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Induction of labour

Over the last year we have witnessed a "great debate" on the
advantages and disadvantages of induction of labour. It is
difficult to be sure of its origin, but certainly the BBC2
television documentary A Time to be Born on 27 January 1975
produced an acute state of public anxiety about the safety of
hospital delivery that is still echoing. The national press did
little to improve matters by descriptions such as "a woman

tethered to two drips was punctured in the spine with a pain
killer to relieve the abnormal pain of induced contractions."
One commentator even suggested a direct link between
abortion and induction, since both were procedures done for
convenience alone. Questions were asked in the House of
Commons, which resulted in the Minister, Dr David Owen,
initiating an inquiry by the DHSS into the practice of induc-
tion in NHS hospitals.'
Unused to such widespread and vehement attack the

medical profession failed to give an adequate reply.
Part of the explanation stems from the relationship between
doctor and patient, which has generally been an unquestion-
ing one. Many obstetricians believed the campaign against
induction was propaganda from a small minority seeking to
denigrate them in the eyes of politicians so that there could be
a return to "natural childbirth" and home confinement.
Nevertheless, as the dust settled, several points emerged.
The fact that a procedure such as induction of labour, done
in good faith for the good of the mother and baby, had been
so misrepresented by the media was unlikely to be due to

some malign purpose but was more probably disquieting
evidence that doctors were not adequately communicating
their intentions to their patients and hence the public. Quite
simply, we had failed to recognise that a change in the tradi-
tional doctor-patient relationship was taking place. The
modern woman still wishes to have faith in her doctor-to
believe that she can hand over to him, without anxiety, the
care of herself and, more important, of her baby. But she also
wants to know what is being done to her and why. She has
been told, and believes, that having a baby is one of the major
events in life, so that she will be naturally curious, even

questioning, about what lies behind the decision to induce
labour. For this reason it is encouraging to see the initiative
being taken by the Royal College of Obstetricians and Gynae-
cologists, who have started to have regular meetings between
obstetricians and members of the press to discuss medical
questions.

BRITISH MEDICAL JOURNAL 1976. All reproduction rights reserved.

Public disquiet has also stimulated obstetricians to review
the rationale behind induction oflabour and the results obtained
from it. An increase in the incidence of induction in England
and Wales from 15-8% in 1964 to 33-5% in 1972 needs to be
justified. Induction has been used for centuries, mainly for
maternal indications, but it was Baird2 3 in Aberdeen in the
1950s whose advocacy of induction in the interests of the
fetus provided the major impetus to the recent progressive
increase in this practice. His early work showed that after the
40th week of gestation pregnancy carries a small but increasing
risk to the fetus, which becomes really serious in women with
some added complication such as age or toxaemia. As a result
he instituted a policy of inducing labour when a pregnancy
had reached the 41st week: and this, he claimed, was res-
ponsible for the dramatic decrease in perinatal mortality in
Aberdeen in comparison with the rest of Scotland. His
conclusions would have been accepted without question had
he been able to control all other aspects of obstetric practice
at the time he changed to a liberal policy of induction. As all
obstetricians now know, unless a clinical trial of one aspect of
obstetric practice is carefully controlled, it is impossible to
be certain that any improvement in results is not due to a
general raising of the standard of clinical care. Unfortunately,
Baird never carried out the study that would have proved his
point, for-as he wrote3 4 in 1969-"We have been too favour-
ably impressed by the benefits of our policy in Aberdeen to
feel justified in conducting a clinical trial." A different con-
clusion has now been drawn by Chalmers et al, whose careful
analysis of all births in Cardiff (p 735) has shown that a
trebling of the number of inductions done from 1966 to 1972
has not been associated with any change in perinatal mortality.
These results must be interpreted with caution when applying
them to practice elsewhere, because for some inexplicable
reason Cardiff has not experienced the fall in perinatal mort-
ality that has occurred in the rest of the country. Nevertheless,
they do show that an induction rate of 30% or more cannot
be justified on any claim for dramatic improvement in peri-
natal mortality.

It would be an oversimplification to suggest that induction
of labour is being done solely to avoid stillbirths from post-
maturity. The survey5 carried out recently by the DHSS,
showed that some women find the timing of their delivery
by induction enables them to make domestic arrangements
at home when they are in hospital. Obstetricians also use
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induction to ensure that labour and delivery of women with
risk factors take place in optimal conditions. When there is
some anxiety about the fetus-for example, because of sus-
pected placental insufficiency which may require emergency.
delivery by caesarean section if fetal distress develops-it
is logical to plan that the labour should occur on a weekday
during daylight hours, when all obstetric services are readily
available to deal with any emergency that might arise. Whether
we like it or not obstetric practice has had to accept some
limitation of the 24-hour service that obstetrics requires.
Statutory regulations ensure that midwives, laboratory
technicians, and now junior hospital doctors have adequate
off duty. This affects staffing on the labour ward and the ready
availability of such vital services as anaesthesia and haema-
tology.
A liberal policy of induction can be advocated only if it

is safe for both mother and baby and is acceptable to the
mother. In general, as a study from Glasgow showed,6 in-
duction as practised in most centres fulfils these criteria.
Nevertheless, the modem tools of induction, amniotomy
and intravenous oxytocin, may be dangerous if misused. If
oxytocin is given without careful monitoring of uterine action
it will inevitably produce hyperstimulation in some patients,
resulting in fetal distress7 and even uterine rupture. Failure
to recognise the importance of a ripe cervix as an index of
uterine sensitivity7-9 'may lead to failed induction, intra-
uterine infection, and a greater risk of oxytocin-induced
uterine hyperstimulation. A ripe cervix is possibly the greatest
safeguard for mother and fetus when a decision is made to
induce labour, and the obstetrician who disregards it when
deciding whether to induce labour does so at his peril.

Finally, is an induced labour as satisfying to the pregnant'
woman as a spontaneous one? Undoubtedly some women
feel that they have missed out if they have a labour which is
not natural because induction, epidural anaesthesia, or forceps
delivery has interfered with an event they wished to be in
full control of. Further inquiry'0 suggests that such resent-
ment stems not from the procedure but from the fact that an
adequate explanation was not given to them about why it'
was necessary for the obstetrician to intervene. Once con-
vinced that it was for the benefit of the baby or themselves
they are usually satisfied. The weight of available evidence
suggests that induction is not generally abused. Undoubtedly
a few centres have tended to put too much emphasis on the
risk of uncomplicated postmaturity as an indication for in-
duction. This has led to a higher incidence of induction than
the 25-30% found in most hospitals. If there is a lesson that
comes out of the induction debate, it is that we as doctors
must, whenever possible, ensure that our patients are made
to feel that they have taken part in decisions that affect their
lives.
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Pandemic and
interpandemic influenza A
The last major influenza pandemic, in 1968-70, was caused by
the A/Hong Kong/68 virus; doctors who were in general
practice in Britain in the winter of 1969-70 will clearly recall its
impact. The pandemic before that, the Asian 'flu caused by
the A/Singapore/57 virus, began in 1957 and had an even
greater worldwide effect. This periodicity in the emergence of
new pandemic strains of influenza A prompts the fear that a
fresh'one may be due.
The inter-pandemic influenza A outbreaks that have occur-

red since 1971-2 have been caused by a series of viruses related
to A/Hong Kong, a relationship dependent on antigenic cross-
reactivity between the haemagglutinin and neuraminidase
antigens on the surface of the virus. In Britain the strains
mainly responsible were A/England/42/72 in the 1972-3
winter; A/Port Chalmers/1/73 in 1973-4; A/Port Chalmers and
A/Scotland/840/74 in 1974-5; and this winter A/Victoria/3/75.
The nomenclature of these viruses' may be confusing. The
geographical name refers to the place of origin of the first-
identified isolate of the new strain, the number that follows is
the sequential laboratory number allocated to the virus, and
the last number is the year of its isolation. Furthermore, all
these strains are designated H3 N2-their haemagglutinins are
related' antigenically to that of the A/Hong Kong (H3 N2)
virus, and their neuraminidase antigens to those of A/Hong
Kong and the A/Asian (H2 N2) virus of 1957. This means that
the different strains are characterised by definite but incom-
plete changes ("drifts") in their surface antigens. Immunity to
influenza is directed against these antigens, particularly the
haemagglutinin; and it is antigenic drift that helps a virus
cause outbreaks in populations that have become immune to its
precursors.2 3 Such outbreaks are unlikely to be severe,
because population immunity to the preceding related viruses
is good enough to damp down the effects of each' new strain.
Nevertheless, these variants of the Hong Kong virus have
caused influenza throughout most of the world. A fresh
pandemic is believed to require the appearance of a virulent
strain that has a new haemagglutinin, one unrelated to the H3
antigen or to the previous H2 or Hi antigens; it is this event,
due to a so-called "shift" in the haemagglutinin antigen, that is
mostly to be feared. If the neuraminidase antigen should also
undergo a complete antigenic shift, with the emergence of a
virulent H4 N3 virus, the pandemic could be specially severe.
The measures that should be taken to minimise the impact of
such a virus were considered recently by an international study
group which met in January 1976 in Rougemont, Switzerland.
Their deliberations have been given added point by recent
events in Fort Dix, USA.4

In an influenza outbreak among armed forces recruits at
Fort Dix, New Jersey, in late January 1976 the virus isolated
from four young men proved to have surface antigens resembl-
ing those of the swine influenza virus (see also report in our
Epidemiology columns). One of the recruits died, and the
post-mortem appearances were compatible with death from
influenzal pneumonia. Serological studies indicated that other
recruits had'also been infected. The swine influenza virus is
believed to be derived from-possibly identical with-that
responsible for the most serious influenza pandemic on record,
the Spanish influenza of 1918-19. The virus stopped circulating
in man in the early 1930s but has remained endemic in the pig
population in the USA ever since. It has been identified in a
few cases ofhuman influenza in the intervening years, usually
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