Licensed Victuallers’ Association has openly con-
demned the proposals.

It is difficult to see, therefore, how our recom-
mendations could be regarded as biased by a
concern for the sensitivity of our sponsors. Though
we have not exactly bitten the hand that feeds us,
we have probably given it something of a nip.

PETER MARSH
MCM Research,
Oxford OX4 ILR

1 Dillner L. Alcohol abuse. BMF 1991;302:859-60. (13 April.)

The Cook Report: assisted
conception

SIR,—1I must strongly protest at the treatment of
Dr Jack Glatt, medical director of the Infertility
Advisory Centre, by Central Television’s The Cook
Report recently.' The declared aim of this pro-
gramme is to be “on the trail of those with
something to hide on behalf of people with some-
thing to lose.” Sadly, there will always be losers in
infertility.

However, the Infertility Advisory Centre’s
excellent results and “take home baby” rates
compare very well with those of the most success-
ful units in the United Kingdom, a fact that was
omitted from the programme. The registered
charity BABIe was severely criticised by Roger
Cook, which is sure to distress and anger the many
satisfied patients who are members of the BABle
support group.

Professor Robert Winston has yet again made
clear his contempt of clinics in the private sector
and of the people who work in them. The perspec-
tive of the spokeswoman for CHILD would have
been easier to judge had the viewers been informed
that the chief medical trustee of CHILD is Pro-
fessor Winston. The programme also failed to
mention that for the eight years up to 1988 Dr Glatt
was the medical adviser to CHILD. Dr Glatt left
that organisation at the same time as its founder,
and together they set up BABIe as an alternative
support group for infertility patients. It would be
interesting to know how the disgruntled former
patients of the Infertility Advisory Centre were
recruited to the programme.

Dr Glatt’s determination to provide a relatively
low cost private service rather than continue to
struggle in an underfunded NHS cannot by any
stretch of the imagination label him as a “failed”
doctor. He is an excellent medical director of an
excellent infertility establishment. He is doubly
qualified with both an MRCP and an MRCOG.
Had his clinics been NHS clinics they would have
been deemed exemplary.

ROGER NEUBERG
Assisted Conception Unit,
Leicester Royal Infirmary,
Leicester LET SWW

1 Drife JO. Overcooked. BAMF 1991;302:1028-9. (27 April.)

SIrR,—Recently, Central Television’s The Cook
Report focused its attention on private clinics for
assisted conception.' In particular it chose to attack
the medical director of the Infertility Advisory
Centre, Dr Jack Glatt. The ethics committee of
the advisory centre wishes to make the following
comments in protest:

(1) The committee is fully satisfied that the
Infertility Advisory Centre is complying with all
the guidelines of the Interim Licensing Authority.

(2) The committee finds it highly reprehensible
that no mention was made of the advisory centre’s
commendable success, which is significantly
higher than the national average for assisted con-
ception units with regard to “take home baby”
rates.

(3) The committee applauds Dr Glatt’s belief
and practice that assisted conception techniques
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should be within the reach of the general public by
setting some of the lowest fees in the private sector.

(4) The committee has carefully examined the
case records of the patients who appeared on the
programme and can find no fault in their manage-
ment.

(5) The committee has every confidence in Dr
Glatt’s ability both as a highly qualified, conscien-
tious infertility specialist and as medical director of
the Infertility Advisory Centre. We unanimously
congratulate him and his team at the centre’s three
units on the high standard of care and the excel-
lence of their results.

AGNES ONG HENRY ANNAN
BRENDA JOSEPHS PETER SPECK
ANN TAYLOR PETER GUGENHEIM

Ethics Commitiee.,
Infertility Advisory Centre,
London W1M 5AN

1 Drife JO. Overcooked. BM 1991;302:1028-9. (27 April.)

Recurrent miscarriage

SIR,—Ms Lesley Regan’s editorial on recurrent
miscarriage' fails to mention an important factor.
The risk of spontaneous miscarriage is 30-70%
higher among women who smoke and increases
with the number of cigarettes smoked each day.’
Smoking must therefore surely be the single most
important identifiable (and avoidable) risk factor
in recurrent miscarriage. Attention should be paid
to this before women embark on costly, unproved
treatment regimens.

PETER J LEWIS
On The Park Mcdical Centre,
4211 Queensland,
Australia

1 Regan L. Recurrent miscarriage. BMJ 1991:302:543-4. (9
March.)

2 Queensland Department of Health, Queensland Cancer Fund,
and National Health Foundation (Queensland Division).
Smoking. The facts: the risks. Brisbane: Queensland Depart-
ment of Health, 1991.

Management of bleeding in
early pregnancy

SIR,—Messrs M A Bigrigg and M D Read’s study
of the management of women referred to an early
pregnancy assessment unit' was conducted in a
district general hospital in Gloucester, which
obviously has a close working relationship with the
local general practitioners. No mention was made
of those patients who present to their local accident
and emergency department.

We undertook a study in the accident and
emergency department at St Mary’s Hospital,
London, that has some similarities with the study
in Gloucester. Over the six months February to
July 1987 we saw 179 patients complaining of
bleeding in pregnancies of less than 20 weeks’
gestation. This was 0-7% of our workload (26 837
new patients were seen during that period). These
were patients presenting de novo to the accident
department and were not patients who had been
referred to our department of gynaecology, who
would have been seen directly at the Samaritan
Hospital half a mile from the accident department.
(One hundred and seventy nine patients is roughly
half the number seen during a similar period in the
department of gynaecology in Gloucester.) We
monitored the effect of introducing new guidelines
on management, which emphasised the importance
of vaginal examination and the use of ultrasound to
determine the viability of pregnancy, and of giving
patients an advice sheet on miscarriage.

Admissions fell from 15 out of 53 women to
seven out of 58; referrals to the gynaecologist on
call fell from 23 out of 53 to 13 out of 58; and the
reattendance rate fell from 11 out of 53 to four out

of 58 (all changes p<0-05).’ The work practice of

" the department of gynaecology was made more

efficient at no extra cost and with no reorganisation.
We did not calculate the financial savings.

A considerable number of patients with bleeding
in early pregnancy present to accident and emer-
gency departments in inner cities. There is much
that such departments can do to improve their
standards of care for such patients, as our study
shows.

R TOUQUET
Accident and Emergency Department,
St Mary’s Hospital,
London W2 INY
P STEER

Department of Obstetrics and Gynaecology,
Charing Cross and Westminster Medical School,
London W6 8RP

1 Bigrigg MA, Read MD. Management of women referred 10 early
pregnancy assessment unit: care and cost effectiveness. BMY
1991:302:577-9. (9 March.)

2 Gilling-Smith C, Zelen J, Touquet R, Steer P. Management of
carly pregnancy bleeding in the accident and emergency
department. Arch Emerg Med 1988;5:133-8.

Controversy breeds ignorance

SIR,—It was sad to read in a Personal View that the
author was unable to have an epidural to help her
deliver her dead fetus.' In the circumstances she
was probably wise to decline the hesitant offer of an
epidural even though her results of blood clotting
studies were only “marginally abnormal.” (Epi-
durals are contraindicated in patients with signifi-
cantly abnormal clotting because of the risk of a
haematoma forming in the epidural space, with
consequent paraplegia.)

Clearly, some anaesthetists still use intrauterine
death as a pretext for advising against epidural
analgesia. Though it is true that intrauterine death
is associated with hypofibrogenaemia, this coagu-
lopathy rarely occurs until four weeks have elapsed
since the death of the fetus. Women whose fetus
has been dead for only a day or two are no more
atrisk of abnormal clotting than any other pregnant
woman. In cases of doubt, clotting studies can be
performed swiftly by most laboratories.

I hope that the author’s comments on how she
was failed by her anaesthetist will stimulate other
anaesthetists into taking a more positive attitude
towards giving epidural analgesia in cases of
intrauterine death, especially if the fetus has been
dead for only a short time. Though a pain free
labour will never compensate for a dead child, it is
a welcome comfort in a moment of sorrow.

W H KONARZEWSKI
Department of Anaesthetics,
Colchester General Hospital,
Colchester CO4 SBL

1 Anonymous. Controversy breeds ignorance. BMJ 1991;302:
973-4. (20 April.)

SIR,—I was saddened and disturbed by the
sequence of events described by the mother who
lost her baby after attempted cordocentesis for
investigation of toxoplasmosis.'

It is well established that congenital toxoplasma
infection results from a primary infection acquired
by the mother during gestation.? Only one case has
been reported in which the immunocompetent
mother had been infected before she conceived.’
The author of the Personal View apparently had
evidence for toxoplasmosis (presumably specific
IgM) at the time of her miscarriage in March 1989."
Depending on the laboratory method used,
specific IgM may be detectable for one year or
longer after the infection is contracted.' It is
therefore not surprising that IgM might have been
detectable at the time of conception in November
1989.

Avidity studies on specific IgG antibody are
likely to have shown the presence of high avidity
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