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patients in less time. Its use minimises the
patient's suffering and time off work, and also
results in a considerable saving in dressings
and nurses' and doctors' time.
Now that the very occasional risk of a patient

developing pseudomembranous colitis is well
known and because this complication, should
it occur, can be effectively treated for a modest
expense, I consider it appropriate to continue
giving our patients the benefit of this very
effective antibiotic.

D H WILSON
Accident and Emergency

Department,
General Infirmary,
Leeds LS1 3EX
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SIR,-I would like to respond to the recent
letter about clindamycin by Dr Ian Cocks
(28 March, p 1078). It would be un-
fortunate if the phraseology used in his second
paragraph was interpreted as implying that
only clindamycin was the cause of pseudo-
membranous colitis.

Recent studies have shown that pseudo-
membranous colitis is most often due to the
presence of a toxin-producing strain of
Clostridium difficile in the gut.' 2 This may
become obvious in association with many
antibiotics2 or may even arise spontaneously.3-5
Metronidazole, which has been used to treat
established colitis, has also been shown to be
associated with its production.6
We are convinced that there remains a

valuable place for clindamycin in the treat-
ment of serious infections7 8 in accordance
with our current prescribing recommenda-
tions.
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"Who Will Deliver Your Baby?"

SnI,-Sister Juliet Willmott writes, in her
letter (4 April, p 1153) about my comment on
the television programme "Who Will Deliver
Your Baby ?" (28 February, p 731), that
induction and acceleration of labour must be
similar because in each case women have drips
in their arms, and because "the drugs used and
the dangers for mother and baby are the same."
This does not follow.
The fact that both procedures may require

intravenous oxytocin does not mean that
they are the same thing-any more than asthma
and premature labour are the same disease,
though each may be treated with salbutamol. It
is grossly inaccurate to say that the dangers for
mother and baby are the same. Induction
means starting off labour artificially: it is
associated with dangers such as increased risks
of prematurity and operative delivery,'
and is now done only for specific indications.
Acceleration, on the other hand, means the
active management of a labour that has already

started spontaneously: it is associated with a
strikingly low rate of operative delivery, low
perinatal mortality, and an induction rate as
low as 8-7% among primigravid patients.2

Active management of labour is now being
recognised as "a revolution in intrapartum
care"3 aimed at saving women from unneces-
sary interference in labour. It will be a tragedy
if English women are denied its proved
benefits because acceleration becomes con-
fused with the totally different procedure of
induction.

JAMES OWEN DRIFE
University Department of Obstetrics
Bristol Maternity Hospital,
Bristol BS2 8EG
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SIR,-IS it not time that doctors and midwives
stopped squabbling with each other and among
themselves ?
Dr James Owen Drife's review of Horizon's

programme "Who Will Deliver Your Baby ?"
(28 February, p 731) made perfectly legitimate
points about the bias of the programme. Juliet
Willmot's reply to his review (4 April, p 1153)
equally tried to express a deeply held belief
regarding continuity of care. But did he have
to take a "side swipe" at the "missionary
smile," and did she really have to suggest that
hospital midwives work "office hours ?"

It is about time that all the professionals
involved in the maternity services learnt to
appreciate each other's point of view. Let us
concentrate our energies on persuading the
Government to provide adequate finances for
the maternity services, including both high
technology and home confinements, and stop
wasting time and energy fighting each other.

J C NIALL
The Midwifery School,
West Suffolk Hospital,
Bury St Edmunds IP33 2QZ

Prostaglandins in obstetrics

SIR,-As reported in your leading article (7
February, p 418), the practice of cervical
ripening with vaginally administered prosta-
glandin is well established. I would like to
comment on and stress the importance of fetal
monitoring in such cases.

It is common practice to insert the pessary
or gel into the vagina the evening or night
before the planned day of induction, and
although most obstetricians would agree that
monitoring should be instituted for a time after
insertion the question is for how long. With a
single dose of 5 mg dinoprostone (Prostin E2)
a proportion of patients will go into labour but
in others mild uterine activity often leads to
effacement and dilatation of the cervix,
facilitating amniotomy the following morning.
We have always monitored patients after
insertion of the gel for approximately two
hours if labour does not ensue. Recent
experience with two patients illustrates the
importance of monitoring, and the problem
one has to face, usually in the middle of the
night, as a result.
Two young, low-risk primigravidas were

scheduled for induction because of hypertension at
term in one and prolonged pregnancy in the other.
Both had an unfavourable cervix with low Bishop's
score and developed mild uterine activity after

insertion of the gel. In both cases uterine activity
was evident on the tocograph but produced little
discomfort in the mother. Within two hours deep,
late decelerations of the fetal heart occurred and
there was no suggestion of uterine hypertonus. The
cervical state remained unchanged and delivery
was achieved by lower-segment caesarean section.
In one there was fresh meconium in the liquor and
in both the babies the Apgar scores were less than
5, necessitating resuscitation by intubation and
intermittent positive-pressure respiration. The
babies were full term and of normal birth weight.
There was no suggestion of placental pathology.
The ease with which vaginally administered

dinoprostone can be prescribed and inserted
does not preclude all the precautions normally
taken with labour induction, in particular
continuous monitoring. I consider it necessary
to continue monitoring for at least two hours
after insertion of the dinoprostone. Recently
we have taken to inserting prostaglandin gel
when required for cervical ripening early in the
morning of the day of induction. Monitoring
is instituted early and then continued on
through labour. Amniotomy is performed when
the cervix ripens, usually after four to sixhours.
If problems arise they can be dealt with during
a more convenient time of the day and most
patients are delivered by early evening.

M P LAMB
Department of Obstetrics and Gynaecology,
Royal Air Force Hospital,
Nocton, Lincoln

Prophylaxis of tetanus

SIR,-Your expert (8 November, p 1257)
recommends a booster dose of tetanus toxoid
for people with a deeply penetrating wound.
Such treatment is adequate only if the doctor
is certain that the victim has had a basic course
of immunisation. Otherwise passive protection
in the form of human tetanus immune globin
must also be given.

ROBERT CARLEN
Sayville, New York 11782, USA

Management of alcohol withdrawal
symptoms

SIR,-I was surprised to read in your leading
article "Management of alcohol withdrawal
symptoms" (14 February, p 502) that the
current favourite drug used in Britain in the
treatment of withdrawal symptoms is chlor-
methiazole. I was particularly alarmed that
the addictive nature of this drug was not
stressed.

Chlormethiazole was first reported to
produce physiological dependence in 1971'
and further reports confirmed this in 1975,2
1978,3 and 1979.4 5 There is therefore no
doubt that chlormethiazole should not be
prescribed to hospital outpatients. However,
one also wonders whether it should be
prescribed for "drying out" regimens in
hospital inpatients. There are three important
reasons for this. (1) Observation strongly
suggests that people who are addicted to
alcohol become addicted to other drugs far
more easily than non-alcoholics. (2) Most
alcoholics are withdrawn from alcohol on more
than one occasion, and admissions, often to
different hospitals, leading to attempted
alcohol withdrawal often occur within a short
space of time. The admitting doctor on each
of these occasions may be unaware that a
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