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To wait to see the effects of referral com-
mittees may result in many unnecessary
deaths.-I am, etc.,

JOHN EMERY
Department of Histopathology,
Children's Hospital,
Sheffield

1 Pringle, M. K., Proceedings of the Royal Society
of Medicine. In press.

2 Carpenter, R. G., and Emery, J. L., Nature, 1974,
250, 729.

SIR,-The Brighton commnittee of inquiry
into the death of Maria Colwell, keeping to
its brief, has formulated an excellent report'
which pinpoints deficiencies lin the co-
ordination of agencies; but examination of
the evidence shows that the lack of co-
ordination was a subsidiary cause of the
tragedy. The crucial decision to reimove thhe
child from her affectionate foster-parents did
not call 'for co-ordination between tihe
agencies, nor did the decision by the court
to support the return of the child to her
natural parents. The second crucial decision,
to leave the child in a situation of hazard,
arose from the misinterpretation of albundant
immediate data. Co-ordinating the informa-
tion of other agencies was irrevelant. A
nunrber of agencies had supporting evid-
ence, but the unavailability of this evidence
did not prevent neighibours coming to rhe
right conclusions. Society, as your leading
article (14 September, p. 641) states, did not
fail. but the experts did. Using the public,
the system, and the lack of co-ordination of
agencies as scapegoats will not deceive in-
formed opinion. We must look elsewhere
than to lack of co-ordination of agencies for
the cause of the tragedy. It lay in matters
unthappily outside the terms of reference of
the inouiry-in tihe theoreticadl viewpoints
that guided decision making.
The main wrong viewpoints were: that

the natural parents are, in all circumstances,
more adequate than other parents; that
children should be returned ito natural
parents at the first opportunity; that foster-
parents cannot supply totally satisfactory
substitute care; that separaiion of children
from parents is to be avoided at all costs.
A monopolistic State machinery that main-
tains these viewpoints deliberately places
large numbers of children at hazard in their
own homes. This (prescription for the
management of child care produces an
iatrogenic diisorder.
The prescription for change must include

the following.
(1) Changes of viewpoints about the

essentials of child care which need to be
taught to 'the relevant professions. The
Brighton minority report gives an em-
barrassing picture of the bizarre, fanciful
shibboleths rife in training schools.

(2) A national inquiry with wide terms
of reference into child care procedures. Eadh
death by battering (rhree more were re-
ported in the Daily Telegraph on 17 Sep-
tember) deserves a local inquiry, but a
national inquiry could have wider terms of
reference.

(3) Tlhe provision of a specialist social
worker in child care, responsible for the
supiervision of children, for maintaining a
confidential list of vulnerable children, and
for collaboration with other professionals.
Team work is admirable but secondary to
careful evaluations of the family situation.
Team responsibility should not replace in-

dividual responsibility. The trust of families
can be retained only with confidentiality.

(4) Any dhild admitted to hospital and
suspected of being a victim of abuse should
be referred to a psychiatrist, as is now the
practice with attempted suicide. The
psychiatrist would then undertake extensive
family exploration and would collaborate
with the medical man in continuous mnedical
responsibility and with a social worker in
continuous welfare responsibility for
families.

(5) Area teams should consider children's
services only broadly, as they are too slow
and indecisive to be concerned in day-to-
day case management and cut across the
essential requirement of individual respon-
sibility.

(6) The legal position of children should
be strengthened. Foster-parents should be
represented in courts as a right. A "child-
ren's advocate" is likely to represent estalb-
lished expert opinion and would not have
saved Maria Colwell. Better to put our faith
in detached, careful magistrates, who are
usually more in touch with conmmon sense
and public opinion. Courts can seek the
opinion of a child psychiatrist when a de-
tailed exploration of family pathology is
required.

(7) Children's voluntary societies should
be strengthened to the point of being effec-
tive innovators and a realistic alternative to
the state care of our children.-I am, etc.,

J. G. HOWELLS
Institute of Family Psychiatry,
lpswich

Report of the Committee of Inquiry into the
Care and Supervision Provided in Relation to
Maria Colwell. London, H.M.S.O., 1974.

Reporting Deaths to the Coroner

SIR,-I am grateful to Dr. C. F. J. Baron
(21 September, p. 740) for drawing atten-
tion to the opinion obtained by the B.M.A.
in 1942.1 That opinion was based on the
statement of the law which appeared in the
contemporary edition of Jeruis on Coroners,2
for which counsel claimed there was "plenty
of judicial authority." As he gave no refer-
ences to these we are thrown back on
references given in the edition of Jervis
from which he quoted, but these are all
concerned with the indictable misdemeanour
of obstruction of the coroner and not with
any commnon-law duty.
Having given no more authority for the

existence of a conxnon-law duty than a
reference to Jervis, counsel argued that
"unless a statutory provision can be found
which expressly, not implicitly, overrides
this particular duty, the duty is still binding
on a medical practitioner." Counsel also
claimed that "until the passing of the Births
and Deaths Registration Act, 1926, no
medical man seems to have questioned his
obligation to report to the coroner any
death into which the coroner ought to
inquire." This suggests that counsel was
unaware of the repeated references to the
controversy which had appeared before
1926 in medical journals and that he was
also unaware of its frequent mention in
parliamentary papers before that date, in-
cluding the reports of select committees, de-
partmental committees, and Bills, some of
which attempted to resolve the issue by

placing a statutory duty on doctors to notify
the coroner.

It is hardly surprising that the 1943
opinion from Sir Roland Burrows was so
decisive and that subsequent editions of
Jervis have stated the law correctly-that is,
there is no duty enforceable at common law
on a doctor (or any other person "about the
deceased") to notify the coroner of deaths
coming within his jurisdiction.

Dr. Baron claims that "in the absence of
a judicial decision, there must be room for
more than one view." It is difficult to see
why he should prefer an opinion which is
based on a false assumption that judicial
decisions do exist.-I am, etc.,

J. D. J. HAVARD
Harpenden, Herts

I British Medical Yournal Supplement, 1942, 2, 25.
2 Jervis on the Office and Duties of Coroners, ed.

F. Danford Thomas, 7th edn., p. 21. London,
Sweet and Maxwell, 1927.

Dangers of Oxytocin-induced Labour to
Fetuses

SIR,-Mess!rs. W. A. Listen and A. J.
Campbell (7 September, p. 606) were wise
to draw attention to the very real risks to
the fetus associated with the injudicious use
of oxytocin, but the conclusions drawn from
their retrospective study are not supported
by their results. No significant difference
was demonstrated between the frequencies
of fetal distress, low Apgar scores, or ad-
mission of babies to the special nursery
when high or low doses of oxytocin were
used during labour. No other valid com-
parison could be made because of the
differences between the groups of patients
studied. It is probable that a large propor-
tion of abnormal pregnancies and labours
were included within the group of oxytocin-
stimulated labours, which biased the results
towards a greater incidence of neonatal
asphyxia in this group. Tihe only conclusion
which might reasonably be drawn from these
results is t-hat the dose of oxytocin used to
"'stimulate" labour did not appear to in-
fluence the condition of the neonate at birth
when judged by the parameters chosen.

This observation is supported by the
results of my own previously unpublished
prospective series of 510 patients in which
labour was induced artificially by amniotomy
and simultaneo-us intravenous oxytocin. ALl
were between 38 and 42 weeks pregnant
with a cephalically presenting fetus and were
more than 152 cm tall. This degree of
selection was necessitated by the main
purpose of the investigation, which was
totally unrelated to the study of fetal well-
being, but no selection was made for age,
parity, abnormality of pregnancy, or in-
dication for induction. The patients were
divided into two groups, those in the first
receiving oxytocin in low doses (maximnum
16. mU/min) regardless of uterine activity,
while in the second group oxytocin was
titrated in rapidly increasing doses against
the amount of uterine activity. A fetus was
considered to be asphyxiated if an Apgar
score of less than six was recorded either
at one or 10 minutes after birth. Low doses
of oxytocin were used to induce 200 labours,
and 11 (5-5%) of the neonates had low
Apgar scores. Titrated oxytocin was em-
ployed in 310 patients with the result that
23 (7-4%) of the neonates had low Apgar
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scores. The difference in the frequency of
low Apg-ar scores between the two groups
was not significant (X2 = 0 71; P < 0 50), nor
was there any clear association in this series
between low Apgar scores and the mode of
delivery. Though it is appreciated that a
compaTrison may not be made between in-
duced and spontaneous labouLrs, it is note-
worthy that in a similar series of 533
spontaneous labours studied prospectively
36 (7%,h) of the neonates had low Apgar
scores, a freauency which does not differ
significantly from that following induced
labour.

While I do not claim that oxytocin is
innocuous, there seems no reason to believe
on present evidence that in tihe absence of
hyperton,us its use increases the risk of fetal
hypoxia. Similar conclusions have been
drawn by ot(her workers.-4-I am, etc.,

BRIAN ALDERMAN
Departmnent of Obstetrics and Gynaecology,
University of Liverpool

1 Howie, P. W., and MacVicar, J., Yournal of
Obstetrics and Gynaecology of the British Com-
monwealth, 1970, 77, 813.

2 Patterson, W. M., 7ournal of Obstetrics and
Gynaecology of the British Commonwealth,
1971, 78, 310.

3 Turnbull, A. C., and Anderson, A.B.M., 7ournal
of Obstetrics and Gynaecology of the British
Commonwealth, 1968, 75, 32.

4 Weaver, J. B., Pearson, J. F., and Turnbull,
A. C., Yournal of Obstetrics and Gynaecology
of the British Commonwealth, 1974, 81, 297.

SIR,-The purpose of an oxytocin infusion is
to accelerate labour and to make the pro-
gress of labour started by forewater rupture
more predictable. With annmiotomy alone thIe
start of effective contractions may be de-
layed more than 24 hours.

Mr. W. A. Liston and Mr. A. J. Camp-
bell (7 September, p. 606) have highlighted
the dangers to the fetus from oxytocin
given by intravenous infusion in the a,ctive
management of labour. An alternative and
effective source of oxytocin is available
from the mother 'herself as described
by Salzmann.' The disadvantages of thiis
method are that the amount of oxytocin
released cannot be seen or measured by the
attendant and intermittent mianual breast
expression for one minute out of every five
is very time-consuming. On the ciredit slide
the method is completely safe as overdosage
does not occur from overstimulation. It can
be applied without any apDparatus at any
stage of labour from induction to delivery.
Anyone, including the patient herself, can
apply manual stimulation and there is no
need for the labour to be monitored as
intensively as with intravenous oxytocin.

Salzmann's method is more acceptable to
patients who dis4ike being attached to a
tube and bottle throughout labour and who
fear the pains produced by the oxytocin
drip. After straightforward adequate ex-
planation of the method, oreiferably during
the antenatal ipreparation when breast-
feeding ;is discussed, expectant mothers
accept the method and co-operate gladly.
-I am, etc.,

D. R. FIRTH
Teignmouth, Devon

1 Salzmann, K. D., 7ournal of the Royal College
of General Practitioners, 1971, 21, 282 and 670.

SIR,-As a practising hospital midwife I
welcome the article by Messrs. W. A. Liston
and A. J. Campbell (7 September, p. 606).

Many midwives feel uneasy about the in-
discriminate use of this drug but see no
alternative but to co-operate with the
mrdical staff under whom they naturally
wislh to work amicably. I myself deplore the
routine use of oxytocin, the more especially
in hospital units which are not suitaibly
equipped either to monitor the baby's heart
constantly during induction or to deal with
sucih emergency situations as may arise as a
consequence of the drug. Alas, the question
of whether there is adequate staff coverage
at a given time is never raised. The low-
Apgar-score infant, as described in the
article, wtho does not survive more tlhan 24
hours under intensive care must present a
recognizatble picture to any hospital obstetric
practitioner these days, yet still oxytocin-
induced labour flourishes. It is the woman
who delivers spontaneously who is the ex-
ception today-she is almost a freak.

It is heartening to learn that oxytocin in-
diuction as a routine procedure has now been
seriously questioned. I for one hope that
such use of oxytocin to expedite delivery
will cease.-I am, etc.,

MARY DIXON
Merseyside

HL-A Antigens and Immune Deficiency
States

SIR,-Thirty-six Caucasoid children suffer-
ing from various kinds of immune deficiency
were typed for 26 HL-A antigens. The
HL-A genotype of 19 of them was deter-
mined.
HL-Al was found in 17 patients, giving

a frequency of 47%, which is more than
twice that observed in the control popula-
tion (21°,,) (P < 0001, and P corrected for
the number of antigens tested < 0-02). Tihe
elassical HL-A1,8 linkage disequilibrium
found in Caucasoids (A = + 005) was not
observed in our patients-in only three cases

Diagnosis Sex HL-A Genotype

F. -, W21/1, -
M. 2, W15/Da25, 12 t

Severe combined M.* 1, 8/3, 7
immune deficiency M.* -, W27/3, 7

F. 1, 12/1, 5
M. 1,9,_,_
F. 1,-/1,5
F. 3, W27/1, TYT

Unclassified immune M. 3, 7/1, 12
deficiency F. 1, 8/W32, 13

F. 3, 9, W5, -
F. 3, 11, W10, W22

Probable sex-linked M. 1, W22/11, W22
agammaglobulin- M. 2, 3, W5, W27
aemia (absence of M. 1, 10, Da31, TYT
,1-cell markers) M. 1, Da25, W18, TYT

F. 2, W29, W5, -
M. 1, 9, TYT, W5
M. 2, 3, 8, W22

Variable immune F. 2, Da25, 5, -
deficiency F. 2, 12/3, W17

M. 3, -, W5, W18
M. 3,9,7,W15
M. 2, -/W28, W27

IgA immune } M. 1, 9, W5, W10
deficiency M. W32, Da34/-, 8

Ataxia telangiectasia F. 1, -/9,8 W1F. 1, 5/W32,W15
M. 1, 8/2, W10
M. 1,5/9,-
M. 2, W28, 7, W22

Wiskott-Aldrich M. 2, -, 5, W27
syndrome M. 3, 9, W27, W22

M. 2, 7/Dal2, -
M. 10, -, Da12, -
M. 9, W29,W5, 12

-/- = Haplotypes obtained by genotyping; Da12=
HL-A3+11; Da25=W30+W31; Da3l=part of W16;
Da34=LK, Sabell.
*Probably sex-linked
tTwo other patients (sibs) from the same family were
typed: 2, W15/3, - and 1, W17/Da25, 12.
tOne of the patient's brothers also had ataxia telangiec-
tasia and is Da25, 12/9, 8.

was HL-A8 associated with HL-A1 (see
table).

In 19 published cases of HL-A-typed
immune deficiencies a similar increase in
the frequency of HL-A1 was olbserved
(42%,' ). Of the eight HL-Al-positive
patients, only two,possessed HL-A8. HL-A1
was not found to be increased in volunteers
not responding to an Rh(D) inmunization.1
It was suspected that the HL-A1,8 pheno-
tyipe was associated with a high imxnune
response in nine recipients of cadaver
kidneys (seven rejections).2 However, Ham-
burger et al.3 observed a better graft survival
in 62 HL-A1 kidney recipients receiving a
haplo-identical graft (93% as opposed to
58 0 at one year, P < 002). France-
Transplant's statistics also show that the
survival of a first kidney graft was sig-
nificantly better in the 141 HL-A1 recipient
than in the 475 non-HL-Al recipients
(66% v. 53%, 59% v. 45%', 57% v. 38%
at one (P < 0 01), two, and three years
(P < 0 5) respectively). This increased sur-
vival rate would not appear to be influenced
by the presence or absence of HL-A8 in
conjunction with HL-A1. HL-Al is also
associated with certain diseases, but this
would appear to be mainly due to its dis-
equilibrium with HL-A8--for example, in
myasthenia gravis.
To eliminate the obvious heterogenity of

our material, which involves sex-linked,
autosomal receissive and unclassified cases of
immune deficiency, this preliminary observa-
tion will have to be confirmed in a larger
series comprising more cases in each
category.

Uip to the present time most if not all
associations with diseases have involved an
antigen at the second HL-A locus. If our
observations were confirmed they would
indicate that a gene involved in the control
of differentiation possibly oontributing to
immune response is situated close to the
first HL-A locus. This gene would not be
analogous to an Ir gene, as described in mice,
since these govern a specific response.-We
are, etc.,

J. HORS
C. GRISCELLI
M. SCHMID
J. DAUSSET

Laboratoire d'Immuno-H&matologie,
Institut National de la Saute et de la
Recherche MWdicale,
Centre Hayem,
H6pital Saint-Louis,
Paris
1 Hors, J., et al., Haematologia. In press.
2 Kissmeyer-Nielsen, F., et al., Transplantation

Proceedings, 1971, 3, 1019.
3 Hamburger, J., Descamps, B., Fermanian, J.,

Comptes rendus hebdomadaires des seances de
l'Academie des sciences D, 1971, 272, 2029.

Place of Diagnostic Radiology in Medicine

SIR,-We are pleased to see Dr. A. S.
Bligh's letter (14 September, p. 684) and to
note the great improvements that an
academic appointment have brought to the
study of diagnostic radiology.
We would, however, very much blike to

see a similar improvement in the status of
radiotherapy in Cardiff.-We are, etc.,

THOMAS J. DEELEY J. M. HENK
I. H. EVANS K. W. JAMES

T. PRIESTMAN
South Wales and Gwent Radiotherapy Service,
Velindre Hospital,
Cardiff
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