
busy group practice. One of us (DS) has a
diploma from the Faculty of Family Planning
and Reproductive Health Care of the Royal Col-
lege of Obstetricians and Gynaecologists; the
other (CS) is a member of the same faculty, an
instructing doctor in family planning, and a
member of the British Menopause Society. We
therefore have an interest in general practice
gynaecology, which is a considerable part of our
everyday work.
We think that Smith should elaborate on one

ofthe sentences in the editorial: "The gynaecolo-
gists' bias against medical treatments is unlikely
to be reduced while general practitioners, under-
standably less knowledgeable as they are, embark
on ineffective medical treatments before refer-
ring patients to specialists." Is Smith suggesting
that all patients with any sort of gynaecological
problem should be referred to a consultant
gynaecologist? We assume that this is not the
case, unless the author is unaware of the sheer
volume of this work that is dealt with in primary
care. We would like some clarification of what
these "ineffective medical treatments" are. All
the medical treatments that we use are also used
by our local consultant gynaecological col-
leagues. We are aware, in this age of evidence
based medicine, that some medical treatments
are hard to evaluate and may not have been sci-
entifically proved in trials comparing them with
the gold standard. We would appreciate com-
ments on the effective medical treatrments that
Smith uses so that we can improve our practice.
We see the future of gynaecology as starting

within primary care, where appropriately trained
and interested doctors can pursue the medical
investigations and treatments with appropriate
funding. The hospital specialist's domain could
remain the surgical procedures and more
complicated medical treatments. The focus of
the editorial is also on women and their needs
and wants. We suspect that many women are
more comfortable being investigated and treated
by their own general practitioners. For some,
seeing a hospital gynaecologist is daunting.

CLARE J SEAMARK
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DAVID A SEAMARK
General practitioner
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Honiton,
Devon EX14 8DD
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Home versus hospital delivery

Analysis was flawed

EDrrOR,-R S Settatree's analysis purporting to
show that delivery in hospital is safer than delivery
at home is flawed.' The 388 deaths among
normally formed infants weighing 2500 g or more
on which this analysis was based were the subject of
confidential inquiries in 1993. Such inquiries into
stillbirths and deaths in infancy are initiated when
relevant deaths have been identified through a vol-
untary rapid reporting system. In 1993 there was
no case by case cross checking between statutory
registration of deaths and the rapid reporting
system, but a comparison with the total numbers of
deaths indicated considerable underreporting to
the rapid reporting system.2 Furthermore, the
annual report for 1993 noted that the results of 45
confidential inquiries into deaths in this category
were submitted too late to be included in the
analyses.3
Not only were the numerators of the ratios

quoted for home and hospital deliveries
incomplete but the adjustments made to the
denominators to take account of unplanned

births at home are also questionable. It was sug-
gested that estimates of the proportion of births
at home that are unplanned range from 10% to
60%, although references were not cited to sup-
port this. Settatree's calculations shown are
based on an estimate of 26%, which is almost
certainly too low. A national survey of all births
at home in 1979 found that a third were
unplanned.4 A more recent survey ofbirths in the
former Northern Regional Health Authority
found that 40% of births at home had not been
planned to occur there.'

There is a further error in the calculations in that
the numerator data include deaths in England,
Wales, and Northern Ireland while the denomina-
tor data are for only England and Wales.

In discussing intrapartum deaths at home the
report of the inquiry for 1993 stated, "A consist-
ent theme with the small number ofhome deliv-
eries which resulted in the death of the baby was
insufficient surveillance and monitoring of the
labour, and a lack of experience in the
community management of problems such as
shoulder dystocia and breech presentation.
These points were equally evident in the cases of
hospital delivery."3 Its authors also strove to
examine the deaths "without drawing potentially
erroneous conclusions from the limited sample
which incorporated both planned and un-
planned home deliveries."2 Other commentators
would be wise to display similar caution.

RONA CAMPBELL
Lecturer, health services research
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Author's reply

EDITOR,-The data from the 1993 confidential
inquiry into stillbirths and deaths in infancy'
have weaknesses, but none of those suggested by
Rona Campbell undermine the conclusion that
the relative risk of fetal or infant loss due to
intrapartum causes is greater in planned home
delivery than in delivery in hospital.
The lack of national denominator data on

planned and unplanned home delivery forces
consideration of a range of estimates based on
regional studies. My analysis showed that if 26%
of home births are assumed to be unplanned
then the relative risk of planned home birth
becomes significantly greater than unity. If the
most recent estimate referred to by Campbell
(40% in the Northern region2) is reflected
nationally then the relative risk increases to 2.50
(95% confidence interval 1.29 to 4.85, P=0.012
by Fisher's exact test).
The possibilities arising from missing data are

more serious. However, even if all of the 45 cases
for which results of the confidential inquiries
were not received in time for analysis were hospi-
tal deliveries, the relative risk, on the same
assumption of 40% of all home deliveries being
unplanned, is still 2.24 (P=0.023), and if only
one of them followed planned home delivery this
rises to 2.49 (P=0.0087).

I would have expected professional awareness
of intrapartum deaths to result in high reporting

rates. If, however, there were some missed cases
among the admitted underreporting of all cases
to the inquiry this would render the current find-
ings non-significant only if there were an
improbably high number of unreported deaths
after hospital delivery. If the report of the confi-
dential inquiry erroneously excluded live births
in Northern Ireland from its denominators then
restoring them would reduce the estimate of
absolute risk but would be unlikely to affect rela-
tive risk.

Total annual national data can hardly be
regarded as a sample, but the number of deaths
after planned home birth was small and 1993
may have been a freak year. If a similar result is
observed for the years 1994 and 1995 then some
current assumptions on the safety of home
birth3 will have to be reviewed. One major
advantage of the data from the confidential
inquiry is that they exclude congenital anomaly,
prematurity, and fetal death before the onset of
labour. This avoids the problem of comparisons
of crude perinatal mortality, which Campbell
and others have rightly noted cause confusion in
the statistical debate that surrounds the issue of
the safety ofhome birth.4
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Good quality evidence is lacking

EDrTOR,-T Dowswell and colleagues report that
in a feasibility study of a randomised controlled
trial ofhome and hospital births 14.2% (71/500) of
women were considered eligible for randomisation;
15% of them (11/71) consented to be
randomised.' Participation rates depend both on
the expectations of the inviting physician and on
women's willingness to participate, and neither of
these is free from the influences ofexperience, con-
text, and personality. The low proportions suggest
that the obstetrician perceived childbirth as a dan-
gerous event and was confident in his or her ability
to judge risk, even though prediction of obstetric
risk is notoriously unsuccessful. The reluctance of
most of the selected women to participate may
reflect an expectation that hospital delivery is "nor-
mal" and their being unprepared for a different
suggestion. This pair of findings should therefore
not be accepted as universally generalisable to all
circumstances, especially as we agree with Gavin
Young that one cannot reliably generalise on the
basis of an overall participation rate of 2%.1
Two types of information are required. Firstly,

the difference in the risk of perinatal death, how-
ever small, between home and hospital births
must be quantified. A randomised controlled
trial that can answer this question is probably not
feasible. Secondly, the relative frequency of non-
fatal outcomes (both clinical and psychological)
should be established, given the high population
impact of these events; home delivery may have
some advantages in this respect. The randomised
controlled trial remains the most powerful means
of doing this but depends on a better
participation rate being achieved than has been
the case in the past.
These two types of information taken together

will help pregnant women put the risk of perina-
tal death into perspective by viewing it in the
context of other risks and benefits of place of
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birth. For most women, probably, even a small
excess risk of death would be reason enough to
avoid the possibility of being the "extra" one to
suffer a perinatal loss. At present, the advice
available to women is hampered by the lack of
sufficient good quality evidence.
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Making Brtish blood supply safer
EDITOR,-LA Kay states that the blood supply in
Britain could be made safer, specifically identify-
ing the absence of routine screening for HTLV
antibody and hepatitis B core antibody and the
failure to introduce quarantining of frozen com-
ponents as specific causes for concern.'

Several factors contribute to the overall safety of
the blood supply. The use of appropriate donor
exclusion criteria in conjunction with well docu-
mented quality assurance programmes is at least as
important as the number of screening tests under-
taken in determining the overall level of safety.
Kay states that up to 200 components infected

by HTLV may be given in transfusions each year.
This is likely to be a considerable overestimate.
The figure is based on a study in north London,2
which found 1 in 19 000 donors were positive for
this marker. A similar study in Yorkshire3 identi-
fied a prevalence of 1 in 80 000, which if applied
across Britain would result in a figure of approxi-
mately 50 components, not all ofwhich would be
transfused; only a proportion would result in
transmission of infection.

Hepatitis B core antibody testing has been
proposed as a mechanism to further reduce the
risk of transfusion associated hepatitis B. The
incidence ofhepatitis B surface antigen positivity
has fallen significantly in the donor population
over the past few years. In the absence of
prospective studies any estimate of the current
level of transfusion acquired hepatitis B must be
treated with some caution and the figure of 50
cases a year quoted by Kay is likely to be an over-
estimate. Ongoing research may assist in answer-
ing this particular question.

Quarantining of frozen components aims to
minimise the likelihood of infectious donations
entering the blood supply during the window
period. It is one of several ways the safety of frozen
components might be improved. The low level of
positivity for viral markers within the British donor
population suggests that the overall benefit ofsuch
an approach would be small, and this must be con-
sidered in the context of significant cost and the
future availability ofmore specific viral inactivation
protocols for these components.
The requirement for extending current meas-

ures used to ensure the safety ofthe blood supply
is kept under regular review. Innovative
approaches such as "first pass testing," as
proposed by Pagliuca and others,4 merit consid-
eration, although the operational feasibility of
this will require careful assessment. Additional
measures will be taken if appropriate to ensure
that the current high reputation of British trans-
fusion services in this area is maintained.
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Wrong comparison quoted for
breast screening
EDrroR,-hMinerva has got it wrong.' She quotes
figures comparing the rate of detection of breast
cancer in women aged over 64 attending for
screening for the first time (prevalent round)
with rates in women aged 50-64 invited for the
second time (incident round).2 The first figure
should have been compared with the detection
rate in the prevalent round in women aged
50-64, which was 10/1000.2 The detection rate
in women aged over 64 (14.2/1000 in those aged
65-69 and 13.2/1000 in those aged 70-74) is
only marginally higher.
There is no point in routinely inviting women

aged over 64 for screening until it has been
shown that the improvement in mortality in
women who have already been offered screening
is greater than that in older and younger women.
Additionally, not enough staff are available or
interested in screening for the service to be
extended at the moment.3

In the meantime, the government has funded a
large pilot study extending the age for a routine
invitation for screening to 69. East Sussex, one of
two centres in England taking part in the study,
will invite 20 000 women aged 65-69 over the
next three years. This study should provide use-
ful information on the attendance rate, practical
issues such as whether mammography takes
longer in these women, and the incidence and
prognostic index (staging, pathological grading,
and size) of cancers detected in this group.
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Study ofbreast feeding and
hypertrophic pyloric stenosis
does not conflict with others
EDrroR,-Alfredo Pisacane and colleagues found
no association between breast feeding and
hypertrophic pyloric stenosis in infants.' Con-
trary to their statement, their data are entirely con-
sistent with those of Webb et al, who showed that
the rise in infantile pyloric stenosis after 1976
affected predominantly bottle fed babies.2 In that
paper my colleagues and I speculated that "some
other environmental change must therefore be
found to explain the increase" in infantile pyloric
stenosis that had occurred in southWales and else-
where in Britain after 1976, which coincided with
the abrupt withdrawal of unmodified cows' milk
formulas and their substitution by low solute
"humanised" feeds. Although there was a signifi-
cant excess of breast fed babies with pyloric steno-
sis in Belfast before 1970,3 this was not apparent
after artificial infant feeds were modified.

A careful reading of the papers cited by
Pisacane and colleagues2 3 will show that there is
no conflict between their data and ours.
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Global commissioning by GPs
could be detrimental to
rehabilitadon services
EDITOR,-We read Jonathan Shapiro's editorial
on global commissioning by general practition-
ers with some concern.'While we favour increas-
ing the involvement of general practitioners in
the commissioning of health services, we are
concerned about the possible impact of extend-
ing the scope of general practice fundholding on
the provision of specialist rehabilitation services
for adults and children with complex disabilities.
Some aspects ofrehabilitation in common disor-

ders such as stroke are relatively routine, but many
people with disabling disorders have a complex and
changing pattern of need and require specialist
assessment, management, and support. Individual
general practitioners are likely to have relatively lit-
tle experience or knowledge of the management of
conditions such as motor neurone disease, major
acquired brain damage, or cerebral palsy, yet there
may be considerable numbers of people with such
conditions in an average sized traditional NHS
district.2
We see little evidence that the consequences of

fragmenting the purchasing of critical rehabilita-
tion items such as complex orthotics or brain
injury services have been adequately thought
through. In the NHS internal market, with
necessarily limited resources, there is a risk that
the provision of more complex and expensive
services will suffer through competition with
larger volume services that are better under-
stood.
The development of good quality accessible

local services would benefit greatly from a
collaborative approach from general practice
fundholders, perhaps purchasing packages of
services but in close liaison with specialists in
rehabilitation and in public health and taking
account of the views ofusers of the services. Fur-
ther fragmentation of the purchasing of rehabili-
tation services could well discourage the
development of good quality local services
designed to address the population's needs. It
would be all too easy to spend a great deal of
money on rehabilitation services to little effect,
and this surely is what the NHS reforms seek to
prevent.

JOHN CHARLTON
General practitioner

RICHARD MORTON
Consultant paediatrician

CHRISTLAN MURRAY-LESLIE
Consultant in rehabilitation medicine

CHRISTOPHER WARD
Professor in rehabilitation medicine

Department of Rheumatology and Rehabilitation Medicine,
Derbyshire Royal Infirmary,
Derby DEI 2QY

1 Shapiro J. Global commissioning by general practitioners.
BMJ 1996;312:652-3. (16 March.)

2 Wade DT, Langton Hewer R. The epidemiology of some
neurological diseases. International Rehabilitation Medicine
1987;8: 129-32.

1674 BMJ VOLUME 312 29 JUNE 1996


