures (stopping
the oxytocin infusion, altering the mother's posture, restoring
blood pressure to normal) often suffice; techniques such as
amnioinfusion deserve further investigation as alternatives to
operative delivery.'3

Recording the fetal heart rate has become a fixed feature of
intrapartum care; we need to reconsider and remember that it
is an extremely limited method for assessing the health of the
fetus. We do not expect doctors to run an intensive care unit
simply by measuring the pulse rates of their patients. The
status of intrapartum fetal heart rate recording (whether
assessed by ear or by machine) is similar to that of the neonatal
test frequently used to assess the effectiveness of the
measure-the much maligned but universally used Apgar
score. Both are clearly unsatisfactory, but a practical and

popular alternative has not yet emerged for either. The
search for better techniques of fetal assessment during
labour continues. For "high risk" fetuses, waveform analysis
of the electrocardiogram shows promise6; oximetry still has
some way to go.14
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Mothering skills ofwomen with mental illness

Not enough known about the postpartum period

The traditional role of mother and baby units in psychiatry
has been to treat acute postpartum mental illness without
separating the mother from the infant. Increasingly, however,
such units are being asked to assess the quality of mothering
by women with chronic disorders, particularly schizophrenia
but also poor control of impulses. Many referrals are
initiated by social services departments, possibly as a result
of growing pressure to protect children in accordance with
their responsibility under the Children Act. As a result,
psychiatrists take on the crucial rule of assessor and expert
witness in child care cases in which the mother has a mental
or behavioural disorder. How should specialist services
respond to this challenge? What is known about the capacity
of mentally ill mothers to care for their babies?

Maternal mental illness may adversely affect a child both
directly-causing neglect, physical harm, and psychological
upset-and indirectly-through associated features of the
illness such as marital disharmony and repeated admissions to
hospital.' In a series of women who had killed their children
84% had mental and behavioural disorders, but diagnoses
varied, with 16% being psychotic and personality disorder
being the commonest diagnosis.2 Acute schizophrenia can
severely impair mothering skills when maternal distress leads
to distraction and neglect. Close supervision of patients is
needed when they have delusions or hallucinations concern-
ing the baby. Impairment of warmth and rigid or anxious
mothering styles also occur during the acute illness, and
improvement may be delayed for up to one year, depending
on the premorbid social adjustment.3 In women with chronic
schizophrenia blunted or incongruous emotions, poor moti-

vation, disturbed behaviour, and lack of responsiveness to the
child's cues may all affect mother-infant interaction. Maternal
responsiveness is thought to be important in cognitive
development4 and for secure mother-infant attachment5:
thus infants of mothers with chronic schizophrenia are at risk
of disrupted bonding and its sequelae of impaired social
behaviour and problem solving.68

Personality disorder is the parental diagnosis most asso-
ciated with emotional and behavioural disorders in children,
particularly when they have been exposed to hostile be-
haviour.' In addition, lack of warmth and chaotic behaviour
may result in child neglect, and impulsiveness and reduced
tolerance to stress can be expected to increase the risk of
physical abuse. Abuse and neglect are also commonly seen
in children of mothers with learning disabilities and are
particularly common if the fathers also suffer from
learning disabilities or if the children themselves are of
normal IQ.9

In severe depression apathy can lead to neglect, irritability
to physical harm, and depressive delusions to infanticide.
Cognitive impairment in children may follow milder post-
partum depression and may be detectable four years after the
resolution of maternal symptoms.'0 Behavioural problems at
3-4 years of age have also been associated with maternal
depression, both concurrent" and postnatal.'2 In the longer
term the offspring of depressed mothers are more likely to
suffer from childhood depression.'

Despite these findings key questions remain concerning the
prediction of successful mothering after postpartum psychi-
atric disorder, and there is little evidence on how maternal
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