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were they an unrepresentative elite, a deviant group of teaching practices, chosen by a
charismatic leader?

If we are to make choices about the kind of medical care which we give to people,
then the choices must be based on more than the advocacy of an elite-person or group.
General practice is faced with the need to make judgments. These judgments link with
professional goals expressed in terms of the health of people, and not with measurements
of the quality and quantity of the work which doctors put into the system of care.

If Illich is right, and health is culture, not commodity, then the group who must
make these judgments is neither good doctors nor all doctors, but all of us who go to
make up our society. It is only if we believe that doctors alone are competent to define
health and unhealth, that we will be caught for ever between the devil of charisma and
the deep blue sea ofconsensus.
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SUPPRESSION OF RH-SENSITISATION BY THE
USE OF ANTI-D IMMUNOGLOBULIN

AT a recent talk, the Director of the North-east Thames Regional Blood Transfusion
Service highlighted the vital importance of giving anti-D immunoglobulin to all

Rh negative women after abortion as well as to those giving birth to first and subsequent
Rh positive children.

There have been many advances in medicine in the last 25 years, but none of more
significance than the use of anti-D immunoglobulin for the prevention of iso-immunis-
ation of Rh-negative women during pregnancy.

By the beginning of 1966, evidence was growing that Rh sensitisation given after
pregnancy in a proportion of D-negative women could probably be prevented by giving
the mother an injection of anti-D serum immediately after delivery. It was realised
that the effect of the treatment could not be properly assessed until the outcome of a
second pregnancy with a D-positive infant was known (Clarke, 1969).

The Medical Research Council set up a working party and their first controlled
trial started in 1966. This confirmed the original hypothesis. Supplies of anti-D serum
remained scarce and the large scale trial started in 1967 was planned to determine the
lowest effective dose 200 Vg, 100 V-g, 50 jig, and 20 ,ug were used. The sera of all treated
women were tested for anti-D six months after delivery of the first infant and as many
as possible of the treated women were followed up to discover the outcome of their next
pregnancy with a D-positive infant.

The details of this trial have now been published (Medical Research Council, 1974).
In 800 women followed to the end of a second pregnancy with a D-positive infant
the total failure rate was 1 .7 per cent which was one tenth of that to be expected in an
untreated series. The optimum dose was considered to be 100 ug.

Another trial using 1,000 ,ug, showed a similar result. (Combined Study, 1971).
Of 86 mothers treated, two had antibodies after a second Rh positive infant compared
with 20 out of 65 controls. Woodrow et al (1971) reported 89 per cent protection rate
at the end of the subsequent pregnancy using 200 ,ug.
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Various theories have been put forward to explain the ten per cent failure rate in
treated women. Some Canadians are injecting anti-D in the third trimester in an attempt
to prevent priming during the pregnancy (Zipursky and Israels, 1967; Buchanan et al.,
1969; Bowman, 1970).

Enough anti-D immunoglobulin is available each year to treat every mother who
qualifies. Thus it is a disturbing fact that the latest figures show that in 12 months the
number of doses administered was only 80 per cent of the expected number of candidates.
One patient in every five is apparently not getting the protection now available. It is the
duty of all those involved in obstetrics to see that no suitable mothers are missed in future.

Administration of anti-D immediately after delivery should be considered in all
Rh-negative women and should be given to every Rh-negative woman after abortion
at any stage. Are some of the untreated cases in this group?
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Deafness.
If you can't do anything,
don't just do nothing.

There often comes a time when all deaf patients can do is learn to live with
it. One of the best things you can do then is introduce them to the RNID.

We run a welfare service, an information service that's one of the largest in
the world to be devoted to deafness, and laboratories with sound measuring
equipment.

In fact we can help your deaf patients in many ways. All you have to do
is ask.

Perhaps you'd like to see our leaflet ' What is the RNID? ' Or get some of
our publications for your waiting room. They include ' Clinical Aspects of
Hearing,' ' Special Aids to Hearing,' ' Conversation with the Deaf,' ' Highway
Code for Children' and posters on protecting hearing. And you may wish to
subscribe to our monthly magazine-Hearing-at £1.00 p.a.

Literature and advice are freely available to you. And the more you know
about the RNID, the more you can do for your deaf patients.

The Royal National Institute for the Deaf
(Patron: HRH The Duke of Edinburgh, KG)

105 GOWER STREET, LONDON WC1E 6AH
Telephone: 01-387 8033


