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TABLE III—Number of live births with spina bifida by }ear of birth and year of death. (Values in parentheses are proportion (%) of affected babies dying in calendar

year of birth)

No of live No dying in: No

Year of births with surviving

birth spina bifida 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 end 1982
1971 236 102 (43) 14 2 1 1 1 1 1 111
1972 176 67 (38) 10 3 1 2 1 92
1973 169 80 (47) 19 1 1 1 2 65
1974 192 77 (40) 16 2 2 95
1975 194 67 (35) 5 122
1976 119 47 (39) 5 67
1977 135 64 (47) 4 1 65
1978 121 37 (31 6 76
1979 81 33 (41) 2 1 45
1980 63 (40) 4 34
1981 67 21 (31) 1 45
1982 67 19 (28) 49

Data on mortality and survival in babies with spina bifida (table III)
showed that most deaths occurred in the calendar year of birth or in the
year after, the proportion occurring in the first year ranging from 319,
to 47%,. Averaged over five years the proportion of deaths occurring
in the first calendar year was lower in 1978-82 than over the earlier
period, but the falling number of survivors mainly reflected the
substantial reduction in live births with the condition.

Discussion

A recent leading article in the British Medical Fournal,
commenting on trends in a number of countries,® pointed out
that defects of the neural tube seem to have become less common
in Northern Ireland, the United States, and Australia as well as
in England and Wales. The increase in the number of termina-
tions in Britain and Australia was considered to be insufficient
to account for the decline in these countries, and in the United
States the decline started well before 1970 and before screening
was available; these data may therefore reflect a true decline in
the occurrence of these conditions. In the Republic of Ireland,
where there is no antenatal screening programme, the decline
has been negligible.

The indications from Scottish data are that both the birth
prevalence of anencephaly and spina bifida and the birth preva-
lence adjusted for terminations have been declining during the
period considered. The introduction of antenatal screening
programmes has undoubtedly been instrumental in reducing
the number of live births with spina bifida and the consequent
burden of disability from this condition and has also resulted
in a fall in cases of anencephaly; notably, in Glasgow in 1982
there was no birth with this diagnosis. In 1976 terminations
accounted for 12-79, of total known pregnancies with anen-
cephaly or spina bifida; in 1981 they substantially exceeded the
number of births and represented 629, of known affected
pregnancies. The terminations reported, however, are those
after « fetoprotein or other screening, and it may be that various
other terminations for anencephaly or spina bifida have been
performed unknown to the laboratories.

The birth prevalences of spina bifida and of anencephaly in
Scotland and England and Wales increasingly converged after
1975, being 1-3 and 1-1/1000 total births respectively in 1982.
This convergence may have been due to the scale of « fetoprotein
screening in Scotland. In a recent study of late terminations in
England and Wales it was estimated that 0-39, of terminations
were performed because of increased « fetoprotein screening,
and 869, of these aborted fetuses were confirmed to have
neural tube defects.” This would represent an adjusted birth
prevalence of anencephaly and spina bifida of 2-7 compared with
the equivalent prevalence in Scotland of 3-2 in 1982. The data
for England and Wales also showed that, when terminations
after other means of diagnosing neural tube defects (principally
ultrasound) were also counted, the combined prevalence of
anencephaly and spina bifida increased by 159%, to 3-1/1000 total
births. Whether these other methods are used to diagnose
anencephaly and spina bifida as often in Scotland, given the

extensive « fetoprotein screening programme, is not known; but,
if they are, a proportionate increase in the adjusted birth preva-
lence in 1982 would have been from 3-2 to 3-7. This is still
considerably lower than the birth prevalence of anencephaly and
spina bifida of 5-2 in 1974 and 1975 that we have reported here
(and that must underestimate the true position) and supports
other reports of a genuine fall in the incidence of anencephaly
and spina bifida.

Our method of extracting information from routine data
sources appears to be successful in providing data similar to that
captured by a congenital malformation notification system in
England and Wales. It can, in addition, provide data (for spina
bifida) on subsequent death and, hence, the number of survivors;
this permits further appraisal of the effectiveness of programmes
for the prevention and treatment of this condition.

We thank Professor A Ferguson-Smith of Glasgow, Dr D H Brock
and Dr J Scrimgeour of Edinburgh, Dr J Crawford of Dundee, and Dr
Hazel Thom of Aberdeen for kindly supplying information on
terminations carried out after antenatal screening; and Dr Frances
Hamilton from the Greater Glasgow Health Board for providing data
relating to the area covered by the board.
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given below.

All material submitted for publication 1s assumed to be
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stated. All authors must give signed consent to publication.
The editor retains the customary right to style and if
necessary shorten material accepted for publication.

Manuscripts will be acknowledged only if a stamped
addressed postcard or international reply coupon is enclosed.

Original articles are usually up to 2000 words long, with no
more than six tables or illustrations; they should normally
report original research of relevance to clinical medicine and
may appear either as Clinical Research papers or in the
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600 words long, with one table or illustration and no more
than five references. Clinical case histories and brief or
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Unreviewed Reports, which are 100 words long, contain no
tables or figures, one reference, and two authors’ names.
Papers for the Practice Observed section should cover
research or any other matters relevant to primary care.
Medical practice articles are mostly written by invitation, but
we welcome reports of up to 2000 words on the organisation
or assessment of medical work and on sociological aspects of
medicine. Talking Point articles are concerned with the
organisation, financing, and manpower of health services.
Contributions for the Personal View and Materia Non
Medica columns are always welcome and should contain up
to 1150 and 400 words respectively. Letters should normally
be of not more than 400 words, have no more than 10
references, and be signed by all authors; preference is given
to those that take up points made in contributions published
in the journal.

Any article may be submitted to outside peer review and
evaluation by the editorial committee as well as statistical
assessment. This should take four weeks but may take up to
six. Manuscripts are usually published within three months
of the date of final acceptance of the article.

Manuscripts, tables, and illustrations

Authors should keep one copy of their manuscripts for
reference. Manuscripts should be typed double spaced on
one side of the paper with a 5 cm margin at the top and left
hand side of the sheet. The pages should be numbered.
Three copies should be submitted; if the paper is rejected two
will be returned. The authors should include their names and
initials, their posts at the time they did the work, and no more
than two degrees each. Scientific articles should conform to
the conventional structure of abstract, introduction,
methods, results, discussion, and references. The abstract
should be no longer than 150 words and should set out what
was done and the main findings and their implications.

Drugs should be given their approved, not proprietary,
names, and the source of any new or experimental prepara-
tions should be given. Abbreviations should not be used.
Scientific measurements should be givenin ST units, followed,
in the text, by traditional units in parentheses; in tables and
illustrations values should be expressed only in SI units, buta

conversion factor should be given. Blood pressure, however,
should be expressed in mm Hg and haemoglobin as g/dl.
Any statistical method used should be detailed in the
methods section of the paper and any not in common use
should be either described in detail or supported by refer-
ences. Tablesand illustrations should be submitted separately
from the text of the paper, and legends to illustrations should
also be typed on a separate sheet. Tables should be simple and
should not duplicate information in the text of the article.
Illustrations should be used only when data cannot be
expressed clearly in any other way. When graphs or histo-
grams are submitted the numerical data on which they are
based should be supplied. Line drawings should be in Indian
ink on heavy white paper or card, with any labelling on a
separate sheet; they may also be presented as photographic
prints. Other illustrations should usually be prints—not
negatives, transparencies, or x ray films; they should be no
larger than 30x21 cm (A4) and be trimmed to remove all
redundant areas; the top should be marked on the back.
Staining techniques of photomicrographs should be stated.
Either an internal scale marker should be included on the
photomicrograph or the final print magnification of the
photographitself should be given. Again, any labelling should
be on copies, not on the prints. Patients shown in photographs
should have their identity concealed or should give their
written consent to publication. If any tables or illustrations
submitted have been published elsewhere written consent to
republication should be obtained by the author from the
copyright holder (usually the publisher) and the authors.
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