
102 BRITISH MEDICAL JOURNAL 12 OCTOBER 1974

uterine activi-ty were significantly greater in
the oxytocin group than in the PGE2 group.

In the augmentation series2 the difference
between the two drugs was even nore
apparent. The augmentation-to-delivery
interval, the mean basal uterine tone, the
mean frequency of contractions, nausea,
vomiting, ketosis, pyrexia, and late fetal
heart decelerations were all significantly
higher in the oxytocin group than in the
PGE2 group.

Returning to Mr. Charnberlain's observa-
tion that preselection of high-risk infants
may explain the findings of Mr. Liston and
Mr. CaQbell, our data demonstrate that the
oxytocic used is undoubtedly a contributory
factor. They also show that this is less sig-
nificant with PGE2 than with oxy,tocin. We
therefore support Mr. Liston and Mr.
Campbell's sugestion that the use of
oxytocin can be hazardous and, while PGE2
appears to be kinder to the uterus and fetus,
the possible dangers of all oxytocics should
never be forgotten.-We are, etc.,

JOHN KELLY
A. M. FLYNN

Birmingham Maternity Hospital,
Birmingham

1 Kelly, J., Flynn, A. M., and Bertrand, P. V.,
Yournal of Obstetrics and Gynaecology of the
British Commonwealth, 1973, 80, 923.

2 Clegg, D. R., Flynn, A. M., and Kelly, J., Yournal
of Obstetrics and Gynaecology of the British
Commonwealth. In press.

SiR,-iMr. W. A. Liston and Mr. A. J.
Campbell (7 September, p. 606) correctly
remind us that oxytocic stimulation of labour
carries risks and that the fetal heart and
the intrauterine pressure should be moni-
tored. It is no surprise that stimulated
labour results in babies with a lower mean
Apgar score than normal labour -but
erroneous to attribute this to the effects of
acceleration of labour. The authors did not
report the duration of labour, the uiming of
oxytocic stimulation, or the aode of delivery.
It is therefore pertinent to elaborate the
penalties of non-interference of dyst-unc-
tional labour.
The object of acceleration of labour is

not to speed up la;bour which is progress-
ing at a normal rate. Such unselective
stimulation can be avoided by reference to
the la-bour stencil or nomogram,' which
when used in conjunction with partograms
clearly separates normal from high-risk
labour.
We have shown that a normal delivery

occurred in 82% of prinigravddae whose
cervimetric progress kept to the left (Group
A) or up to two hours past the nomogram
(Group B) (see fig.). For multigravidae the
proportion was 95 %. Labours pTogressing
past this mark, if unstimulated, had only a
30% normal delivery rate regardless of
parity. Unstimulated primigravidae have a
10% caesarean section rate (Group D).
The duration of the first and secnd stages
of labour was longer and the mean Apgar
score was lower in dysunctional labour than
in either dysfunctional stimulated labour
(Group C) or normnal labour (Groups A and
B). The less satisfactory results of Group D
occurred in spite of the fact that these
patients were admitted with a greater mean
cervical dilatation than those who were
stimulated and were ajudged by the ob-
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Obstetric outcome in 349 consecutive spontaneous
primigravid labours in relation to the nomogram
and oxytocin stimulation. Groups A and B not
stimulated; group C stimulated; group D non- or
late stimulation.

stetrician to be in reasonably normal labour
not requiring any help from oxytocics.
Contrary to the conclusions of Mr. Liston

and Mr. Campbell these results show the
dangers of non-stimulation and the need to
use a nomogramn representing normal labour
in order to identify the 25% of primi-
gravidae and the 10% of multigravidae who
will benefit from acceleration of labour.-We
are, etc.,

JOHN STUDD
King's College Hospital,
London S.E.5

D. R. CLEGG
Birmingham Maternity Hospital,
Birmingham

R. R. SAUNDERS
City Hospital,
Notinghamu

1 Studd, J., British Medical 7ournal, 1973, 4, 451.

SIR,-In their paper (7 September, p. 606)
Mr. W. A. Liston and Mr. A. J. Campbell
raise important issues. Oxytocin is a neuro-
secretion and it has been suggested that the
normal concentration of both oxytocin and
antidiuretin in the blood of a woman at term
is of the order of 70-300 nU/ml blood.
There is no evidence that the amount of
oxytocin at the beginning of labour normally
exceeds this figure in the blood of nmn, dog,
cow, goat, or mare. If, therefore, oxytocin
plays any role in labour inr man it must be
assumed that the myometrium becoms
sensitive to that anount of oxytocin circulat-
ing in the blood. The intravenous infusion
of 32 mU oxytocin/min (described by Mr.
Liston and Mr. Cam*kll as "low") would,
allowing for a half4ife of 3-5 min, result in
a concentration of exogenous oxytocin in the
blood plasma of some 40,000 nU/mI. There
is no reason to assume that such monu-
mental amounts of oxytocin behave in a
physiological manner and there is always
the danger that the myometrial sensitivity to
it increases while the amount of oxytocin
infused is being doubled. Further, such
amounts of oxytocin are likely to constrict
placental blood vessels.
From the practical point of view low

amniotomy per se induces labour in 80%
of women at term ± 21 days and 60% of
these are delivered within 12 hours. The
hard core which cannot be delivered within
36 hours with the aid of a physiological drip
is smull. The crux of the whole natter

therefore is time, electronics, and fetal blood
chemistry. In some circles the ultimate aimn
seems to be to cut the induction-delivery
interval to 12 hours and virtually to close
the labour ward at night. It is not clear in
whose interest this time schedule is devised,
whether that of the obstetrician, the mid-
wife, the labour ward, or the hospital. Per-
haps the great majority of women would
welcome such a routine, but there is a
minority of thinking women who dislike
being treated as "battery hens" and this
number may increase when it becomes
known that this oxytocin assault is waged
on 100% of women when only 20% fail to
go into labour as the result of low amni-
otomy alone.

This glamorours development of a physio-
logical process could be extended in Britain
by significantly increasing the obstetric
budget, but probably to not more than one-
third of the obstetric units. It would not be
applicable over vast areas of the Common-
wealth in which we were once interested.
There is already a ground swell of rumours
concerning damage to uterus and cervix and
it has yet to be shown that the clinical
results so obtained are better than, or as
good as, those achieved in the Dutch
domiciliary midwifery service, which relies
on selection of cases and on midwives rather
than gadgets.

Perhaps the oxytocin sensitivity test' may
be looked at again for Nixon and Smyth2
suggested that amiotomy should not be
done until the above test proved satisfactory.
On the other hand, the belt tranisistor pulse
generator3 ("electrical bikini"), either by
itself or by potentiating "physiological"
amounts of oxytocin, may prove to be the
method of choice which will allow some
option to the woman and allow induction to
proceed in her own home.-I am, etc.,

G. W. THEOBALD
Eastbourne

1 Smyth, C. N., in International Congress of
Gynecology and Obstetrics, p. 79. Basle, Sandoz,
1954.

2 Nixon, W. C. W., and Smnyth, C. N., American
Yournal of Obstetrics and Gynecology, 1959, 77,
393.

3 Theobald, G. W., The Electrical Induction of
Labour. London, Butterworth, 1973.

Oxytocin in Labour and Neonatal Jaundice

SIR,-We should like to present further data
to support our contention (27 July, p. 228)
that oxytocin during labour does not in-
fluence mean neonatal serum bilirubin levels.

In our original study 100 mothers re-
ceived intravenous oxytocin infusion for a
known length of time (dose in units of
oxvtocin was not recorded). Seventy-five
mothers (group 1) -had undergone induction
by amniotomy followed by oxytocin and 25
mothers (group 2) received oxytocin to speed
the progress of spontaneous labour. The
table compares the mean neonatal serum

Day I Day 6

Group 1 .. 1-50-6 3-2+1-7
Group 2 .. 1-4+0-6 3-6±1-6

t=0-21; N.S. t=0-93; N.S.

lbilirubin levels in mg/ 100 mnl (± 1 S.D.) in
these two groups on the first and sixth days
of life, showing no significant differences.
The birth weights were not significantly
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different (t = 163, P = 0 20) and breast and
bottle feeding were equally distributed
between the two groups x2 = 0 054; N.S.).
Though the mean duration of infusion of
oxytocin in group 1 (10-8 ± 8-7 hr) was
greater than in group 2 (8 0 ± 7-1 hr) the
difference was not statistically significant
(t = 1 49, P = 0-14).
We agree with Dr. B. Alderman and

Professor J. M. Beazley (7 September, p.
624) that the first and sixth days are not
ideal times to detect peak neonatal bilirubin
levels. However, as we pointed out in our
paper, the sixth day was a time at which
blood was already being taken routinely for
amino-acid screening and this timing of
samples avoided exposing the infants to
additional blood-letting. Though the re-
corded peak values in our data may be lower
for this reason, any increase in neonatal
hyperbilirubinaemia should still be reflected
in a higher mean value on the sixth day.
-We are, etc.,

STUART GOULD
DAVID BARNARDO

URSULA MOUNTROSE
Medical and Obstetric Units,
Queen Mary's Hospital,
Roehampton, London S.W.15.

Coroners and the Public Interest

SIR,-We are concerned, as you evidently
were (10 August, p. 374) that the West-
minster coroner should not allow you to
have ccpies of the deositions put before
his court at the inquest following the col-
lapse of a young man which had occurred
recently. We understand that in that un-
fortunate case both methohexitone and dia-
zepam were given intravenously. The pot-
ency of this combination of drugs admini-
stered in this way is clearly stated in
M.I.M.S. Annual Compendium 1969-1970
(p. 248) and A.P.B.I. Data Sheet Compen-
dium 1974 (p. 609) and was emphasized by
the medical exnert at that inquest.

Recently (11 September 1974) we attended
a coroner's inque,st inqui,ring into the death
of a young girl occurring during anaesthesia
for conservative dentistry. In our opinion
the tragic death of this girl, possible due to
a combination of these t-wo drugs, might
not have occurred if your journal had been
allowed to give wide publicity to the pre-
vious tragedy.

Surely coroners' inquests have a value in
preventing a repetition of the circumstances
producing the dceath in the case before
theem. It m-ust, therefore, be questioned
whether the ooroner concerned can feel that
this function of that inquest was fulfilled.-
We are, etc.,

JOHN S. ROBINSON
Department of Anaesthetics,
University of Birmingham

COLIN C. WISE
University Hospital of Wales,
Cardiff

Danger of Saline Emetics in First-aid
for Poisoning

SIR,-Drs. C. J. C. Roberts and M. J.
Noakes (14 September, p. 683) refer to your
leading article (26 January, p. 130) and once
more warn of the harmful effects sometimes
met in giving sodium chloride in an attempt
to produce emesis.

In a recent case a female psychiatric patient aged
35 years had taken a moderate overdose of sali-
cylate and was given a tablespoonful of salt in a
tumbler of water in an attempt to produce emesis,
and this was repeated on three occasions in rapid
succession in all good faith by the nurse involved.
Emesis was not induced but there was almost
immediate onset of watery diarrhoea. This delayed
the transfer to the accident and emergency depart-
ment, where gastric lavage was performed, pro-
ducing some tablets and blood-stained fluid.
The plasma electrolyte levels became disturbed,

that of sodium reaching 200 mmol/l., chloride
157 mmol/l., and bicarbonate 15 mmol/l. The sali-
cylate level reached 54 mg/100 ml. Some six hours
after ingestion of the salicylate and the salt the
patient became deeply unconscious, the intra-
ocular tension became low, and she died. Necropsy
showed watery fluid in the whole intestinal tract
with high sodium and chloride levels in the
stomach, jejunum, and proximal and distal colon.
There was a thin covering of blood over an area
measuring 5 x 4 cm on the surface of the right
temporal lobe, a few small areas of haemorrhage
on the endocardial surface of the left ventricle, and
congestion and oedema of the lungs. Death was
attributed to the ingestion of salicylate and sodium
chloride.
The training in first-aid at each of the

nurse training schools of which I have made
personal inquiry follows that of the first-
aid manuals, which, as has been pointed out,
do not warn of the dangers of excess. Surely
the time has come for reappraisal and
greater use to be made of the facilities for
the treatment of poisoning in accident and
emergency departments in preference to the
administration of ineffective and potentially
dangerous first aid measures. The Standing
Medical Advisory Com,mittee of the Central
Health Service Council issued reports in
1962 and 19681 2 which have led to a re-
view and improvement of the facilities avail-
able.-I am, etc.,

C. A. K. BIRD
Macclesfield Hospital,
Macclesfield

Central Health Services Council, Emergency
Treatment in Hospitals of Cases of Acute
Poisoning. London, H.M.S.O., 1962.

2 Central Health Services Council, Hospital Treat-
ment of Acute Poisoning. London, H.M.S.O.,
1968.

SIR,-Drs. C. J. C. Roberts and M. J.
Noakes (14 September, p. 683) "recommnend
that first-aid books which carry recipes for
salt emetics should also warn against over-
dose." In the latest edition of New Essential
First Aid' this recommendation is already in
print on p. 147, where we state "it is
dangerous to give more than the ilecom-
mended dose (two tablesipoons of salt in a
glass of warm water)." We further recom-
mend on p. 148 that "15 ni of ipecac syrup
U.S.P. is probably the best thing to use as
an emetic. As a means of removing poison
from the stomachs of young children ipecac
syrup is suitable for home use and is much
faster acting than sending a child to hos-
pital for a wash-out; it is also more
effective than a stomach wash-out."-We
are, etc.,

A. WARD GARDNER
PETER J. ROYLANCE

Fawley, Southampton

Gardner, A. W., and Roylance, P. J., New
Essential First Aid, revised edn. London, Pan
Books, 1972.

Fenfluramine and Psychosis

SIR,-Your leading article entitled
"Anorexia" (14 September, p. 639) quotes
my colleagues and me to the effect that

fenfluramine does not cause psychiatric or
sleep disturbance. Certainly that was what
we initially but, alas, wrongly reported in
your columns.1 We had been unwise enough
to draw conclusions from single-dose
studies. Later, also in your columns, we
described how fenfluramine in chronic use
causes sleep disturbances2 and psychological
depression on eventual withdrawal.3 The de-
pression on withdrawal has since been con-
firmed,' while others have written also of
psychological disturbance during fenflur-
amine administration, most recently Dr.
P. J. Shannon and others (31 August, p.
576).-I am, etc.,

IAN OSWALD
Department of Psychiatry,
Royal Edinburgh Hospital,
Edinburgh

1 Oswald, I., Jones, H. S., and Mannerheim, J. E.,
British Medical 7ournal, 1968, 1, 796.

2 Lewis, S. A., Oswald, I., and Dunleavy, D. L. F.,
British Medical 7ournal, 1971, 3, 67.

3 Oswald, I., et al., British Medical Yournal, 1971,
3, 70.

4 Steel, J. M., and Briggs, M., British Medical
7ournal, 1972, 3, 26.

5 Harding, T., British 7ournal of Psychiatry, 1972,
121, 338.

Screening for Hypertension

SIR,-Two recen,t papers on this subject,
illustrate the current confusion caused by
lack of uniformity in recordiing the diastolic
blocd pressure. In the paper by Dr. W. E.
Miall and Miss Susan Chinn (7 September,
p. 595) the diastolic pressure was recorded
at the point of muffling of the Korotkow
sounds (fourth r&hase) and in the paper by
Dr. V. M. Hawthorne and others (p. 600)
at the point of disappearance of the sounds
(fifth phase). Since the average difference
between fourth and fifth phase readings is
over 5 mm Hgl 2 this is a matter of con-
stiderable importance when estimating the
incidence of mild hypertension. Thus Dr.
Hawthorne and 'his colleagues report *that
15% of the subjects they examined had a
diastolic pressure of 100 mm Hg or more.
If, however, they had been recording at the
fourth phase instead of the fifth the pro-
portion would have been nearer 25%-the
figure they give for those found to have a
diastolic pressure of 95 mm Hg or over.
There should really be no uncertainty

about the definition of the diastolic pressure.
The fourth phase has been standard in
Britain since 19393 and in the U.S.A. since
1967.1-I am, etc.,

DAVID SHORT
Aberdeen

Kirkendall, W. M., et al., Circulation, 1967, 36,
980.

2 Oram, S., Clinical Heart Disease. London,
Heinemann, 1971.

3 Cardiac Society of Great Britain and Ireland and
American Heart Association, British Heart
7ournal, 1939, 1, 261.

Ruptured Aneurysm of Splenic Artery
in Pregnancy

SiR,-Aneurysn of the splenic artery is
relatively more common in wovmen of child-
bearing age' and rupture of sudi an
ane.ury=m is a rare but dangerous complica-
tion of pregnancy.23
A 41-year-old primigravida at term was admitted

to hospital with a four-hour history of severe upper
abdominal pain. Pulse and blood pressure were
normal and the fetal heart was heard. The uterus
was hard and locally tender on the left side and a
diagnosis of concealed accidental haemorrhage with
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