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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?
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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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consequence, a decision on how the patient is to be delivered
is made well before the condition of mother and baby have
started to deteriorate. The low incidence of caesarean section
reported by Philpott shows that the decision is not made
prematurely.
An essential part of Philpott's scheme is the system of

graphic recording of labour described in his article. The lab-
our graph is a record of all events indicating the condition of
mother and fetus related to the dilation of the cervix. Hence
a complete picture of the progress of labour can be obtained.
Apart from its value in managing the patient it provides clin-
ical continuity when medical and nursing staff hand over.

If the scheme is to be used in Britain it will require some
modification. The position of the "Alert" and "Action" lines
on the labour graph is based on the expected rate of dilation
among African women who have a spontaneous vaginal de-
livery.5 Most of these women enter Harari Hospital in Salis-
bury when the cervix is dilated 3 cm or more-that is, when
they are in Friedman's "active phase" of labour.7 In Britain,
delay is most often seen earlier, in the "latent phase" of lab-
our, and Philpott's alert and action lines would have little
relevance here. Nevertheless, the principle that failure to pro-
gress in labour should be recognized and treated at an early
stage remains the same. It should not be difficult to evolve
a modified scheme for use in this country-particularly since
this new graphic method of recording clinical details is a
considerable improvement over labour-ward records used at
present, and would be easy to introduce as a first step in the
right direction.
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Infections in Hospital
Regular and accurate information about the incidence of
infection acquired in hospital is indispensable for good sur-
gical practice. With the departure, at least temporarily, of
some of the more persistent and virulent strains of staphy-
lococci from the centre of the hospital scene there is a
danger that infection control committees may become less
active and that other precautions may be relaxed, though
the need for vigilance is as great as ever.

Apart from a great increase in the prevalence of severe
postoperative Gram-negative infections and the increasing
realization that for immunologically impaired patients all
organisms are potential pathogens, Staphylococcus aureus
remains a major cause of the infectious complications of
surgery. In a prospective study of 279 orthopaedic patients
in the Boston City Hospital, for example, C. O'Riordan and
colleagues' found that 15.8% developed some type of post-
operative infection and that two-thirds of the 9-4% infec-
tions in clean operation wounds were caused by Staph.
aureus. The authors state that conditions at the Boston City
Hospital were far from ideal, but they are likely to be
similar to some at least of the older institutions in

Britain. It is rarely possible to place much reliance on com-
parative infection rates from different hospitals, since the
susceptibilities of different hospital populations vary widely,
as may the details of methods of treatment as well as the
prevalence of dangerous hospital strains of bacteria.
O'Riordan and his colleagues believe that open types of
ward, inadequate ventilation, and insufficient facilities for
isolation all contribute to their high rate of infection, and
they suggest that ventilated wards with a high proportion
of single bedrooms, such as that described for the experi-
mental ward in Aberdeen by H. G. Smylie and colleagues,2
might minimize the risks.
A continuing problem in studies of postoperative infec-

tion is to determine with precision by which one of many
possible routes particular patients acquire their infections.
Many elaborate new techniques have been used to demon-
strate airborne transmission of bacteria under a variety of
ventilation systems, but it is seldom possible to be certain
of the aetiological significance of detecting pathogens in a
particular environment. No matter how clean the air may
be, it will avail little if contact infection either by direct or
indirect means is permitted to occur, and anyone familiar
with hospital theatres and wards must realize how manifold
and often unsuspected the means and routes of spread may
be. Any one of the numerous people who now come into
contact with patients-and this includes, for example,
physiotherapists as well as nurses and doctors-may be a
hazard to the highly susceptible patient unless precautions
are taken. Many people, especially males, carry Staph. aureus
in the perineal region.
Much interest has been aroused by recent work on the

continuous and massive shedding of skin scales from the
human body, but the part their resident or adherent
bacteria play in wound infection is still not clear. More
immediately relevant and still a much neglected area of
study is the part played by autogenous infection, particularly
in gastrointestinal, biliary, and urinary tract surgery. A. I. G.
Davidson and his colleagues3 analysed results from over
1,000 patients and reported that the isolation of bacteria
from a wound towards the end of operation was associated
with an increased risk of postoperative wound infection. It
-seems that ithe elderly patient is particularly prone to
hospital infection, and though this may often be due to
co-existing disease or because elderly people tend to have
more serious types of operation the immunological impair-
ment which accompanies ageing may add to the risk.
As in other branches of surgery, orthopaedic patients

increasingly come from an ageing population, but the results,
even of such radical measures as total hip replacement, are
surpisingly good. Yet infection remains one of the com-
monest and most serious complications. In the 352 cases,
for example, described by R. C. Todd and his colleagues4
45 developed what is described as superficial infection and
17 (5 3%) deep infections. As in other series, about half the
deep infections became apparent only eight months or more
after operation, and in half of those Staph. aureus was the
responsible organism, though intestinal organisms were also
cultured from five infected hips.
Todd and his colleagues appear to expect that the pro-

vision of sterile laminar flow air supply in operating theatres
will greatly decrease the infection rate, and in this view they
would be supported by many orthopaedic surgeons. Uni-
directional or, in the popular phrase, laminar flow systems
can undoubtedly reduce the bacterial content of the air to
about a tenth of what can be achieved in modern theatres
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