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Editorials

Failure to Breath at Birth
Birth asphyxia is amajor problem throughout the world. The World Health Organization
has estimated that there are one million neonatal deaths a year as a result of birth
asphyxia, most of them in developing countries.
This asphyxial process can start during labour and result in apnoea or irregular

respiration at birth and acidaemia. Often, it leads to death or brain damage from
hypoxic-ischaemic encephalopathy. Some people restrict the name birth asphyxia to
a situation where encephalopathy follows hypoxia. This brain damage has been
shown to be due to secondary energy failure in the brain, with coma and convulsions
usually occurring within the first 24 hours of independent life. I
Clinically, it has been common to assess heart rate and respiration shortly after

birth using the well known Apgar score at one and five minutes of age. The score
consists of five items of which heart rate and breathing are the most important.
Although apnoea at birth may often be due to birth asphyxia, awareness of other
causes is important, particularly preterm birth or abnormal development of the brain.
It is now believed that asphyxia is a much less common cause of brain damage than
it was thought to be in the past.' However, failure to establish adequate respiration at
birth is a major cause of death. This is well demonstrated in the article from Delhi (pp.
54-7). In this study, babies who were apnoeic or had irregular respiration at one
minute of age were many times more likely to die than babies with normal respiration
at birth.
The question is whether simple treatment for birth asphyxia would save lives. In

industrialized countries and major medical centres, such as the institution reporting
this study, sophisticated resuscitation is available. However, techniques such as
endotracheal intubation may be inappropriate in many parts of the world. A national
survey in Sweden demonstrated that 80% of babies who are apnoeic at birth can be
resuscitated by using a bag and mask without recourse to endotracheal intubation.'
The use of 100% oxygen is expensive and could also be harmful due to the production
of oxygen-free radicals. Another study showed that there was no advantage in using
additional oxygen for resuscitation.'
As the bag and mask may be too expensive for resuscitation in many parts of the

world, the Commonwealth Association for the Prevention of Mental Handicap and
Developmental Disabilities (CAMHADD) promoted the development of a simple
mask and tube device. This is inflated by the resuscitator blowing at the other end of
the tube,' and is being evaluated in field trials in Mumbai and Africa. This simple
ventilation device may save the lives of some babies who are merely apnoeic at birth
and could recover completely. Further evaluation is needed to ensure that resuscitation
can improve mortality. It is important to resist the temptation to provide longer term
ventilation for babies with severe hypoxic-ischaemic encephalopathy which might
result in the survival of severely brain-damaged babies.
The study reported in this issue shows that failure to breath at birth is an indicator

of a high mortality rate. Better methods of resuscitation need to be devised in areas
where resources are limited. Although the authors point out the difficulty in reducing
mortality and birth asphyxia, there is a hope that simple methods of resuscitation may
improve survival.
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Clinical Epidemiology: The Expanding Mandate
Clinical medicine and epidemiology have long been perceived to be located at the two
ends ofthe health care spectrum. The former has traditionally been focused on the care
of the individual patient while the latter has devoted itself to the study of the distri-
bution and determinants of disease in populations as well as in evaluating appropriate
preventive strategies directed at the community. The growing recognition of the
multiple determinants of health, both in individuals and in populations, has however
drawn these two disciplines closer in recent years. The observation that 'sick
individuals arise from sick populations' provided the basis for preventing disease in
individuals by promoting health in populations.'
Decision-making in clinical medicine has progressed from an intuitive art to a

deductive science, through systematic studies evaluating the validity and replica-
bility of new and old diagnostic, prognostic and therapeutic instruments. 2Epidemiology,
which had brought methodological and statistical rigour to the ascertainment of
'truth' (as untramelled by chance, confounding and bias as feasible), became a ready
ally in this effort. Epidemiological techniques were readily applied in designing and
analysing clinical research, ranging from case-control studies to clinical trials.
Epidemiology, in turn, benefited from a wider application of the experimental
approach of trials to resolve questions related to population health. The holistic
appraisal of health as an individual image of the population profile and the commonality
of research methods have together led to the birth of clinical epidemiology as a dis-
cipline that evaluates issues of health care from hospital to community settings.
The effort to enhance the expertise of clinicians to analyse, interpret and apply the

results of such wide ranging health care research has received a fillip from the
International Clinical Epidemiology Network (INCLEN). Since its establishment in
1982, with support from the Rockefeller Foundation and USAID, this network has
assisted in the training of clinicians, health economists and social scientists from
sixteen countries, at four major training centres in North America and Australia.
While these institutions were the initial nodal points for dissemination of training in
the field, the next phase envisages the identification of centres in developing countries
to broaden the movement at the national and regional levels.
Six Indian institutions (the All India Institute of Medical Sciences, New Delhi;

King George's Medical College, Lucknow; Medical College, Nagpur; Christian
Medical College, Vellore; Madras Medical College, Chennai; and Medical College,
Thiruvananthapuram) have now established multi-disciplinary clinical epidemiology
units (CEUs) with clinical scientists trained under the INCLEN programme. They are


