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There is a heavy responsibility which 
may unobtrustively come to rest on the 
pra,ctitioner attend.ing a woman with de­
lay in la'bour, and real d.ifficulty may 
arise in the management of such a ~ase. 

The subject is beset with uncertair:.tie:s. 
N,o dogms.tic statement can be nade 
about the duration of a labour which wll1 
go to end spontam,ously. The average 
length of the first stage of lahour is HI 
hours in primiparae, and 12 hours in 
multiparae; the second stage lasts 1~ to 3 
hours in primiparae, and !r to } hour in 
multiparae. Ave,rages of the duratio::J. of 
the first stage howeverr, do not give a 
satisfadory picture of the length of an 
individuaJ la,bour, for extremes are not 
rare and may range from one hour to 
several days. There are a number of varie­
tieso,f prolonged labour. The pains may 
be weak and infrequent thr,oughout; they 
may be steady and progressive initially, 
but latc.;r pale off and become rare; they 
'111Y 1):: scarCe to start with and -:;hen 
1'2(','1' more frequently and incre8,s2 in 
e:IT2ct and power; they "may intermit, an 
interval of hours oC' days occurring afte,r 
the psjns have begun and dilatation ot 
the os ~J.as been effected". 

Severa: conditions which may delay 
delivery can be diag'uosed by carefu,l clini­
cal and radiological examination, but in 
an important group of ,cases there is 
of'Len uncertainty about the causative 
factors. This subject therefore is a very 
impo,rtant one ~nd calls for the best r:ra,c­
tice of the finesse and the finer points of 
the art of obstetrics. From students it is 
wo,rthy of particular attention, becauEe in 
a crowded cUlrri-culum, students selrlom 
have the opportunity of following unin­
terruptedly such cases from onset to out-

come, and also because in hospital they 
most likely see only those cases which 
have been grossly mismanaged before 
their admission. 

During labour the 
fibres exhibit two 

uterine muscle 
most impo,rtant 

pheno:nena, namelY,contraction and re­
traction. Gontraction is that function by 
means of which the cervix gets dilated 
during the first stage, and 'by means OC 

"which th,e foetus is progressively expelled 
though the birth canal. Retraction.s 
that function by whi,ch the muscle fibres 
rema)n permanently shortened when the 
contraction ha,s passed off, and it there­
fore. main tains any advance of the foetus 
whIch the contraction has brought about, 

The uterine contractions have certain 
.characteristics: 1) they are involuntary 
although they are infiuenced by states of 
the mind; 2) they last fl'Olm 30 to 90 sec­
onds; 3) they are intermittent; the inter­
mittence serv'es to aid the -circulation in 
the uterus and in the foetus, and it brings 
about succulence of the cervix and vagina 
thereby acting as a means of "vital dila­
tation", also serving to provide sufficient 
rest felr the contracting muscle; 4) they 
are rhythmic', ,the interval between the con­
tractions being gradually shortened till 
th'Oescap'O of the head from the vulva, 
when they become more Or less -contin­
uous; 5) they exhibit three phases - in­
crease, acme or apogee, and decr,ease; 
6) they are painful and the first pains are 
felt in the back, "pains in the kidney"; 
the pain is mostly due to stretching of 
the cervical tissue and probably also to 
pressure on nerves in cervix and body; it 
is greatly infiuen-ced by emotion. As 
delivery is a physiOlogical function, o:b-
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stetricians are at a loss to explain why 
labour contractions should be painful. 

The term "delay I;n labour" is here used 
comprehensively to include those cases in 
which delivery is prolonged, whether dur­
ing the ,first or second stage, 0'1' whether 
before Or after the rupture of the mem­
branes. The terms "primary uterine 
inertia" and "sluggish ,uterus" occur in 
text-books to denote feebleness oJ uterine 
cont.ractions. The term here adopted, in­
cludes anomalies of uterine contractions 
due to functional or structural ,causes 
whereby contractions are infrequent, 
feeble, too short, irregular ·even though 
strong, or fOr 3.:ny reasOn inadequate, as 
well as anomalies of the abdominal 
powers. lIt does not include cases of ar­
rest of labour due to "uterine exhaustion'" 
-often termed "secondary uterine iner­
tia" - which is the result of gross mis­
management of obstructed labour, or the 
termina,l phase of inherently weak pains. 

Delay in labour is not due to impair­
ment of retraction, but solely and inde­
pendently ta abnormality of the contrac· 
tile fa,rces. As a result the contractions 
are ineffident and the derangem~nt may 
affect the force, f.requency, duration or 
rhythm of contractions. 

Now it is exactly because We have no 
truly r,eliable and uniform means of 3.sses­
sLng clinically the m{oasure of the strength 
of the uterine contractions, and. because 
we do not know how they are initiated 
and what controls them, that the partu­
rient, in whom the contractions do not 
run to type, presents often a difficult pro­
bllem. Several attempts have been made 
to calculate the uterine forces by means 
of instruments, in which use is made of a 
balloon pla·ced 'Itn adjacent ,organs, the 
uter.us, the rectum, the bladder, the 
vagina. In other methods of inv,estiga­
tion, instruments are placed on the ab­
domen ove'r the distend-ed uterus. 

Pain - the subjective sensation 0'f 
pain - is no indication of the strength 
of the uterine contractions; feeble ·con-

tractions may in fact ·cause agonising 
pain whereas powerful and effecLv.3 ·con­
tractions may not cauSe undue distress to 
the 'patient. The clinical methods where­
by information is obtained about the 
efficiency af the con'Gl'actions are two: 
(i) a1bdominal palpation of the uterrus; 
(ii) judiciously repeated vag.nal exami­
nations to observe the rate at which thl:; 
cervix dilates. 

By placing th.e h8,nd on the uterus. 
Glne -.;an estimate the degr·ee of hardening 
brought about by a cOJ.'ltraction, as well 
as tLe duration and frequency of the con­
tractions. 'I'h.l'·ee conditions ca;n in this 
way be recognised, namely: 0) the 
norrr:.al labour pains, i.e. the uterus is con­
tracting regularly; Oi) the irritable 
uterus. In this condition it is difficult to 
feel ~he foetus; there is incomplete r,e~ax­
atior:. between the pains. "Instead ,of the 
utercscontracting normally it is main­
tainE:d ~11. a state of ,l.1'1'itable toniCity, 
superimposed on which ar.e frequent 
wavering spa,smodic contractions whi,ch. 
possessing but little force, are t.he cause 
of great .pa,in." This condition occurs 
l11csLy in neurotic women. Miles Phmp 
h.as made the following observation: with 
normal labour contractions, the .sensation 
of p2-in stops before the actual ·contrac­
tion; with irritab:e uteri the painfulness 
of the uterine contra-cti.on lal3ts longer 
than the palpable ha,rdening of the: 
uterus; (iE) the incoordinate uterus. Thc; 
uterus is almost entirely and continuously 
relax3d with sharp, stwng, occasional a.nci 
irreg:llar contractions. The contractions 
ca U.~E: much pain whiCh ileads to exhaus­
tion ·)f the patient. There is often gpasm 
of the cervix, and the conditlo:n is som2-
t:mes referred to as "functional cervical 
dystccia." It occurs in the absence of the 
·common causes ofdifficu~t labour, and 
often in women who exhibit the "dystocia 
dystr:Jphia syndrome". 

By vaginal examination one can note 
the rate of dilata,tion of the cervix. In 
assesslng t.he efficiency of the ute'l'inr 
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contractions from the rate of dilatation 
of the cervix one must exclude o.ther 
factors which in themselves are the cause 
of slow dilatation, such as, cicatrices of 
the cervix and under-development of the 
cervix. Munro ~eH draws attention to 
a Simple clinical test. He states: "When 
exammmg a patient vaginally during 
labou.r one often feels the os '8xternum 
contractIng before the fundus and before 
the patient appreCiates the 'contractton; 
when there is obstruction, as exists in the 
cervix at the ,commencement of la'bour, a 
peristaltic wa,ve starts from the ce,rvix, 
passes to the fundus, and then down the 
c,ervix. Most of the older writers di,rect 
attention to this clinical fact". 

On digital vaginal examination three 
conditions can be recognised: (i) during 
a normal labour one finds that the ce'rvix 
is dilating regula,dy, the memb.ranes may 
not hB,ve 'ruptured, Or if :ruptured there are 
no signs M pressure; (ii) with delay in 
labour due to an obstruction, one finds 
signs of pressure, such as oedema of the 
cervical lips, moulding and fixity of the 
head; (iii) when delay is due to inco­
ordination,one finds little or no dilata­
tion, the cervix is flattened out to a thin 
rim, and ther,e are no signs of pressure 
even .if the membranes have been rup­
tured for 48 hours. Besides the dilatation 
of the cervix, one should examine careful­
ly fo,r information about the dk,ection and 
fiexion of the head as can be obtained 
from the sutures and fontanelles. 

The rate of dllatation of the cervix 
can only be observed by frequent vaginal 
examinations, but unless precautions are 
taken such procedure is fnwght with 
very 'real dangers. 

A combination of unfortunate cilr­
cumstances may arise which prejudice 
the health of the mother and of the foe­
tus. As there is nothing pr,esent, ,or no­
thing that c~mbe readily detected to 
herald the delay which will take place 
during labour, the midwife and the doctor 
may not observe the scrupulous ritual of 

antisepsis or asepsis. This pitfall at once 
limits the choice of the obstet,rician, for 
he will not lightly undertakE to perform 
Caesarean Section - when this is the only 
way, out oJ s:uch an impasse - in a case 
so mismanaged. The patient may refuse 
fOod and does not sleep, and in thIs way 
the ,energy for the stiff exer,c:'se of labour 
is wanting and exhaustion, insidiously but 
steadily, sets in. 

n is important to distinguish between 
a labour which has all the normal 
features except that it is slower, and a 
labOur which, f,or defects of function olr 
structure, is delayed or prot,racted. The 
one is similar to a smooth machine that 
is going at a slow speed, the other to a 
machine which is faulty and is breaking 
down. In labour which is simply slow, 
there .is a regularity about the contrac­
tions and there is good relaxation in 
between; the contractions are not asso­
cia ted with undue 'Pain and the general 
condition of the mother is sa.tisfacto,ry; 
the case is therefore one of mere slowness 
of the stages O'f labour, but with steady 
and pr,ogressiv,e cervical dila,tation and 
foetal advance. In delay dl:.e to faulty 
mechanism, the patient may have been 
long in lalbour and the general condition 
of the patient shows definite ,changes; her 
expression is one of anxiety; she looks 
very tired and her voice is subdued; she 
seems to have lost tone. The tongue may 
be dry, and the p'llse and the temperature 
may have gone up. These changes occa­
si,onally take place before the patient has 
been an unduly :ong time in labour. 

I. ANOMALIES OF UTERlINE 

CONTRACTIONS. 

To be effiCient, uterine contractions 
should be strong, regular and sustained. 
There f!Te several factors On which this 
,efficiency depends, namely: 

1) the local condition of the ute,rine 
muscle; 

2) the hormonal influence; 
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3) the local Or peripheral neuro­
muscular mechanism; 

4) the ·control by the Central Ner­
\hOus ,system. 
1. The local condition l)f the uterrine 

muscle. 
The ,uterine cont,ractions may be in­

adequate because: 
(a) the muscle fibres are stretched 

beyond the o,ptimum, as in over-distension 
f.rom hyd:ramnios, plural pregnancy, pen­
dulous abdomen; 

(b) the musc~efibres are quantltively 
detficient in bulk; thus some observers find 
an extremely thin uterine wall in SOGIH) 

eases of C.S. performed fo,r primary 
uterine inertia; 

(c) the muscle fibres may lack in 
tone, as in too fr<,quent child-beaTing, or 
o·ccasionally in elderly primiparae; 

(d) the muscle ,fibres may become 
mechanically inefficient from fi·broids and 
scars; 

(e) the lower uterine segment may 
be abno,rmally adherent to the m-em­
branes, so that these do not separate and 
form the bag of waters a's they should; 

(f) the cervix maybe functionally 
or organically rigid. The Drganic causes 
may be due to scars resulting from ampu­
tation of the cervix, caustics or radium 
applded to 'the cervilX. The functional 
causes are spasmodic rigidity <:C:td 'consti­
tutional rigidity. In these -cases the cer­
vix does not dllate in spite of strong 
uterine contractions. By giving an anaes­
thetic, one can distinguish between "func­
tional" spasm of the cervix and the "fib­
rous rigid cervix"; anaesthes,:a relax,es 
the f,nncUonal spasm but not the trul.,. 
rigid cervix. One should not hesitate '0"" 

ex!pl,ore the size of the os and its softness 
under anaesthesia. 

2. The hormonal influence. 

':Dhe eon tra·ctions of the uterus an' 
intimately influenced by hormones. The 
oxytocic component o·f the posterior pituit­
ary hormones, and the oestrogens de-

rived from the ovaries and the placenta 
increase the tone and the excita,:bility 01 
th8 uterlne muscle, whereas the corpus 
luteum, the adrenals, and the anterior 
pltuita-ry are consl::lered to have an inhi 
bltory effect. An 1mbalance ,0-£ thest 
various hormones is now thought to bt: 

the cause oJ sluggishnsss of the pains in 
the dystOCia dystrophia syndrome. 
3. The locallOr perl!Jhf:1'al ncuw··muscu!ar 

mechanism. 

The uterus can contract ~'egularly 

and r~1.ythmically even vv':l.:m severed from 
any central nervous influences. This 
phEillomenon is achieved through the ner­
vous cell struetuI'es probab,y sea ttered in 
the uterus itEeif and in the Sl: .. rrOLlll::t;ng 

tissues, such as th:" pal'8.cervica! ga.n.glia 
on either side of the cervix. After,ent 
impulsss arising from these nerve ·cell­
stations, through pressure th::: present·· 
lng and descending part into the lower 
segment and later i.n th2 vagina. pl'ovoke 
and reinforce uterine contlI'8.ctions. Any­
thing which prevents tll-epreselltlng part 
f.ro:n .pressing On th2 e:rv~cal ganglia will 
prolong This may occur with: 
(i) conk'acted pelvis, android pe!vis; 
(i1) la-rg2 head; (ill) incomple te fJ.exlon 
of the head; (iv) malpresentatIon: occi­
pito-posterior, breech, shc·ulder, face; (v) 
premature rupture of the membranes, in 
which case the dilating power is lo::t. 

The neuro-muscular mechaillism ;,s 
a,lso responsible for the coordina Hon 0·1' 
uterine contractio-ns, whereby the upper 
segment contracts while the lower dilates. 
If the work of these s~gments is imper­
fectly Icoordinated, progress of labour is 
delayed. Thus, in spJte of forceful con­
tracti!:::ns of the upp·er segme:o.t, the cervix 
fails to dilate and ther,e Is seve're colicl~y 

pain. Spasmodic rigIdity of the cervIx 
may also be due to impairmenit o-f the 
peripheral mechanism. 

4. The 'Central Nervous Control. 

But although the uterine contra,ction'3 
are not necessarily dependent on thQ 
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C.N.S. they are subje,ct to important mod­
ification by this system. The pathways 
fo.r this influence are: (i) centres in 
the spinal cord to uterus-t.hus a loaded 
rectum or a fuil bladder send inhibiting 
impulses which are readlly corrected by 
empty:ng thes2 viscera; (it) brain tocorrci 
and thence to uter,us, i.e. t.he highest. 
centres a,s well as t.he hypot.halamus 
init.iat.e this influence thus nervousnes,s, 
fear, dread, apprehensiveness slow down 
uterine contractions. ,severe suffe>ring 
delays contract.ions, and morphia, by 
al,laying pain, may expedite t.hem. Fear 
of an operation may ha,sten them. 

n. ANOMALIES OF THE ABDOMINAL 
MUSCLES. 

When the auxilia.ry efforts of the 
abdominal muscles a're defiCient, the 
second stag'e may be undu~y prolonged. 
This may occur with: 

1) pendulous abdomen the abdo-
minal muscIes have only a weak hold on 
the uterus; 

2) cardiac and pulmonary diseases 
wi th dyspnoea; 

3} hernias; 
4) tumours in the abdomen, such as 

fibroids, cysts, full bladder; 
5) deep coma; 

6) hypersensitive women do not 
bear down properly because they are 
afraid of pains; 

7) the woman may not know how 
to make gOod use of the abdominal 
mUSCles, especially if she cont,racts spas­
modically the muscles of the pelvic flonr; 

8) the woman may be too tired to 
bear dOwn in the second stage, if she has 
expended her energy in fruitless bearing 
down efforts in the first stage; 

9) the woman may ha ve pO'Qrrly 
develloped abdominal muscles. 

It is a prnfitableexercise to divide 
the -causes o,f delay with refemnce to the 
stages of labour and to the rupture of 
the membnmes. 

In the first stage, labour may be pro­
longed :because of: 

(i.) obvious causes, e.g. overdistension 
of the bowel 0:1' ,bladder; nverdistension nf 
the uterus from hydramnios or plural 
pregnancy; lack of tone of ute'rine muscles 
from frequent child bearing; 

·(ii) obscure causes, e.g, hormonal 
inhibiting influences, faulty innervation. 

In the second stage, delay may be due 
to: 

(i) faults in uterine contractions-­
the same ,conditions that impair the 
uterine pa'insin the first stage ma.y cause 
faulty contractions in the second stage, 
e.g. overdistended hladder; 

(H) faults in the auxiliary or bear­
ing down forces which a,re produced by 
reflexes induced by pressure ·of the pre­
senting part on the pelvic floor - these 
reflexes may therefore be inhibited by: 
malposition or malattitude .of the child; 
nervousness on part of the patient; 
weakness of the abdominal muscles them­
selves. 

Before rupture of the membranes, 
delay is due either to weakness or to an 
erratic action of the contractions. After 
rupture of the membranes, labour is 
prolonged when the contractions are 
a,bnormally weal{ and 'infrequent, and 
when t.here is tonic contraction of the 
uterus, either general 0-1' local. What 
actually causes these abnormalities has 
been discussed already. 

RIsn:s OF DELAY IN LABOUR 

There are little risks to mother and 
child as long as the ,bag of waters isinta,ct. 
Those cases where there is simply a 
slowing down of labour pains, carry no 
serious risk, except some distress to the 
patient and anxiety to the attendant, and 
natural termination is ithe most frequent 
outcome. The difficulty is to know when 
to deSist, for prematu're interv,ention in 
these cases exposes the mnther and the 
foetus to 'rea,! danger. However, while the 
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temptation should !be resisted, the patient 
should be continually watched. >It is this 
factor of uncerta.inty which makes the 
manag.~ment of these cases difficult. 

In the more serious cases of delay, 
the risk is in proporti,on to the time thJ.t. 
has lapsed after the membranes ha ve 
ruptured. 

The dangers to the foetus are: 
1) asphyxia, from deficient ,circulation 
in the placenta due to the uterus having 
retracted on the placental site; 2) infec~ 
tion in utero, from bacteria invading the 
ute-rine cavity from the vagina and even if 
the child is born alive it may succumb 
shortly after birth, from the effects of 
the asphyxia" or infection suffered in 
utero; 3) injury, f.rom op~rative inte;:­
fe'rence. 

The dangers to the mother are: 
1) infection, which most often occurs 
from vaginal bacteria invading di·rectly 
the uterine cavity, or rarely from the foe­
tus when ,this has been long dead and its 
tissues invaded by gas-forming bacteria; 
sepsis is favoured by too long waiting, 
too many internal examinations and 
manipulations, and injuries inflicted from 
operative interference; 2) exhaustion 
both physical and mental - comes on 
:3 fter labour has lasted many days, may 
make the condition of the mother veTy 
grave and even desperate. 

Interference may be forced upon 
the obstetrician at a very critical time, 
which he would have avoided we'l'e he 
not aWa:re that the patient Wlould die 
undelivered from sheer exhausti,on. ITIt. is 
therefore incumbent on the attendant, 
that in patients whose labour is progres­
Sing very slowly a'fter :rup:ture of the 
membranes, "the urine shoul'd be ex­
amined flmm time to time for acetone, the 
pulse and the blood pressure taken, and 
the general appeara.,nce and sensations of 
the patient noted". 

TREATMENT 

The first thing to do in a case of 

delay in labou:r, is to cany out a thorough 
inV2stigati1on. 

If a gross abnormality is present -
e.g. evident disproportion between the 
he9,d and the pelvis - Caesarean section 
sheouldofcourse be calr'ried out bef·ore 
exr_austion or infection supervene. 

If no gross abnormalities are detected 
the trealtment is primarily expectant, but 
meJ.s.ures should be talz;:en to make the 
patient rise t,o her ordeal. The measures 
to '::le adopted ean be discussed under the 
fcrllowing heads: 

1. Secta tion. 
2. Ensuring sufficient intake of food 

and fluid. 
3. CO'l'recting 3,ny abnormalities that 

may delay labour. 
4. Use of oxy;tocic drugs. 
5. Operative ·interference. 

Sedative drugs. Adequate sedation is 
a very important measure. It keeps off 
exl:austion from ,pain and lack of ls1e.ep. 

Sedative drugs are indicated in ci~­

cum stances of: 
1) severe pain wi th inefficien t 

contra.1cMons; 
2) excessive fear and apprehen­

sion; 
3) prolonged labour without at 

least some hours of 'l'estful sleep. 
Strong sedative drugs should not be 

used in the second stage, and morphia is 
definitely contraindicated. But in the 
other circ,umst-q,nces mentioned, morphine 
has a most benefi·cial effeCit. When pain 
is E:;xtreme and contrqicDions ineffiCient, it 
wit allow the patient to get some rest,:t 
quL-otens the uterus and the eontracit.ions 
appear to become more coordinated. After 
a few hours, the eervix will be found to be 
dlls ting well and delay is overcome. By 
abc·:ishing dread and apprehensIon it may 
actually 8!ccele,rate labour; 'in those cases 
wh2T,e the parturient has been long in 
labJUr wiithout getting sufficient sleep, it 
wit probably stop the pain entirely, but 
at the same time i,t gives the pa,tient 
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enough rest, so that the contractions start 
with renewed vigour. One should aim to 
provide at least 8 hours rest in 24 hours. 

Morphine gr. ,} may be administelred 
alone or with hyoscine gr. 1/200, 8,nd 
when the effects begin to diminish ch:oral 
hydrate gr. 30 in 2 ozs of water maybe 
given per rectum. 

In resistant cases - where in spite of 
rest and further uterine contractions 
the're is still no progress - paraldehyde 
6-8 dns I:n olive oil or saline may be given 
6-12 hours after the administration of the 
mO'l'phia. 

Pethidine has .been eXitensively em­
ployed with favoumble results. 

Food. Where labour is protracted for 
several days, steps shou:d be taken to 
avoid starvation and dehydration. Vilith 
tact and encouragement the patient 
should be made to have sufficient food and 
fluid especially a.s the patient often does 
not ask for any. Small carbohydrate 
meals should be given and frequent fruit 
JUIces with sugar. When the patient IS 

vomiting and is unable to take anythi.ng 
by mouth, glUcose solution should be 
given int!ravenously. 

Cunection of abnGl'maHtes. A loaded 
rectum or a fulll bladder should be v-oided, 
becR use very often, an enema Or the use 
of th.2 catheter are followed by an in­
crease in the frequency and str,ength of 
the uterine contractions. Where the 
bceech presents and there is no pelvk 
co,nt-ra~tlon, pulling down a leg will indu-ce 
the half breech to press tightly On the 
lowe-r segment and -excite vigoro-us uterine 
contractions. If the vertex presents and 
the membranes h8jve ruptured, a tight 
'tbdominal binder will also press the head 
agains.t the lower segment and induce 
cont,ractions. When the membranes are 
too tough and project through a fully 
dilated cervix, they shou:d be punctured. 
If the membranes are abnormally ad­
herent - Le. they do not project through 
a fully dilated cervix - the finger should 
be passed -through the internal os and 

swept round between the ute-rine wall and 
the membranes. A pendulous belly should 
be wr-rected with a binder. If hydiramn:ios 
is th2 cause of the weak pains, the mem­
branes should be ruptur,ed, but only aUer 
the cervix is two-thirds dilated. Uterine 
massage, or letting the patient change 
her position or walk about, may affect an 
improvement in the contractions. The 
patient should !be instructed as to the best 
way to :hear do,wn. The exaggeiJ.'a.ted 
lithotomy posl-tion is o.ften helpful. When 
the head is low down, a moc.ified Ritgen 
manoeuvre, episiotomy, or appli·cation of 
the fo!rceps may be necess::uy. 

OxytociC drugs. These should be 
used only in cases of weak and infrequent 
rains, and never when the contract-bns 
rhough feeble and infrequent are none 
the less painful. 

Oestrogens do not initiate uterine 
contra-ctions, but are .occasionally suc­
cessful in increasing the sensitivity of the 
'uterus to the natural mec~anism. In 
selected cases Dimenformon, 20,000 units 
hourly for six doses is sometimes suc­
cessful. 

AcetYllcholine, 3 grs 2 hrly, on the 
ana~ogy :o.f its stimulatingeff,ect on u11..­
striped muscle, has been given in cases of 
inertl8", but with doubtful success. It is 
supposed to stimulate the longitudinal 
fib-res through the sympathetic nerves. 

Small doses of quinine, e.g. a sing1e 
dose .of 3 grs of quinine sulphate Or bihy­
drochloride by mouth, often succeed in 
increasing the strength of -:he utelrine 
contractions and. thus accelerating labour. 
H ~:3 vy O'r repea ted doses of q-.1inine may 
be dangerous to, the foetus, as they may 
give rise to asphyxia owing to mus-cular 
spasm with inec.mplete relaxatiOn be' 
tween pains. 
injurious to 
foetus. Of 

It is also consider,ed to be 
the auditory ne;:v~~ af the 
oxytocic drugs whi,ch ac,t. 

during labour, post.erior pituitary extract 
is certainly the most po,weTful ibut it has 
glreat Limitations in the treatment 0.£ 
uterine inertia. It may provok-e contrac-
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tions so violent S"S m,pture the uterus. It 
may also cause lacerati,on of the cervix 
and perineum, shock, -convulsi'ons, or 
death of the child from asphyxia or cere­
bral haemorrhage. It should never be 
given unless the -cervix is fulUy dilated 
and the head low down in the vagina. 
Any obstruction is an aibsolute eontra­
indtcation to. its use. It should not be 
adminislten~d in cases where prolongation 
of labour is due to incoordination, rather 
than to weakness or infrequency of the 
pains, for at the least it will increase the 
dist'ress to the pati,ent. It is only indi­
cated when a nOTmal ls,tbour has come t,o 
standstill in the late phases of the second 
stage, with the head lowdown in the 
vagina. It should be given in small do~es 
of 2 units. 

Operative interference. As has 
already been stressed, the attendant is 
often 'confronted with this dilemma. The 
majority of -cases of prolonge.d labour 
terminate sponts,neously, but if labour is 
too long delayed the condition of the 
mother may :become desperate. Should 
he perform injury by dilating the ,cervix 
and delivering, 0'1' sho,uld be wait longer 
and allow the pa tien t to get more ti-red? 
The turning point in the mother's -con­
dition is most sudden, and definite rules 
cannot be laid down a1bout the best time 
to interfere. It is unl'ikely however, that 
a, safe or spontaneous delivery will occur 
when: 1) the pulse rate rises abov,e 100; 

2) there is seveTe mental anguish, and 
3) Il'ocally the membranes have .long been 
ruptured, dilatation of the cerv,ix has 
-come to a standstill and the oedema or 
the lips is increasing. 

The nature of the interfer,ence de-

pends, in additi,on to other important 
factors, On the amount of dilatation 01 

the cervix. 
According to A. Bourne, one shouid 

start wonying when membranes haNe 
been ruptured for 4 or 6 hours. In some 
cases, it will be found that in spite of 
adequate sedation there has not been suf­
ficient progTess, even 24 hours a.fter the 
membranes have been ruptured; ,the os is 
probably hal£ dilated and there is a little 
caput. In these ca.ses, one is guided by 
the sta,te o,f the mother (i.e. whether 
exhaustion is present 0'1' not) and by the 
state of the baby (Le. whether the heart 
bea t is beginning to get slower 01' not). 
In these cases one may give an ana,esthe­
tic and try and dilate the cervix; if the 
head is s,nterior and well fiexed, fo'rceps 
may be applied and the cervica:l rim 13 

then pushed over the head and the ·child 
extracted. Cervical laceration is un­
avo,idable. In a few eases there is no 
progress whatsoever. The eervix ils found 
to be rigid, and the os will not dilate even 
after 3 or 4 days of labour. If in these 
cases, the occiput is plac,ed anteriorly and 
the head fie~ed, one may perform 
Duhrssen's incision and apply forceps. 
The othe'r alternative is a lower segment 
Ca,esareansection. This is 3" risk in spite 
of penicillin and su}phathiazoJ; mor,eover 
the chiLd not inf:requently does not sur­
vive long. 

If in these cases, the occiput is placed 
posteriorly, or there is some degree of con­
traction,o,r there is some organic condi­
ti,on, the lower segment Caesarean se-c­
tion is indicated. 

Cases of functional del~y without 
signs ofe~hs"ustion should be left alone. 

------............... ---




