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'The state of the world's children'
Sir,
I was interested by Professor Morley's timely comments'
on the direction of world wide efforts to promote child
health in the face of apparently decreasing financial
resources available for developing countries, and his
suggestion that research, even in the UK, could have a
global perspective if due consideration were given in the
design stage.

I was, however, dismayed to read that the Sunday Times
colour supplement report of the Colombian experiment on
early discharge of low birthweight (LBW) infants was
circulated to medical schools in developing countries.
Through past experience, many British doctors have a
healthy scepticism of mass media accounts of medical
matters, but this may not be shared elsewhere.

This ambulatory method of care for new born infants
was introduced in Bogota by highly motivated and
imaginative paediatricians, not as an alternative to conven-
tional neonatal technology, but through the necessity of
having to supplement their existing, inadequate facilities to
cope with a rising birth rate. Their original protocol had no
epidemiological basis, but the possibility of sending home
LBW babies instead of keeping them in expensive neonatal
units is tempting (not only for Third World countries). The
Maternal and Child Health Division of the World Health
Organisation (WHO) were concerned that other develop-
ing countries might adopt the method without scientific
proof of its efficacy, and therefore investigated the claims
of high survival rates.
The commitment of the medical staff in the ambulatory

clinic in Bogota cannot be doubted, and their enthusiasm
was understandably aimed at looking after their current
patients rather than analysing their results. They readily
made the data available, however, and cooperated fully
with the investigation.

Scientific evaluation of the method was made very
difficult by lack of controls and basic data such as
gestational age, condition at birth, and accurate birth-

weight. Thus, the LBW infants could not be classified for
risk in any way. Infants whose birthweight was less than
2000 g were entered into the ambulatory programme up to
the age of approximately four weeks if they satisfied
several clinical criteria, and were clearly a highly selected
'good risk' group. They constituted a variable proportion
of the total newborns in their respective weight groups
from the hospital (Table 1) and survival rates for those
other infants were not available. Outcome was known for
infants who attended the follow up clinic, and, for this
selected group, was satisfactory, but when these results
were related to the remainder of the new born population,
the proportion of known survivors seems poor (Table 2).
The harsh assumption that the outcome of all infants not
entered into the ambulatory programme was death is not
of course necessarily true, especially for the heavier
babies, but was an attempt to construct epidemiologically
based results from inadequate data.
The true survival rates may therefore be somewhat

better than those shown in the last column of Table 2, but
any move to abandon existing neonatal technology for
ambulatory care on the basis of current information is
premature and cannot be supported. There are certainly
beneficial aspects of the Colombian methods, not least the
'kangaroo' position as an aid for thermal control, and
WHO is planning further investigations. A high priority in
Bogota and many other units, however, must be to develop
information systems to provide basic data on perinatal and

Table 2 Known survivors 1979-84

Birthweight No Percentage of Percentage of
(g) infants in liveborn infants

programme in hospital

500-1000 12 75 7
1001-1500 155 71 30
1501-2000 592 89 31

500-2000 759 85 29

Table 1 Infants in ambulatory programme

Birthweight 1979 1980 1981 1982 1983 1984* Total
(g) No No No (%) No (%) No%) No(%) 1979-84

No (%)

500-1000 1 (2-2) 6 (17-6) 3 (16-7) 3 (7-7) 1 (3-8) 2 (7-1) 16 (7-9)
1001-15()0 17 (13-6) 42 (43.8) 38 (66-7) 39 (47-0) 62 (59-6) 19 (43-2) 217 (42-5)
1501-2000 83 (17-4) 227 (57-5) 123 (43-0) 70 (24.7) 110 (31-7) 53 (33-8) 666 (34-2)

500-2000 102 (15-7) 276 (52-5) 165 (45-7) 114 (29-1) 180 (37-7) 74 (31-4) 911 (34-5)

*1984=first six months.
(%)=infants in programme as proportion of total liveborns in the hospital in particular weight group.
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infant health from which management strategies can be
evaluated and planned.

M H BELLMAN
University College Hospital,

London WCIE 6AU

Professor Morley comments:
I am delighted that Dr Bellman has raised the need to
evaluate the methods developed in Bogota. He perhaps
does not appreciate, however, that at the present time less
than 1% of low birthweight (LBW) babies in developing
countries have access to any form of intensive neonatal
care facilities. It is hardly an 'either' 'or' situation. Even in
the United Kingdom, I understand that there is difficulty in
providing enough facilities.
My own experience in this field of LBW care

arose from working with a nursing sister, Margaret Wood-
land, in the village of Imesi, Nigeria in the late 50s.
Keeping the child in skin contact with the mother, she
achieved survival results in LBW infants similar to those in
Birmingham in the early 50s.
On visits to many countries I have frequently seen LBW

babies placed in expensive incubators in areas where there
was no oxygen, irregular electricity, and few maintenance
facilities, let alone nurses adequately trained in their care.
The median expenditure on health care in developing

countries in 1980, was US $4 compared with a median of
US $220 for industrialised countries.2 In these less fortu-
nate countries, there are two or three times more births
and 10 to 30% of all births may be considered LBW. In the
foreseeable future, only a minute proportion of these can
(or should) receive costly intensive neonatal care. For the
remainder, mother-oriented methods such as those de-
veloped by the team in Bogota are likely to have many
advantages.
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Sir,
In his excellent review' Professor Morley states that the
lives of half a million children were saved in 1984 by oral
rehydration after diarrhoea, in spite of the fact that only
15% of the world's children had access to this treatment.
May I add to Dr Morley's comments.

Diarrhoea kills 6 million children each year. The main
source of infection being contaminated water supplies.
There is a shortage of water in developing countries so that
it tends to be used over and over again until it ends up
thoroughly dirty and an ideal medium for pathogens and
disease.

It seems to me that this is a case where prevention is
much better than cure. There is an urgent need for
governments to ensure the provision of clean and adequate
supplies of water together with the safer disposal of all

waste products. Until this is done, many more millions of
children will die in the Third World.
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Alder Hey Children's Hospital,
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Sir,
Professor Morley's excellent annotation' draws attention
in the final paragraph to the similarity of problems facing
the Third World and research in this country. It also
underlines the fact of very large numbers of children that
so urgently need help in the Third World.

It appears appropriate to ask, are we in the United
Kingdom, in medicine, and particularly in the BPA, responding
adequately? Relatively speaking, we are very generously
staffed by well qualified doctors.
Would it be appropriate if the route to promotion to

career posts indicated that a period of service/experience in
the Third World would be seen as a significant advantage?
Perspective would be broadened, candidates would be
better equipped to handle a multi-racial society, better
able to make our research of more wide ranging applica-
tion, and able to train overseas postgraduates more
effectively.
Those of us who have followed this route have found it

most rewarding in spite of frustrations.
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Neonatal auditory brainstem responses
Sir,
We were interested to read the paper by Dear and Godfrey
on the subject of the interpretation of auditory brainstem
responses (ABR) in the neonatal period.' We agree that
absent responses may be reversible and should not be
relied upon to diagnose brain death in neonates. In the
cases they described, absent ABRs were attributed to
hypoxia. Other authors have suggested that immaturity
may be responsible.2 We have recently seen an infant in
whom absent ABRs were associated with posthaemor-
rhagic hydrocephalus: after insertion of a ventriculo-
peritoneal shunt, the responses returned.
The infant was born at 29 weeks' gestation and weighed

1-45 kg. On day 20 cranial untrasound showed gross
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