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Commentary

D P ADDY

Department of Paediatrics, Dudley Road Hospital,
Birmingham

We are presented with a conundrum. Obstetricians
have more confidence in paediatricians. That confi-
dence is based on a belief that paediatricians are
now able to save the lives of babies with hyaline

membrane disease who would in the past have died.
It leads obstetricians to deliver more preterm babies
whose lives are saved, not because of better treat-
ment of hyaline membrane disease, but because of
the prevention or treatment of hypoxia. Is the whole
cycle based on a false premise or do obstetricians
and neonatal paediatricians believe correctly that
intensive care saves the lives of babies with hyaline
membrane disease?

Full modern intensive care of the newborn was
introduced at St Mary's, Manchester in 1976 and
there was a sharp fall in neonatal mortality that
year.' (First week mortality rate falling from 13 in
1975 to 7 in 1976.) In order to assess the impact of
intensive care on causes of death, therefore, we
would need to compare data from before 1976 with
data after 1976.

Thirty six fewer babies died at St Mary's in 1981
than in 1976. There were three moTe deaths in
babies weighing less than 1 kg, 7 fewer in the 1 to 1-5
kg group, 9 fewer in the 1-5 to 2*0 kg group, 8 fewer
at 2 to 2-5 kg, and 15 fewer weighing more than 2-5
kg. In absolute terms, therefore, the major con-
tribution to the improved perinatal mortality over
this period was a saving of larger babies. If the
change in distribution of birthweights is taken into
account, however, comparing the weight specific
perinatal mortality in 1981 with that in 1976, the
savings become 11 babies in those weighing less than
1*0 kg, 27 in the 1 to 1-5 kg group, 10 in the 1-5 to
2*0 kg group, 8 at 2 to 2-5 kg, and 15 over 2-5 kg.

Deaths from immaturity among babies weighing
1 0 to 1-5 kg did not fall over the period of the study.
There are several possible explanations:

(1) Neonatal intensive care, as practised in
Manchester, does not save the lives of babies with
hyaline membrane disease.

(2) Neonatal intensive care caused a maximal
reduction in mortality from hyaline membrane
disease in 1976 with no further improvement since
then.

(3) Some babies who would previously have died
of asphyxia are now saved from asphyxia only to die
of hyaline membrane disease or intraventricular
haemorrhage.

(4) There has been an increase in the incidence of
severe hyaline membrane disease in this birthweight
group for some other reason.

(5) Improvement in the management of respira-
tory failure has been accompanied by an increase in
deaths from intraventricular haemorrhage.

(6) Increased sophistication in the diagnosis and
assessment of intraventricular haemorrhage has led
to the elective withdrawal of intensive care from
some babies who might otherwise have survived
severely handicapped.
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The data presented therefore invite the following
questions:

(1) What was the mortality in babies weighing 1 to
1-5 kg with a defined severity of hyaline membrane
disease before the introduction of intensive care and
how, if at all, has it changed?

(2) How many of the deaths from immaturity
were due to intraventricular haemorrhage and how
many to hyaline membrane disease without in-
traventricular haemorrhage?

(3) What changes have occurred in the outcome
for babies with a defined severity of asphyxia either
in utero or at birth? What is meant by the phrase
'unresponsive to resuscitation'? How is death classi-
fied in a baby who breathes spontaneously after
resuscitation but dies later from the effects of
asphyxia or from 'immaturity'?

(4) Has there been a change in policy as regards

elective withdrawal of intensive care during the
period of the study?
Dr Barson and his colleagues have performed a

valuable service in that they have given neonatal
paediatricians much to think about. Their paper
must not be interpreted as providing ammunition for
the opponents of neonatal intensive care. It does,
however, illustrate the fact that the obstetric and the
neonatal aspects of perinatal care are inter-
dependent, points to the importance of preventing
asphyxia and of ensuring adequate resuscitation
when necessary, and encourages neonatal paediatri-
cians in their attempts to understand and prevent
intraventricular haemorrhage.
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