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mice or a freshly opened corpse; uraemia produces a fishy
ammoniacal smell; and diabetic coma an acetone odour like
sweet apples or hay. (Incidentally the breath ofthe child with
diphtheria was easily recognised by ward sisters in fever
hospitals, and I once confirmed this in a small blind trial.)

Palliative measures for halitosis include breath sweeteners,
peppermint, and spearmint. Mouthwashes and antibiotics
upset the balance of micro-organisms and encourage resist-
ant strains and moniliasis-so their prolonged use is inadvis-
able. Chlorophyll tablets have been promoted with the idea
that they absorb odours, but there is no evidence of this.
Mercifully halitosis is likely to disturb only those others who
come into close contact with the sufferer-and those who
have it are usually unaware and friends do not tell.
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When a woman asks for a
caesarean section

A woman has a clear right to refuse a caesarean section, and
she is entitled to a full explanation of the circumstances
before she gives or withholds consent. A more difficult
question is how to respond when a labouring woman asks for
a caesarean section that is not medically indicated. A recent
American study explored this issue by presenting 112
obstetricians with various cases that included: a normal
multigravida who had sued her last obstetrician; a multi-
gravida at term with a baby in the breech position who was
assumed to be acting altruistically for the baby; a woman in
advanced labour who had had a previous caesarean section
and was assumed to be trying to avoid the risk of uterine
rupture.'

Unfortunately the respondents were mainly university
staff rather than private practitioners and so may not have
been representative. Almost all, however, said that they
would have refused operation to the normal woman despite

her legal history. Most would have agreed on an operation for
the woman at term with the baby in the breech position, but
opinion was divided about the woman who had had a
previous caesarean section. The article's authors applaud the
"passive paternalism" ofrefusing an operation to the woman
with no medical problems but champion the woman's right
to operation "where alternate medically acceptable treat-
ments exist."'
The serious flaw in this argument is that vaginal delivery is

a virtually inevitable consequence of being in labour-
not a medical treatment. Interference with this process by
abdominal surgery requires a major medical indication. The
authors argue that in the case ofthe woman with a baby in the
breech position any risk to the fetus would probably be
avoided by caesarean section, but this is inconsistent with the
results of the Los Angeles controlled trial.2 In the case of the
woman in advanced labour who had had a previous caesarean
section they state that maternal risk would be reduced by
operation. But the remote risk to the mother of scar rupture
would be outweighed by the hazards of another caesarean
section. Study of maternal mortality in England and Wales
shows that in women whose pregnancies reach the stage of
delivery both direct and indirect death rates are about 10
times higher when delivery is by caesarean section rather
than vaginal.3 Some deaths are, of course, caused by the
condition that was the indication for the operation, but at
least half are caused by tht operation itself.4 Lower case
fatality rates in some American studies' 6 may be due partly
to failure of ascertainment,4 partly to the absence of medical
indications for some operations, and partly to a higher
proportion of elective operations. Emergency caesarean
sections lead to much more mortality3 4 and morbidity2 7 than
elective ones.
A labouring woman has the right to expect that her

obstetrician will not exploit her natural fears, concerns, and
discomfort to perform an operation for which there is no
good medical indication when the mother and baby will do
best by allowing labour to continue. Support and encourage-
ment ofwomen with problems in labour should be part of the
stock in trade of the competent team of midwife and
obstetrician.
The same ethical considerations apply for the doctor asked

for an unnecessary caesarean section before labour begins.
Elective caesarean section is relatively safer than emergency
caesarean section for the mother but not for the fetus, with
risks to respiratory function' and intellectual development.9
To the immediate hazards of any caesarean section must be
added the enhanced risk in a subsequent pregnancy of
requiring another operative delivery'" or of developing
placenta praevia." Fertility is also reduced.'2

In southern Brazil half of private patients have caesarean
sections, and operation rates are directly related to the
woman's income and inversely related to her degree of risk. 3
Women thus have caesarean sections when they can afford
them rather than when they need them. This illustrates what
may happen when doctors move away from medical indica-
tions.
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Time, gentlemen, please ...

Next week will see the second reading in the House of
Commons of a private member's bill to extend licensing
hours so that pubs, clubs, and restaurants can sell alcohol
from 10 30 am to 11 30 pm. A bill has also been introduced
into the House of Lords that would allow "any place where
meals are served" (which would include designated rooms in
pubs) to sell alcohol round the clock. Several previous
attempts to extend licensing hours-including one by the
former minister for health, Kenneth Clarke, in 1976-have
failed, but this one may well succeed because it has govern-
ment support. The pressure for change is almost wholly
economic, and the drinks industry newspaper has estimated
that the industry can expect increased profits ofabout £300m
annually if the hours are extended.' The health issues have,
as usual, been largely ignored.

It is extremely difficult to separate the effects of licensing
on alcohol problems from the effects of price, advertising,
and other factors. Alcohol researchers have leant towards the
view that in societies as awash with alcohol as ours changes in
licensing laws have little effect on alcohol related damage.
This orthodox view was supported by at least one analysis of
the changes in alcohol related harm after Scottish licensing
laws were liberalised in 1976.2 Another analysis took a
different view, however, and the truth is probably that any
change that there might have been was obscured by changes
in consumption caused by the recession and changes in police
methods of dealing with drunks.3
To pick up what may be important effects caused by

changes in licensing laws much more complex methods need
to be applied on a smaller scale-and the opportunity for
such a study arises only rarely. One did arise recently in
North Carolina, and the researchers were unable to support
the orthodox view and showed that a small change in
licensing laws caused a statistically significant increase in
deaths from drunken driving (Holt H, International Group
for Comparative Alcohol Studies, Poland, 1986). The chance
arose in 1978 when 23 of the 100 counties in North Carolina

for the first time allowed bars and restaurants to sell spirits to
people on the premises whether or not they were eating.
Previously neither bars nor restaurants had been allowed to
sell spirits, but people had been able to take their own spirits
to a restaurant-a process called "brownbagging." The
other 77 counties did not change and so provided excellent
controls. The researchers found a 6-7-4% rise in spirit
consumption and 16-24% increase in alcohol related traffic
accidents in the counties that changed their laws and no such
changes in the control counties. They also showed that
buying alcohol in the bar or restaurant was more expensive
than taking it with you, and so in this case the small change
in licensing has overridden the normally more powerful
determinant of price.

I quote this study not to argue that it is directly applicable
to the changes that are being proposed in England and Wales
but rather to illustrate that licensing changes can have
powerful effects that may go unnoticed unless careful
research is conducted. That changes in licensing law have
little effect on health is thus at best unproved; they may well
have a serious effect.
What is not disputed-not even by the brewers-is

that Britain has an immense alcohol problem. In such
circumstances a government that cared about health would
avoid changing the licensing laws, which is just what the
suppressed report of the government think tank recom-
mended.4 What such a hypothetical government would do to
reduce alcohol problems would be to raise the real price of
alcohol in the next budget.
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