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Correspondence

Casualty Clearing
SiR,-This subject is one of great and pressing national

interest. It is perhaps unfortunate that the emphasis now
seems usually to fall on the organization for "the major
accident." This is due no doubt to the fact that the major
accident is front-page news, while the enormous daily toll of
casualties is taken for granted. Paper plans for dealing
with major accidents will be of value in direct proportion to
the efficiency of the accident service organization which
operates continuously in the area in which the accident
occurs. The outside problems of the major accident such as
transmission of information, breakdown of telephone ser-
vices, transportation of injured-of these we had first-hand
experience in the Didcot rail crash of November, 1955-
can all be dealt with effectively by prepared mobilization of
police and ambulance services. The essential feature in
dealing efficiently with the casualties is the existence of an
organization in all key hospitals accustomed to dealing each
day with large numbers of casualties and capable of imme-
diate expansion to meet any sudden need.
The last sentence of the annotation (Journal, June 7,

p. 1345), " but, as finance allows, should not more provision
be made for treating the million or more people who receive
hospital treatment for accidental injuries every year ? "
should surely be emphasized as a positive need now, rather
than a questioned need of some future date.-I am, etc.,
Oxford. J. C. SCOT-T.

SIR,-In your review of the report by the senior admini-
strative medical officer of the South-east Metropolitan
Regional Hospital Board on the Lewisham train disaster
(Journal, June 7, p. 1345), I was rather concerned to learn
the report stated that the mobile medical teams " were
unanimous that all that was needed was supplies of
morphine and simple shell dressings."

While no one would deny that morphine has a place in
the treatment of severe pain, it has been my experience that
it is frequently administered to patients suffering from shock
where pain is only of slight or moderate degree. One of the
few things which are known about shock is that it is asso-
ciated with a reduction in the volume of circulating blood
either by direct loss to the exterior or by pooling in the
vessels of the abdominal viscera. The shocked patient is
already suffering from anoxia, and the administration of
morphine may result in a sufficient depression of respira-
tion to lower the cerebral oxygen supply beyond the mini-
mal requirements and thereby kill the patient. The treat-
ment of shock is adequate transfusion, preferably with
whole blood, but, if this is not available, with plasma or
dextran. This has been repeatedly emphasized in your own
and other medical journals. Pain accompanying severe
injuries can usually be relieved by other and safer drugs
such as pethidine.-I am, etc.,
Pennington, Hants. MICHAEL B. CARSON.

Induction of Labour
SIR,-In their article " Surgical Induction for Suspected

Placental Insufficiency " (Journal, May 24, p. 1211), Mr. Ian
Cope and Mr. Morton G. Pearson state that although the
incidence of surgical induction of labour in the Hammer-
smith Hospital increased seven-fold between 1951 and 1956,
with an unchanged overall caesarean section rate, the overall
perinatal mortality rate did not fall. It is inferred that in-
duction of labour for placental insufficiency has little or no
value and may be risky. I feel that it would be a pity to let
these findings pass without comment, because in the Aber-
deen Maternity Hospital a policy of routine induction of
labour in selected cases, together with the greater use of
caesarean section for foetal distress as the main indication,
has been accompanied by a fall in perinatal mortality at a

time when national rates, like those in the Hammersmith
Hospital, have remained static. (Between the years 1948-52
and 1953-7 the perinatal mortality in Aberdeen fell from
32 to 26 in all parities and from 37 to 27 in primigravidae.)
I am anxious that this policy, which has been successful
here, should receive an adequate trial elsewhere.
The policy, which is described below, is not negatived by

the results of Cope and Pearson. Their incidence of induc-
tion of labour rose only to 14.6% in 1956; the average in
Aberdeen during the past five years has been 23.6%. The
table giving indications for induction of labour in Hammer-
smith shows that of 185 additional inductions performed in
1956 as compared with 1953, only 16 were for postmaturity;
in Aberdeen, the majority of inductions performed routinely
are in pregnancies not ending spontaneously before the end
of the 41st week of pregnancy. In some of those cases mild
hypertension is present, but in our experience this does not
increase the risk of foetal death and we do not consider mild
hypertension by itself as an indication for induction. In
Hammersmith, the increase of induction has not been accom-
panied by a rise in the overall incidence of caesarean
section; this is difficult to understand, since it is claimed
that caesarean section has been undertaken more frequently
after induction. The Hammersmith results are reported for
all parities and all age-groups; in Aberdeen, special attention
is paid to the elderly primigravida, in whom the dangers of
placental insufficiency are greatest. Finally, it may be of
importance that admissions to Hammersmith Hospital are
highly selected ; if this is not so, the rates of caesarean
section (over 5%) and of perinatal death (about 37 per 1,000)
are surprisingly high.
The Aberdeen policy is based on a number of epidemiological

and clinical facts, which may be summarized as follows. "Un-
explained " death of a mature foetus-presumably the result of
an inadequate placental reserve-is favoured by three general
factors: primiparity, high maternal age, and prolongation of
pregnancy past term. Foetal death may occur unexpectedly be-
fore the onset of labour, so that it is difficult to anticipate, or so
suddenly during the course of normal labour that there is no time
to rescue the baby.
Using these facts, we decided in 1953 to puncture the mem-

branes in all primigravidae aged 25 years or over in whom labour
had not started before the end of the 41st week. If the liquor
amnii was stained with meconium, caesarean section, elective or
after a short trial of labour, was to be considered, in the interests
of foetal survival; decisions to undertake section may, of course,
be weighted by other factors, such as maternal age and parity, the
presence or absence of hypertension, the length of time the
membranes have been ruptured, and the course of labour. This
policy seemed to be so successful initially that it rapidly spread to
younger primigravidae and to multigravidae.
The Table below shows the results in 1953-7 compared with

1948-52, in primigravidae by age, and in multigravidae. Per
1,000 maternities, about 6 perinatal deaths have been prevented
at a cost of 145 more surgical inductions and 14 more caesarean
sections. The gains are much higher than average in primi-
gravidae aged 30 years and over, but younger primigravidae and
multigravidae are so much more numerous that the lesser gains
in these groups assume considerable importance in the overall
figures. it should be noted that the striking rise of perinatal

Aberdeen Maternity Hospital: Booked Legitimate Maternities
(City Residents)

Surgical Caesarean Perinatal
No. of Cases Induction Section Death Rate

Primigravidae Rate (%) Rate (N) (per 1,000)

(a) (b) (a) (b) (a) (b) (a) (b)

15-24 2,800 3,093 8-4 23-7 1.0 2-3 34-3 28-5
25-29 1,096 1,286 8*9 28*0 2-7 5-8 32-9 26-4
30-34 323 353 12-1 34-8 6-8 11-6 49-6 19-8
35+ 145 100 15.2 39.0 24-8 32-0 89-7 20-0

Primigravidae
all ages . . 4,364 4,832 9-0 26-0 2-7 4-5 36-9 27-1

Multigravidae 6,687 7,465 9-2 22-0 2-3 3-3 28-7 253

All parities .. 11,051 12,297 91 23-6 2 4 3-8 32-0 26-2

(a) 1948-52. (b) 1953-7.
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