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Certain trends are noticeable. Induction for purely social or
medical convenience is recognised to be bad practice and is
probably less used now than it was five years ago. Obstetricians
are more aware of the need to pay careful attention to the
gestational age and so avoid the embarrassment and the
dangers of an unexpected premature delivery. Interest is
passing increasingly to non-invasive techniques, which are
more comfortable for the patients and less likely to bring
complications. Finally, there is no agreement about an
acceptable rate of induction, but McNay et al 8 are very likely
right when they suggest that the optimum induction rate
will vary from area to area depending on local medical and
obstetric problems.
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latrogenic collapse

Any doctor carrying out the simplest physical procedure-
stitching a wound, sigmoidoscopy, or even venepuncture-
must accept that there is a risk that the patient may collapse.
Fortunately such occurrences are relatively rare, often pre-
dictable, and nearly always treatable.
The two main types of iatrogenic collapse are those due to

neurogenic shock and to anaphylactic shock. Neurogenic shock
in its simplest form (a vasovagal faint) may result from the
combination of a hot room and fear ofwhat is about to be done.
Its distinguishing features are bradycardia and the brevity of
the episode. A more intense neurogenic reaction may result
from instrumentation of the urogenital system. If a patient
with acute retention of urine is catheterised and the tension
relieved rapidly he may collapse with a reflex vasodilatation of
the peripheral vascular system. A similar response may result
from dilatation of the cervix in procedures such as the insertion
of an intrauterine contraceptive device (IUCD). In the last 10
years some three million IUCDs have been inserted in
hospitals, family planning clinics, and general practitioners'
surgeries. While the incidence of vasovagal responses seems to
be very low the possibility has caused some concern among
doctors, and the problem has recently been examined' by the
joint committee on contraception of the Royal College of
Obstetricians and Gynaecologists and the Royal College of
General Practitioners. In the committee's view every doctor
who inserts IUCDs should have had adequate training in
modern methods ofresuscitation. Its report emphasises that the
risk of an untoward response may be minimised by reducing

the patient's nervous tension before and during the procedure;
a bedside manner is part of the science as well as of the art of
medicine. At the earliest sign of a vasovagal response the
procedure should be abandoned or the partly inserted device
removed. The doctor should immediately ensure that the
patient is kept flat, with legs raised, head tilted, and airway
patent. An artificial airway (such as the Brook) should be to
hand, and oxygen and a bag and mask may be used if needed.
Persistent bradycardia may respond to intravenous atropine
0-6 mg, but in most cases simple postural adjustment is all that
is necessary. The patient should be turned into the recovery
position as soon as possible to prevent complications such as
inhalation of vomit. In the unlikely event that the patient fails
to regain consciousness, cardiopulmonary support should be
provided and the patient transferred by ambulance to the
nearest accident and emergency department or intensive care
umnt.
The second main cause of sudden iatrogenic collapse,

anaphylactic shock after an injection, is also rare, and its
occurrence can often be anticipated. A generalised reaction is
more likely to develop in patients who suffer from asthma, hay
fever, or other allergies.2 The drugs usually responsible are
antisera, vaccines, or antibiotics. Second and repeat injections
after an interval of 10 days or more carry an increased risk.
Symptoms may occur within seconds or up to 30 minutes after
the injection, and in general the more rapid the response the
more severe the reaction.
The clinical features of anaphylactic collapse include

tingling of the scalp and tongue, headache, dyspnoea, cyanosis
or pallor, hypotension, nausea, vomiting, diarrhoea, and
urticaria. Angioneurotic oedema affecting the face and throat is
a rare complication. These clinical features may occur in any
combination and order. The standard treatment is 1:1000
adrenaline 0-2 to 0 5 ml given subcutaneously at a rate of
0-1 ml a minute. In addition, the patient may be given an
antihistamine, such as chlorpheniramine 10 mg by intravenous
or intramuscular injection. Intravenous hydrocortisone sodium
succinate 100-300 mg is particularly effective in treating angio-
neurotic oedema.3 Cardiorespiratory support may also be
necessary.
What precautions can be taken to minimise untoward

reactions to minor procedures? Any patient known to be at
risk should be observed for 30 minutes after an injection. At
hand should be a Brook airway, adrenaline, chlorpheniramine,
hydrocortisone, and the means for giving these drugs; and
simple treatment should be started the moment the emergency
is recognised.
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Epidemic hysteria
A recent report' from Jamaica is a reminder that school
outbreaks of epidemic hysteria occur in all cultures and
climates. One Wednesday in November last year 62 pupils at
a primary day school in Kingston were taken ill with abdominal
pain. A few had vomiting and diarrhoea; some fainted; and
some were seen to be overbreathing. Sixteen of the children
were taken to hospital, and five were admitted, but all improved
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