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mitted to produce, the necessary medication?
Such a refusal would be little better than an
act of legislative homicide. I shall appreciate
enlightenment in this dilemna.-I am, etc.,

J. M. WALSHE
University Department of Medicine,
Addenbrooke's Hospital,
Cambridge
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Identification of High-risk Labours

SIR,-In commenting on our paper on this
subject (7 June, p. 545) Mr. D. D. Matthews
(19 July, p. 157) correctly draws attention
to the special dangers of delayed multigravid
labour and Professor M. K. O'Driscoll (p.
157) points out that the multigravid labours
not stimulated according to the protocol ap-
pear to have had a slightly longer first stage
than a similarly selected group of dysfunc-
tional primigravid labours. Though such diff-
erence is not statistically significant, the point
is taken that these multigravid labours are
not shorter. It was stated that this group
were either unstimulated or received oxy-
tocics more than four hours past the nomo-
gram. The long multigravid labours were the
direct result of unwillingness to use oxytocin
in these cases.

Primigravid labour is, in general, longer
than multigravid labour, but after exclusion
of complicating or iatrogenic factors the
length of the first stage from a given admis-
sion cervical dilatation is identical for both
groups.' Abnormal multigravid labour occurs
less frequently, but as it is more treacherous
the need for careful selection of patients for
stimulation based upon projected normal
labour patterns was stressed, with only 13%
of multigravid labours requiring stimulation
compared with 36% of primigravidae.
The data presented showed a longer first

stage, higher instrumentation rate, and lower
Apgar scores for babies born to those pat-
ients in the unstimulated or belatedly stim-
ulated group, and I express surprise that
these differences "do not appear to be great
enough to substantiate the claim," particu-
larly as this group had a greater mean admis-
sion cervical dilatation and were mistakenly
adjudged to be progressing well enough not
to require stimulation.

Professor O'Driscoll does uncover an omis-
sion by his call for elaboration of the zero
perinatal loss of 741 spontaneous labours in
that this continuing study of the dynamics of
labour excluded fetal abnormalities incom-
patible with life, low-birth-weight babies
(<2-5 kg), substantial antepartum haemorr-
hages, cord accidents, breech deliveries, and
multiple births.' The overall caesarean section
rate of 1-4% compares with a 2-3 % caesarean
section rate in a similar group of spontaneous
labours of a large statisticographical labour
study yet to be published. The different cer-
vimetric progress of unstimulated spontan-
eous labours and those augmented clearly
shows that dysfunctional labour may be de-
tected by the assessment of cervical dilata-
tion on admission in labour and by another
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vaginal examination after four hours of con-
tractions (see figure). I do not believe that
this can be regarded as a retrospective diag-
nosis of labour.
No doubt different criteria for the com-

mencement of labour will remain, but it is
my belief that the conclusion that (with the
exception of an intrapartum haemorrhage)
normal babies of mature birth weight should
not die during spontaneous labour if delay
is recognized and corrected, if labour is moni-
tored, and if difficult instrumental procedures
are prohibited is one which is not discrepant
with the view from the National Maternity
Hospital, Dublin.
The labour stencil identifies the high-risk

labours which may require intensive care in
hospital2 or referral to a specialized unit from
general practitioner supervision, ensuring that
acceleration of labour may be introduced at
the correct time in patients with delay in
progress.-I am, etc.,

JOHN STUDD
King's College Hospital,
London S.E.5
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G.M.C. and Overseas Doctors

SIR,-Dr. N. Ahmed (6 September, p. 595)
raises so many points that a very long letter
would be required to reply to them. I will
take up one only, his proposal that better
facilities should be provided in Britain for
training overseas doctors. I can assure Dr.
Ahmed that many of us who know India
and Pakistan well, have served long years in
these countries, and have affection for their
inhabitants, would be only too glad to extend
a welcome to their doctors and help train
thenr if we could be sure that when their
postgraduate training was over they would
return and use their acquired knowledge and
skill in their own lands instead of slipping
off into general practice in the U.;K. or
somt equally lucrative work elsewhere in
the west-for lucrative either of these would
be compared with what they would earn at
home. As a former officer in the Indian
Medical Service and a recent worker for the
World Health Organization I have been
dismayed by the example of doctor-s from
the Indian subcontinent or Ceylon taking up
permanent posts in Britain when their post-
graduate work is over, and indeed breaking
the bond given to return, instead of going

back and working in their own sadly under-
doctored lands.
Much outcry is being made by Indian

and Pakistani doctors who fail the General
Medical Council examination that they have
been failed on account of their poor know-
ledge of English. I have even heard it said
that London language colleges are pre-
paring crash courses to enable them to pass.
I do not think this is at all necessary. As a
rule Indian and Pakistani doctors speak
fairly good English and it does not take them
long to become familiar with the way the
average British patient speaks. Some, it is
true, are weak in English, but this is only
a minor factor; the true weakness of many
Indian and Pakistani doctors is that their
basic medical knowledge and technical
ability are poor. While an immigrant from
the subcontinent who passes the G.M.C.
examination could be entrusted straight
away with a house officer post, he who fails
would in my view require further training,
under supervision, for at least two years-
that is, in four house posts of six months
each, but supervised, assisted, and trained
all the time. The G.M.C. could surmount
the difficulty of the 60% or so who fail the
examination by employing them in a new
grade of trainee house officer at a salary
lower than the standard house officer rate
until the examiners were satisfied.

But I would like to see a rule introduced
by the British Government that on com-
pletion of postgraduate training every Indian
ancd Pakistani doctor must return to his own
country, because however much the British
National Health Service may be tottering,
however much it may require to be propped
up by imported labour, its need for medical
staff is minimal compared with that of India
and Pakistan.-I am, etc.,

R. J. HENDERSON
Public Health Laboratory,
Roya! Infirmary,
Worcester

Carrier Solutions for Low-level
Intravenous Insulin

SIR,-Dr. E. W. Kraegen and his colleagues
(23 August, p. 464), advocate the use of
polygeline solution to prevent adsorption of
insulin to plastic or glass. This is clearly an
important consideration when high dilutions
of insulin are used, as in their technique
when 20 units are diluted in 500 ml in the
infusion container. However, if insulin is
diluted in a syringe to 1-4 U/ml and given
at a rate of 4-10 U/h, as is the case in the
technique which we and our colleagues have
described (29 June 1974, p. 687) and found
very satisfactory in a series of over 60 cases,
there is no clinically significant loss of insulin
and complexity and expense are avoided.-
We are, etc.,

M.MC.B. PAGE
P. J. WATKINS

D. A. PYKE
King's College Hospital,
London S.E.5

Are Our Barbiturates Really Necessary?
SIR,-In the 1930s the Plaza-Torian leaders
of our profession were successful in stopping
a move to take heroin out of the pharma-
copoeia, so that it was only after three de-
cades culminating in the heroin "epidemic"
with its crime, misery, and deaths, that the
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