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Caring for the oldest old

Oldest old are not just passive 
recipients of care

Although Robine et al raise serious points 
about future trends in ageing, dependency, 
and care provision in later life,1 it is also 
worth noting that older people are not just 
passive recipients of care. Of particular 
importance is the contribution that they 
themselves bring to their own care. A 
longitudinal study of ageing in Ireland found 
a marked increase in the amount that older 
people spend on provision of health and 
social care2 over a four year sampling period, 
despite increases in access to services such 
as free general practitioner care. Over 8% of 
older people in this study were themselves 
the primary carer for another family 
member.
Therefore, even in advanced old age, a 

sense of partnership between services and 
all older people needs to be developed. 
Enabling this partnership, and responding to 
the changing demands of health and social 
care services, will require increased emphasis 
on effective care for older people, whether 
through acute geriatric medicine (which can 
reduce death and disability by 25%)3 or by 
improved chronic disease management.4 It 
will also require some thought to ensuring 
that the societal structures, such as housing 
and transport,5 do not hinder participation of 
the oldest old in sharing in their own care.
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Cord clamping

NICE is encouraging artificial 
intervention
As well as seeming to discourage the detection 
of postpartum depression,1 the National 
Institute for Health and Clinical Excellence 
(NICE) is also encouraging the artificial 
intervention of immediate cord clamping.2

The NICE guideline for caesarean section 
includes a section on cord clamping. It states 
a number of “suggested” benefits and a 
number of “possible” harms. The reference 
is a review paper in a midwifery journal.3 
This review clearly provides evidence for 
the benefits, not simply a “suggestion,” 
and clearly disputes any evidence of harm 
from polycythemia, hyperviscosity, or 
hyperbilirubinaemia.
The NICE draft guideline on intrapartum 

care never mentions cord clamping (www.
nice.org.uk/page.aspx?o=334322). The 
authors recognise that the major rapid 
physiological changes that take place enable 
the baby to adapt to life outside the womb. 
How rapidly should we expect these changes 
to take place? Is it reasonable to expect these 
physiological changes to occur within a few 
seconds and at the whim of a bystander? 
Active management of the third stage is 
considered to be an established part of good 
intrapartum care, and early cord clamping an 
integral part of it.4

How precise does the practice need to 
be? The timing of the oxytocic agent varies 
among the studies and in different parts of the 
world. There is no real logic for incorporating 
early cord clamping in a strategy to reduce 
postpartum haemorrhage. Removing the 
clamp and draining the residual placental 
blood seems to shorten the third stage.3 This 
is recommended practice in rhesus negative 
women, in an effort to reduce the risk of 
fetomaternal haemorrhage.5 It is therefore 

totally illogical to recommend immediate 
cord clamping and cutting, followed by 
drainage of the residual placental blood. 
This is blood that is physiologically required 
by the newborn baby. It would be better to 
“drain the placenta” into the newborn baby 
or at least provide the baby with the amount 
of blood that it requires. Any residual blood 
at that stage can be allowed to drain away.
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Perinatal death in twins

Absolute risk: better basis for 
decision making
Smith et al’s conclusion of threefold to 
fourfold increased mortality in a second twin 
when born vaginally at term is a relative 
rather than an absolute risk.1 There was 
an excess second twin all cause mortality 
of 73 infants, and an excess second twin 
anoxic mortality of 60 infants. Altogether 
there were nearly 100 000 births, but the 
preterm rate (higher in twin births) was not 
stated, so there might have been 90 000 full 
term confinements. This gives an increased 
mortality for the second twin of 0.8 per 1000 
births, and an increased anoxic mortality 
for the second twin of 0.67 per 1000 births. 
If caesarean section successfully avoided all 
the second twin mortality, 1250 caesarean 
sections would be needed to save one infant. 
If caesarean section were only successful in 
preventing anoxic deaths, 1500 caesarean 
sections would be needed to save one infant. 
Although this large number of extra sections 
might be justifiable, the low possible statistical 
benefit might persuade some mothers or 
their obstetricians that a vaginal delivery is a 
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reasonable option for full term confinements. 
The absolute rather than the relative risk is 
the correct guide to decision making.
The figures do not prove that caesarean 

sections would prevent deaths in the second 
twin.2 Fetal behaviour may affect birth order 
in twin deliveries, and the more vulnerable 
infant may be delivered second in vaginal 
but not in caesarean deliveries. The benefit 
of caesarean section can be proved only by a 
comparison of total fetal mortality in vaginal 
and caesarean deliveries.
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Asthma in pregnancy

Attacks seem rare in labour
I was concerned to read that 10-20% of 
women experience an exacerbation of 
asthma during labour.1 In 40 years’ practice 
as an obstetric physician, I never saw an 
attack of asthma in labour; and nor have 
other obstetricians and respiratory physicians 
that I have questioned at conferences. I 
wonder if any of the BMJ’s readers have 
personal experience of managing asthma 
attacks in labour? This is important because 
women with asthma are very frightened 
of not being able to cope with asthma at 
delivery. Up to now I have reassured patients 
that this is very unlikely to be a problem.
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A good death

Dying on the acute take can be 
improved
Numerous patients with chronic illnesses in 
whom death may be expected or patients 
with severe and significant comorbidites will 
be admitted to acute medicine.1 We recently 
performed a retrospective audit of patients 
admitted through the medical admissions 
unit who subsequently died. Death did not 
come as a surprise in 21/23 patients; seven 
of the 21 patients had terminal cancer, 
and nine had severe infection with severe 
comorbidities. An average delay of 11 hours 
occurred from recognition that the patient 
was dying to institution of any palliative 

measures. Of the terminally ill patients, six 
were judged to have had adequate palliation, 
10 received no palliative drugs, and five 
received minimal palliation. The commonest 
reason for withholding palliative drugs 
seemed to be a trial of active treatment in the 
first instance.
Care of dying patients in acute medicine 

may not always be seen as a priority. 
However, these patients should be recognised 
early—so that symptomatic treatment can 
be used to ensure a comfortable death and 
enable the patient and family to prepare for 
death.2 These measures can be instituted 
alongside active management in these 
patients who are sick enough to die.
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MTAS

New system threatens UK 
clinical research
We are committed to the development of 
a professional medical workforce, able to 
contribute to national health, wealth, and 
knowledge creation. To achieve this we 
must identify and nurture a strong cadre of 
clinical academics for the future, building 
on the opportunities afforded by the recent 
UK funding schemes. It has therefore been 
particularly disappointing that the new 
system of application to specialist medical 
training (MTAS) has paid scant regard to the 
determinants of academic potential.1

Academic trainees—those doctors wishing 
to pursue careers that encompass research as 
well as patient care—have been particularly 
badly affected by the decision to anonymise 
applications and deprive the assessors of 
details of previous clinical and research 
experience. These trainees, who are among 
the brightest of their generation, are a 
precious commodity.
Without a scientifically informed and 

research oriented medical workforce 
throughout the country, the government’s 
vision of the UK as a world class centre for 
biomedical research and health care, cannot 
be realised.
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Publisher boycott

Editorial misses the point
Clearly there is an unsavoury and unethical 
aspect to the sale of weapons,1 but there 
is a legitimate trade as well. Few would 
doubt that there are benefits from various 
“peacekeeping” forces in the world, though 
obviously there are controversial invasions. 
Only the most naive would argue that our 
own democracy was not protected during the 
cold war by our weaponry. We can pretend 
it is not happening and let other countries 
dominate the arms trade, but we will still buy 
weapons for our armies. If my son is to be 
sent to an area of conflict, I don’t want him 
being armed with inferior weaponry because 
a non-combatant thought it unethical to seek 
the best technology.
Unpalatable as it is, there will always be 

an arms trade and dissociating ourselves 
from it will merely remove any possibility of 
influencing control. Landmines would not 
disappear if Reed Elsevier stopped organising 
exhibitions.
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It’s a hatchet job
Young and Godlee write: “The BMJ has no 
wish to see the Lancet diminished.”1 Well, 
you could have fooled me. Calling for 
contributors to boycott the Lancet will lead 
to its closure, which would almost certainly 
benefit the BMJ. Is there a hint of self interest 
dressed up as moral outrage in this article?
Does anyone believe that boycotting Reed 

Elsevier will make the slightest difference to 
the international arms trade? It is a sad fact 
of human existence that the sophistication of 
a society is often measured in its weaponry. 
The arms trade is loathsome but at least Reed 
Elsevier is conducting its business in plain 
view. It’s when it goes underground that you 
need to worry. I think it would be better 
if they weren’t involved, and I’m sure the 
board of the Lancet does too. But boycotting a 
journal that has no control over another part 
of its parent company is not the way to go.
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