urgency of need of people on waiting lists and encourage clini-
cians to use them. Finally, new measures of efficiency are
needed which reflect and encourage more appropriate and
effective health care. This may mean providing care in
different settings and doing less in hospital, not more.
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Caesarean section or vaginal birth for breech presentation at term

We need better evidence as to which 1s better

About 3-4% of pregnant women reach term with a fetus in
breech presentation, although an active policy of external
cephalic version would be expected to lower this incidence
somewhat. Over the past 20 years planned caesarean section
has increasingly become the favoured approach for the
delivery of these infants, despite the absence of good data to
support this trend. Indeed, there have been only two
randomised controlled trials that have compared the policy of
planned caesarean section with that of planned vaginal birth.'
Although the trials were too small to have reasonable power to
measure clinically important differences in serious neonatal
morbidity or mortality, the studies did not find caesarean sec-
tion to be a better option than planned vaginal delivery.

A meta-analysis of these two trials, undertaken as part of a
Cochrane systematic review, found no significant differences
between the two approaches in terms of perinatal mortality
(excluding malformations) (typical odds ratio 0.22 (95%
confidence interval 0.00 to 14.52)) and Apgar score <7 at 5 min-
utes (0.64 (0.18 to 2.34)).> Not unexpectedly, a policy of planned
caesarean section was associated with higher rates of maternal
morbidity (1.63 (1.03 to 2.57)). These results, which are the best
evidence that we have available, do not support a policy of
planned caesarean section.

To explore further whether planned caesarean section might
be better than planned vaginal birth for the delivery of the
breech presentation at term, we undertook a systematic review
of retrospective and prospective studies that compared these
two policies.* Although most of the studies included in the
review were retrospective hospital audits, the results from our
meta-analysis showed significantly lower rates of perinatal
mortality and neonatal morbidity with planned caesarean sec-
tion than with planned vaginal birth.

In contrast, the retrospective population based study reported
by Danielian er al in this issue of the BMJ—in which 1387
infants, with breech presentation at term, were followed to school
age—did not find planned caesarean section to be associated with
better long term infant outcomes (p 1451).° The handicap rate of
almost 20% in this large study is disturbing, and the observation
that it is just as high in the cohort who underwent elective caesar-
ean section raises once again the question whether underlying
fetal abnormality, from whatever cause, may be associated with
an increased incidence of breech presentation at term.

Where lies the truth? Non-randomised studies are prone to
selection bias, and thus differences in outcomes may just
reflect differences in the women and the infants being studied
in the two policy groups. In addition it is often not clear from
these studies what the selection criteria or intrapartum
management protocols for vaginal breech delivery were or
whether they were appropriate. The published studies also give
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very little information about the skill and experience of the
practitioners at delivery. The question of which is better for the
mother and her infant—planned caesarean section or planned
vaginal birth—therefore remains unanswered.

If planned caesarean section should be better for the infant,
information on the size of the benefit is also important if par-
ents are to be expected to make an informed choice about
which approach they would prefer, since increased maternal
morbidity is an inevitable consequence of abdominal delivery.
Care providers would also have to weigh other possible disad-
vantages of a policy of planned caesarean section. These
include less training for vaginal breech delivery and thus fewer
experienced practitioners available to deliver these infants.
This could possibly increase the risk of adverse neonatal out-
come for mothers presenting in advanced labour with a breech
presentation, when caesarean section is not possible.

We believe that an appropriately large randomised controlled
trial is needed to determine whether planned caesarean section is
better for the infant than planned vaginal delivery and, if better, to
determine the size of the benefit. Indeed, we consider that the
need is urgent, as a survey of Canadian obstetricians indicated
that 69% of obstetricians thought that resident physicians were
not acquiring the necessary skills to manage safely a trial of labour
and conduct a vaginal delivery for a mother with a frank breech
presentation at term.® The most frequently cited reasons were
lack of clinical volume and staff obstetricians’ inexperience or
reluctance to undertake vaginal breech deliveries. If such a trial is
not conducted soon the art of vaginal breech delivery may well be
lost, and planned caesarean section may become standard
practice by default. Not only would this limit the childbirth alter-
natives for women, but the costs associated with such a policy
would be substantial.

In fact, plans for a large international randomised controlled
trial, coordinated in Toronto, are in an advanced stage. So far,
130 centres in Canada, the United Kingdom, the United
States, Australia, Israel, South Africa, and other countries have
expressed interest in participating in the trial. Additional par-
ticipating centres would be welcome. This will not be an easy
trial to undertake, but we agree with Danielian ez al that the
question of which is the better management for women at term
with a breech presentation will never be answered until such a
trial is completed.
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Jack Kevorkian: a medical hero

Rare heroism to make us all feel uncomfortable

The hero “is a man of action rather than thought and lives
by a personal code of honour that admits of no qualifica-
tion. His responses are usually instinctive, predictable,
and inevitable. He accepts challenge and sometimes even
courts disaster.”

Oxford English Dictionary, 2nd edition

Last month, Dr Jack Kevorkian walked out of a Michigan
courthouse, probably free at last from the lawsuits he has
brought on himself over the past six years. Dr Kevorkian has
admitted to assisting in the suicides of 28 people since 1990.
And despite the best efforts of the legislature and the court of
his state of Michigan, he has apparently won his crusade.

Some, including the American Medical Association,
question his goal of legitimising physician assisted suicide.
Some of his “patients” have not had what would be called ter-
minal disease. Among them have been sufferers of multiple
sclerosis, chronic pelvic pain, emphysema, and motor neurone
disease. The one thing they all shared was a sense of suffering
that was so bad that they felt they had no choice but to end
their own lives. And so far, not one of their relatives has had
anything but praise for Dr Kevorkian’s role.

Dr Kevorkian stands outside the mainstream of medicine
because of actions that most of us find dubious. But he stands
outside the mainstream in another way. Jack Kevorkian is a hero.
No one has demonstrated any discernible motive from him
except that he believes his work is right. Greed for money is
absent because he has charged no fees. Greed for fame, too,
seems unlikely because he has shunned the media except to
explain his position. And no one has accused him of sadism in
ending the lives and, according to him, the suffering of his
patients.

Until Jack Kevorkian began his crusade, physician assisted
suicide and euthanasia could be found in two places in
America. One was in the medical literature: 1564 articles
written in the 10 years before 1990. This is a safe world where
authors can wring their hands, stare piously at the sky, and
make declarations to those in practice about what is and what
is not correct ethics. Few of them have direct responsibility to
people in need. The other place was the real world of medical
practice. Doubtless, doctors have helped patients to end their
lives before now, but they did so behind closed doors, perhaps
properly in order to safeguard their patients’ confidentiality.

Then, in 1990, a man who had practised pathology in relative
obscurity focused what had been a diffuse discussion into a pas-
sionate debate that has resulted in at least the partial legitimisa-
tion of physician assisted suicide. Dr Kevorkian did not stop at
words. He acted to end what he perceived as suffering and then
turned to the law and said, “I dare you to stop me.” And he
seems to have won his dare. In the name of the people of the state
of Michigan, prosecutors sought to jail him six times, and the
juries that represent the people of Michigan six times said “No.”
In Oregon a state law was passed that legalised physician assisted
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suicide, and this year two federal courts have refused to declare
the practice illegal. :

Whatever else Jack KevorkJan has done, he has been “a man
of action” who has lived “by a personal code of honour that
admits of no qualification.” His actions have been
“instinctive, predictable, and inevitable.” He has accepted
challenge and even courted disaster. ’

Consider how rare such heroism is in medicine. Conserva-
tism is usually a noble path, especially when we consider the
harm that we can do. Secrecy, too, is usually a virtue that pro-
tects the vulnerable patient. But doctors see injustice every
day—from patients suffering pain unnecessarily to those who
cannot afford doctors’ care to those who are sick due solely to
the ills of society.

But only a few doctors have stood up and said “Enough!” to
their profession and society. Kevorkian seems to be one. Some
would place Che Guevara in the category. Certainly, Nicolaus
Copernicus would make the list, although he kept his controver-
sial theory of heliocentricity sealed until after his death. So too
would the young anatomist Andreas Vesalius, whose disputation
of Galen’s anatomical theories forced him from his home in
Padua, and Ignaz Semmelweiss, who was driven from his post in
Vienna for requiring his students to wash their hands.

To be a hero does not mean being right—even the Greeks
understood the tragic nature of the hero—but it does mean
being honest with yourself and acting on your own morality. It
means risking the fall from the pinnacle on which society has
placed doctors. The hero’s morality tests the morality of each
of us. He demands that we choose either to stay safe among
the pack or stand up and be counted among the few. One of
Dr Kevorkian’s gentler critics is Dr Timothy Quill, a general
internist at New York’s University of Rochester, who has
acknowledged his own role in physician assisted suicide.’ He
believes that Dr Kevorkian should now “step aside to allow
calm discussion and avoid polarisation” over this difficult
question. But this might allow us to sidestep hard questions.
We need the hero to make us uncomfortable.

Medicine needs heroes today. Patients who suffer need their
pain to be heard and felt. Those who are dying need our
commitment to stay with them throughout their journey. Those
who suffer sickness because of society’s injustices need us to
speak out for them. At a time when both personal and social suf-
fering seem to be rising, more of us need to stand up and be
counted among the few who have said “Enough!”
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