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Salmon-A Two-pronged Trident?

The progress of the 1966 Salmon proposals for the re-
organization of nursing has aroused many passions. Some of
them have been reflected in leaders and articles in this
journal,2-7 as well as in letters from doctors and nurses. The
main criticism89 has been that the structure proposed by
Salmon-two senior nursing grades (10 and 9) concerned
with policy decisions, two middle grades (8 and 7) dealing
with programmes to apply the policies, and two front line
grades (6 and 5) at the bedside-has emerged like a trident
with one prong amputated. There are beckoning heights for
nurses who become administrators and for nurses who be-
come teachers, but for those who prefer nursing patients-
ward sisters, charge nurses, or Salmon No. 6s-prospects
appear depressingly flat.

It may be argued10 that the Salmon team stuck to its man-
agement brief and that the hasty implementation of the
recommendations resulted from ill-considered prodding by
the Prices and Incomes Board in 1968.11 But to one doctor
at least the result has been "the promotion of juniors over
the heads of their ward sisters because the junior chose ad-
ministration," and "not surprisingly, some (sisters) have
found it too unpleasant to swallow and have left nursing in
disillusionment and sadness."9 Some have maintained that
the standards of nursing have deteriorated12-claiming that
the patients have noticed it.7 Salmon has also been vigorously
defended and one such defence13 quoted the increase in ward
sisters from 30,987 (whole-time equivalents) in September
1967 to 34,025 three years later. Nevertheless, merely having
more sisters (grade 6) in post may not necessarily replace
the experience of those who have retired or improve the
quality of nursing.
Now the Department of Health and Social Security with

the Welsh Office has issued a booklet, Progress on Salmon,14
which though undated and unsigned contains many interest-
ing observations derived from the 19 (unidentified) hospital
groups in which pilot Salmon schemes were introduced in
1967 and 1968. Its 119 paragraphs are divided into three
sections-history and acceptance, outline of the pilot scheme
experiences (including fears and misunderstandings), and
detailed consideration of the problems experienced in intro-
ducing Salmon structures. Thus the new booklet could be
regarded as a handbook for the chief nursing officers (Sal-
mon 10) appointed to introduce Salmon in new hospital
groups. Cert-ainly, the unnamed authors are confident enough
about the rightness of the Salmon proposals to conclude that
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one of the most pressing problems remaining "is the lack
of understanding about what the Salmon Report actually
says." More than a few clinicians and nurses would have
greater reservations about this major reorganization of nurs-
ing than just a failure in communication.
The new idea in the Salmon Report was that of middle

management as embodied in the nursing officer-described
as that "mystical level, grade 7, where she is all too often left
-in a state of suspended animation."'5 Progress on Salmon
deplores the use of grade numbers but confirms that "it is
by the effectiveness of this post that the success of Salmon
must to a large extent be measured," and the original job
descriptions (three in general nursing, two in midwifery, one
in psychiatry) were intended to combine clinical and mana-
gerial roles. The idea was that, just as the "firms" of in-
dividual consultants should be linked in Cogwheel divisions,
individual wards should be combined into units (90-140
beds) under a nursing officer. She would be clinically ex-
perienced in the work carried out in these wards and there-
fore able to take responsibility for the standards of that type
of nursing Her office would be in the unit and so identified
with it and not with matron's office. According to Progress
on Salmon this has worked well in units having one func-
tion (47% in the pilot schemes) and in specialized units
(26%) such as theatres and outpatients (where ward sisters
are not involved). On the other hand, geographically-based
units with mixed functions (27%)-such as coronary care,
renal dialysis, medical, and children's surgery-have, not sur-
prisingly, presented difficulties. The nursing officer should
also form a bridge between the staff in her unit and the high-
er grades.
The Department of Health aimed to have Salmon schemes

ready for all the 335 hospital groups in England and Wales
by 1973 but by 31 December 197177 (23%) had no scheme,
schemes had been prepared in 38 (11%), and chief nursing
officers had already been appointed in the remaining 220.
The report comments that "ward sisters of long experience,
some of whom had field administration in the past and found
it wanting, . have found, even after a comparatively short
period, that the job is interesting and satisfying."
Even in this report, however, there seems to be some doubt
about the other middle management grade, the senior nars-
ing officer (grade 8), who perhaps really belongs with the
top management, about which there is little disagreement.
Progress on Salmon therefore explains the role of the 'iursing
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officer and makes it sound more attractive to experienced
ward sisters. But the report fails to consider the prospects for
those who wish to remain ward sisters.

This omission must be remedied and various suggestions
have been floated. For instance, to prevent no. 6s just "drift-
ing into administration" they might be paid at no. 7 rates.16 It
has also been proposed that no. 6s should be promoted to
no. 7s after seven years, and after 15 years to no. 8s.17
Another idea has been to introduce "clinical nurse consul-
tants."3 18 There are, no doubt, other practicable solutions
but a satisfactory answer to this dilemma is urgent. Nearly a
year ago the chairman of the Royal College of Nursing's
working partly on the subject invited further suggestions
from readers of the B.M.7.19 Meanwhile a Scottish working
party, chaired by Dame Muriel Powell (Chief Nursing Of-
ficer for Scotland), hopes that the forthcoming reorganization
of the Health Service will encourage the long overdue re-
cognition of specialist nursing skills (the province of the
ward sister) and also the importance of nursing research.20

Sir George Godber's working party on the organization of
medical work in hospitals, whose Cogwheel report appeared
in 1967,21 has remained in being, monitoring the results of
its recommendations and reporting again this year.22 Progress
on Salmon is the only other commentary yet to appear on the
effects of the many reports and recommendations on health
services in recent years. Would it have read differently if the
Salmon team had survived to probe the report's outcome, and
how quickly might its members have spotted that missing
prong?
LReport of the Committee on Senior Nursing Staff Structure. London,

H.M.S.O., 1966.
'British Medical Journal, 1966, 1, 1375.
a British Medical Journal, 1970, 4, 635.
'British Medical Journal, 1971, 3, 545.
6Girdwood, R. H., Bntish Medical Journal, 1966, 1, 1411.
6 Jefferies, Pamela M., British Medical Journal, 1971, 3, 367.
7 British Medical J7ournal, 1972, 4, 106.
8 Lancet, 1970, 2, 1246.
9 Calne, R. Y., British Medical Journal, 1971, 3, 45.

10 Colledge, M. M., British Medical Journal, 1971, 4, 237.
11 National Board for Prices and Incomes, Report No. 60, Pay of Nurses

and Midwives in the National Health Service. H.M.S.O., 1968.
1s British Medical Journal, 1972, 4, 6.
18 Graham Bryce, I., British Medical_Journal, 1971, 4, 50.
"Progress Report on the Impkmentation of Salmon Proposals on Nursing

Administration. Department of Health and Social Security and Welsh
Office.

Bickford, B. J., British Medical3Journal, 1971, 1, 178.
Sharp, H. S., British Medical Journal, 1971, 3, 479.

17 Woodage, S. M., British Medical Journal, 1971, 3, 479.
18 Rcn Evidence to the Committee on Nursing. Royal College of Nursing,

London, 1971.
"Nuttall, Peggy, British MedicalJournal, 1971, 3, 479.
2 Nurses in an Integrated Health Service. Edinburgh H.M.S.O., 1972.
"Report of the Working Party on the Organization of Medical Work in

Hospttals. London, H.M.S.O., 1967.
"Second Retort ofte Working Party on the Organization of Medical Work

in Hospitals. London, H.M.S.O., 1972.

Active Management of
Labour
In recent years a remarkable chan has come about in the
approach to management of labour. Not so long ago the
policy of "swatchful expetncy" was practised in the belief
that labour is a physiological event; the result was that pro-
longed labour was common. Then, as the dangers to mother
and fetus of prolonged labour were recognized, caeSarean sec-
tion was used increasingly for the delay. Yet the belief still
persisted that uterine inertia was due to some inherent defect
of the myometrium which could not be corrected. It was
even suggested that oxytocin could exacerbate the condition.
Fortunately for both patient and obstetrician, that era is now

coming to an end. Oxytocin is now used with increasing
confidence to stimulate the inert uterus or when the contrac-
tions are apparently normal but the cervix fails to go on
dilating. The success of this policy in terms of shorter lab-
ours shows clearly that inertia is nearly always secondary to
some other cause-most commonly minor disproportion-
and that given a sufficient stimulus the uterus will contract
efficiently to expel the fetus.
From these early beginnings has evolved what is now

described as the "active management of labour." Undoub-
tedly the duration of labour is shortened and operative de-
livery reduced when labour is conducted in this way.'-3
What is not yet clear is the extent to which this management
should be used in the labour ward. It has been suggested that
most primigravidae would benefit from its use,3 but, apart
from the practical problems arising from supervising
numerous infusions, the indiscriminate use of oxytocin un-
doubtedly carries some risk to the fetus.4

At p. 163 of this week's B.M.Y., and elsewhere,5 Profes-
sor R. H. Philpott from Salisbury in Rhodesia has outlined
a scheme for managing labour in large numbers of African
women, which is based on the selective use of oxytocin only
when there is evidence of delay in labour. In principle he de-
cided that, rather than attempting any form of antenatal
selection for hospital delivery -based on pelvic assessment
(which anyway was impracticable), all women should be
allowed to go into labour. Once in labour they were admit-
ted to one of several community centres staffed by midwives.
Assessments of dilation of the cervix were done every four
hours. If normal progress was not maintained after a specified
time, the patient was transferred to the main hospital, where
(if failure to progress was confirmed) she was admitted to an
intensive care unit for active management of labour and fetal
monitoring. If, despite good contractions induced by oxy-
tocin, labour still did not progress the patient was delivered
by caesarean section after six hours. As a result of this policy
the duration of labour was shortened so that only 5% of
women had a labour lasting more than 12 hours. Moreover,
the incidence of caesarean sections fell from 9.9 to 2 6%, and
intrapartum fetal deaths from 58 to 6 per 1,000 births.6

Such results are remarkable by any standards, but are par-
ticularly so when one considers the high incidence of
cephalopelvic disproportion among African women. In Bri-
tain disproportion is managed by elective caesarean section
or trial of labour, but often caesarean section is performed
without the use of oxytocin.

Philpott has shown that radiological assessment of pelvic
capacity and other indirect criteria of whether a woman is
likely to have a vaginal delivery-such as her height or the
weight of the baby-have little relevance to the final out-
come. His view is that the rate of cervical dilation dictates
management and distinguishes the patients who require in-
tensive care in hospital from those who can be safely de-
livered by relatively inexperienced staff.

Such a predetermined approach to the management of lab-
our may offend some, for it might be held to deprive the
cliician of an individual approach to his patients. But un-
doubtedly sometimes this individual approach may be res-
ponsible for errors of judgement that are made in the man-
agement of labour. For most women in Britain labour is
supervised by midwives and medical junior staff; it is uncom-
mon for more senior staff to be consulted until the patient
has 'been in labour for some time. The virtue of the Rhodes-
ian scheme is that a warning that labour is likely to be
complicated by delay is given early in labour. In
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