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In oneday'stime | received two calls asking abouttherelationship between the
administration of pitodn and neurologically compromised infants at birth and my
intuitive antennas went off. Pitodn is a synthetic version of oxytodn the naturally
producd homonein thelaboringwoman. It is preferably administered throughlV. As
with al drugs it does not come withoutits side effects, the mog common bang
increased blood pressure in both the mother and child. Even the American Academy of
Pediatrics agrees tha no drug has been tested as safe for the baby in utero.

Pitodn isused for either laborindudion or labor enhancement (what an ingppropriate use
of tha term!) Theuse of pitodn does not, however, duplicate the naural progression of
labor. Pit induced labors have longe, harder and more panful uterine contractions
Additiond reported risks of indudion are:

For the mother:

Highe rate of complicated labors and ddiveries, greater need for anagesics and
anesthetics, podpatum hemorrhage and a highe rate of placental rupture and separation
life-threatening to both the mother and baby.

For the baby:

Indudion causes fetal distress, a highe rate of jaundice, a greater chance of a
prematurity, low apga scores at 5 minutes, permanent central nervoussystem or brain
damage andfetal death. 1

In either induced or enhanced use of pitodn, theblood supply (and therefore the oxygen
source) to the uterusis greatly reduced. With naturally paced contractions thereisatime
interval between contractionsallowing for thebaby to befully oxygenaed before the
next contraction. In induced or stimulated labor, the contractionsare closer togehe and
last for alonge time thusshortening theinterval where the baby receivesits oxygen
supply. Reduced oxygen could have life-long consequences on the baby'sbrain.

It isthebdief (not necessarily the practice) in themedica professiontha indudion
should occur when therisk of continuing pregnancy presents athreat to thelife of the
mother or baby. These situationsindude some severe diabetics, kidney disease, severe
preclampsa, severe high bloodpressure, kidney disease, and an overduepregnancy
where adange to thefetushas been proven. If induction were carried out only when
these conditionswere present, a mog, an estimate of 3% of birthswould beinduced. 2

In reality though,duedae paranoia remainsthe mos common reason for indudionand
the consequent use of pitodn. Surprisingly, studies on the duedate calculationsrevealed
frightening evidence. Firstly, theduedae varies significantly between first time
pregnandes and subquent pregnandes. s Also, maternd race has been shown to bea
determining factor in gestationtime. 4 Another variable to the accuracy of theduedaeis
therecent dependence of ultrasoundas reliable criteria for infant size and gestationd age



First trimester measurements have an error bar of £ 5 days, inareasingto £ 8 daysinthe
secondtrimester and are as highas + 25 daysin the third trimester! 5 Bigge fetuses are
assumed to beolder and in studies where the ovulation date was known 70% of women

who were classified as pogdaes were incorrectly dated. s

Furthermore, studies onindudion have shown that 30% of fetuses testing normal
developed fetal distress when labor was electively indued and the cesarean rate was 15%
verses 2% for sponianeouslabor. 7

Using pitodn to enhance labor leadsto an increase in epidurals, and therefore obgetric
intervention during birth adding additiond risks to both the mother and baby. (See ICPA
Newdetter Jan/Feb, 1999) Andfindly, a controlled randonmized study showed tha the
use of pitodn to stimulate labor was not as produdive for the progression of labor as
allowing mothers to changepostionsduring labor by walking, sitting or standing. 8
Giving themother back control of her body--wha anovd idea and topic for afuture
news etter.

As more and more interventionsare added to the birth process, the cause of birth trauma
is propottionaely rising. It is our job as chiropractors to continueto educate mothers
aboutthe choices they have in birth and hdp reduce the devastating effects birth trauma
ishaving onthar babies ddicate nervoussystems. It isahugejob ahead of us yet |
know chiropractors have the passion and the means to make it hgppen!
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| have read many studies tha show tha pitoan significantly raises the chance of c-
section, the paient perception of pan, thedesire for anesthesia of some kind, and therisk
of uterinerupture. My own experience with pit istha | went from manageable
contractionsto screaming "l don'tcare aboutthe baby or anything jug make this stop
hurting" kind of pan.



| have aso known many women who have given birth withoutaugmentation of any kind
and ther experiences are remarkable. A few of them said they had no pan at all, many
said they had some pan buttha it was easily managegble pan. | have never met anyone
who was given pitodn that expressed these feelingsaboutbirth.

PITOCIN

In additionto causng stronge, more panful contractions is aso an anti-diuretic, which
meansthat it makes the bodyretain more fluids which means more engorgement, which
can have a negdive effect on breastfeeding. Pitodn use also increased thelikelihoodof
jaundice in the baby.

Pitocin
Are there problems associated with the use of Pitocin? Yes!

Oxytodn, your body'snaural homrmone, is secreted in bursts. However, when you are
given pitodn you are placed onaregulated intravenouspunyp, to regulate theamount of
pitodn to asteady flow. Therefore, pitodn induced contractionsare entirely different
fromyouw body'snaural contractions in both strength and effect.

With pitodn, theindueed force of the contraction may decrease uterinebloodflow (This
isaso doneduring anaura contraction, butnotfor aslongof a peiod andnotas close
togdher.). Therefore, reduang the oxygen to the baby. Y ou will also receive continuous
electronic fetal monitoring with pitodn . Thisisbecause fetal distressis more common
with pitodn use and needsto be detected if it occurs.

We have also witnessed tha pitodn can bethefirs dominoin thedomino effect. ThelV,
theinfuson punp, and the continuousmonitoring will confine mos mothers to bed,
decreasing he ability to deal with the contractionsnaturally. With the more panful
contractionsa mother is more likely to need pan medication, such as an epidural
anesthesa.

Pitodn can present other hazards For the mother these indude turbulent 1abor and
tetanic contractions which may cause early separation of the placenta (placenta previa),
rupture of the uterus laceration of the cervix or paost birth hemorrhage Fetal hazards
indude fetal asphyxia and neonaal hypoxafromtoo frequent and prolonged uterine
contractions physcal injury and prematurely if theduedae is not accurate.

Problems with Typical Management

Obgetricianstreat women laboring dowly theway Peter Pan treated the Los Boys He
expected everyoneto adgpt to hisideas of theway thingsshould be If they didn't, Peter
saw to it that they did. For example, the boysentered the Neverland undegroundhome
throughhollow trees. If aboy didn'tfit histree, James Barrie writes, Peter "did



something"” to the boy. So too with obgetric management. Obgetricianshave inflexible
ideas of how labor oughtto go. If your labor doesn't conform to that patern, typical
dodors "do something" to you to make youfit. There are, as you may gather, anumber of
drawbacks to this myopic approach.

Thefirst istha the standad for labor progress doesn't give you nearly enoughtime
before you are declared over theline Doctors base ther standad on studies fromthe
1950sand 60ssuppogdly of nomal labors, but many women had interventionstha
could shorten labor such as oxytodn (trade name: Pitodn or "Pit") or forcepsddivery. A
recent study evaluaing healthy women who had no interventionstha would affect labor
length got very different results. For example, thestandad says tha starting from4
centimeters cervica dilation, the averagefirst-time mother will take 6 hours to achieve
full dilation of 10 centimeters. Doctors set the cutoff defining "abnomal” progressin
dilationat 12 hours for first-time mothers and 6 hours for women with previousbirths
because, according to the standad-setting studies, only 5% of women will take longe
than this. However, the new study foundthat average duration in first-time mothers was 7
1/2 hours, not 6, and thethreshold for abnomal, fel at 19 1/2 hous, not12,in first-time
mothes and over 13 1/2 hours, nat 6, in women with prior births The standad also
stipulates smooth, linear progress. More than arelatively brief hdt isthoughtto require
action. However, averaging many labors togehe evensoutthevariations Individud
labors often don'twork this way.

A seconddrawback is tha obgetric management can obdruct progress. Epidura
anesthesiais a notable example of this. Confinement to bed and pushing while lying on
onés back may aso interfere. Refraining from these thingswould seem obvious but
maingream obgetriciansrarely recognize ther management as the problem. Within the
obgetric mindst, all labor difficulties originae in thewoman or her baby. Doctors are
awaysthe"fixers," never the "breakers."

Findly, dodors have few ideas aboutwha to do. They can rupture membranes, which is
suppogd to speed thingsup, athoughtha is debaable (see p.250) They can strengthen
contractionsby giving IV oxytodn, or they can ddiver the baby via vacuum extraction,
forceps or cesarean section. This limited repertoire has its own drawbacks.

To begin with, weak contractionsare only oneof several reasonswhy labor progress may
bedow or cometo wha isin mog cases atemporary hdt. To cite three:

« Thebaby may bein theocciput poderior postion, a hidden factor in as many as
hdf of all cesareansfor poa progress. In the pogerior postion, theback of the
baby'shead (occiput) istowardsthe mothers back. During labor with ababy in the
favorable anterior postion, contractionspus theroundel crown of the baby's
head downward agang the cervix, which hdpsopen it. However, the poderior
baby cant hdp because the cervix lies agang the broad middle of thebaby'shead.
(Think of it like tryingto pull on atightturtleneck sweater.) In addition, mogt
pogerior babies cannotfit throughthar mothers pelvis withoutswiveling to
anterior.



« Sometimesin early labor thecervix, the neck-like opening of theuterus, impedes
progress. During pregnancy, thecervixsjobisto keep the baby in agang the pull
of gravity. In preparation for labor and during early labor, thefirm connective
tissuein the cervix softenslike a dry spongeabsorbing water, the cervix shifts
forward so asto bein linewith theforce of contractions and it effaces, meaning it
draws upinto thebodyof the uterus (see drawing). If the cervix has notfinished
this process, dilation will proceed slowly if at all.

« Fear, anxiety, and other psychological issues can also hold up labor.

If weak contractionsaren't the problem, oxytodn isn't the answer.

In addition, rupturing membranes, IV oxytodn, vacuumextraction, forcepsddivery, and
cesarean section can poe seriousrisks to baby or mother. These interventionsshould be
thelast, notthefirst -- let donetheonly -- resorts, but, unlike mos midwives, many
dodors don'tknow any aternatives.

As aresult of obgetric impatience and injudiciousmanagement, in 1995 aboutonein
five U.S. women who began labor onthar own had oxytodn stimulation (augmentation),
and nearly 176000women had cesareansfor failure to progress, prolongel labor, labor
dystocia (dygundiond labor), or cephalopelvic disproportion (the baby didn'tfit). These
diagnoses are al ways of saying the baby didn't come out within somebodysidea of a
reasonable time, but "reasonable’ is primarily amatter of philosophy, notphysology, as
theenomousvariationin therates of oxytodn use and ingrumental and cesarean
ddivery amongcaregivers attests. As oneeditoridist all too aptly putit, "Unfortunaely,
we have spent thelast 25 years managing labour without knowing what we do."

Active Manage ment of Labor

Doctorsthink they have at last foundaway to make labor adheeto ther patern. In
recent years active management of labor has swept the English-speaking obgetric world.
From theobgetric viewpoint, it has everything to recommend it. Itsrigid, precise
protocol soundsreassuringly scientific. It issuppo®d to eliminate cesareansfor poor
progress even in theface of epiduras, which dow labor down. And best of dl, it allows
dodorsto orchestrate every contraction. However, nothing aboutactive management is
as it seems except the control.

Active management of labor came out of the Dublin, Ireland Nationd Maternity Hosital
inthe1970s According to its develope's, it was intended to benefit first-time mothers by
preventing prolongel labor. Obgetriciansguaanteed that women would not labor for
more than 12 hours, that is, 10 housto dilate and 2 to push outthe baby, thisbangthe
maximal labor length they though women could tolerate withoutpan medication. (They
never asked women what they thought though;several studies have shown tha women
don'tlike oxytodn because it makes contractionshurt more. Whaever the Dublin dodors
bdieved thar reasonsfor active managment were, thar book, Active Management of
Labor, reved s who active management really bendits: it spares obgetriciansthe"tedious



hours' of waiting urtil full cervical dilation,and it trandorms the"previoudy hagphazard
approach” to planning for staffing.

Active management attracted attention outside Ireland because in an erawhere cesarean
rates in many counties -- induding theU.S. -- were skyrocketing, the Nationd Maternity
Hogital cesarean rate remained stable at about5% withoutany appaent disadvantagein
maternd and newbom outcomes. Active management was not responsble, however. The
cesarean rate was even lower beforeitsintrodudion.

The cornerstoneof active management is to rupture membranes onae labor is established
and give any first-time mother whofailsto dilate at 1 centimeter or more per hourlV
oxytodn. It beginsat dosages consgderably abovebloodlevels produecd naurally and
endswith dosages that are twice the amounttha are permitted in protocols tha mimic
nomal oxytodn levels. Theactive management oxytodn regimen may seem
scientifically precise, butit was not based on any experimental daa, anditsrationdes had
nothing to do with science. For example, the Dublin dodors linked thedrip rate strictly to
contraction frequency to prevent soft-hearted midwives from turning down thedrip rate
when women complained of the pan. Indeed, thedodors of the Nationd Maternity
Hogita state in thar book tha thelaboringwomansjobin this scheme of "military
efficiency” with a"human face" isto take orders and not to disturb thelabor unit by
making "the degrading scenes tha occasiondly result from thefailure of awoman to
fulfill her part of the contract.”

Does active management work? Y es and no. It does tend to shorten labor compared with
lower-doe oxytodn regimens, and afew studies have shown it reduces the cesarean rate,
athoughothers do nat. All this means though,istha if more women can beforced to fit
thar dodors unredlistic expectationsof labor duration -- forced to "fit thar Neverland
tree", so to spesk -- ther dodors may opeaate less often.

Also, some of thecomponents tha ailmog certainly contribute to reduang the oddsof
cesarean for poorprogress didn't make thetrans-Atlantic crossing. The Dublin protocol
mandaes a trained woman who never leaves thelaboring woman'sside A body of
research attests to the benefits of this practice. According to the protocol, women will not
be admitted to thelabor unit unlessthey arein progressive labor with effaced cervixes.
By contrast, U.S. hogitals frequently admit women in very early labor or who are having
prelabor contractions * Because progressis nomaly slow in early laborand nil if the
mothe isn'tin labor, early admission plusimpatience often equds unnecessary
intervention. As origindly conceived, active management assumed a minimal use of
epidurals. TheDublin obgetriciansbdieved that the promise of a12-hou or less labor
length would enable women to get throughlabor without pan medication, another thing
they surely didn't conault women about Epiduralsincrease the cesarean rate for poa
progress even when dodors practice active managment.

Active management also has seriousdrawbacks. First-time mothers are given oxytodn if
they don'tsteadily progress at the average rate -- arate tha is probably an undeestimate.
At onestroke, deviation from the average has been defined as abnomal. Studes have



shown tha with active management, 40% or more of first-time mothers will receive
oxytodn. Telling nearly hdf of laboring first-time mothers their bodies are incapable of
birthing ababy withouthdp could have significant psychological consequences. For
example, the use of laborinterventions not surprisingly, linksto podpartum depression.
And high-dos oxytodn increases the chances of overly long,overly strong contractions
which, by depriving thebaby of oxygen, can cause fetal distress and worse. Setting
arbitrary time limits on the pushing phase of labor can also lead to unnecessary and
potentially risky procedures. In astudy of 13 000labors at the Dublin Nationd Maternity
Hogital, theauthors reported tha three babies ddivered by forcepsfor prolongel
pushing phase died of forceps injuries. In this county, dodors generally don'tuse forceps
unless the head is low enoughto make forcepsrelatively safe. However, faced with a
"time'sup" situaion, they would do a cesarean indead -- not exactly an improvement!

The sad thing aboutthese disadvantages is tha active management isn't necessary.
Numerousstudies have demondrated that other, less aggressive, regimenswork jus as
well. This, however, begsthereal question, whichis, "Do you need universal amniotomy
and libera use of oxytoadn at all?' All studies have compared active managment with
standard management. Thisislike comparing thefrying pan to thefire. If active
management does better -- and it doesn't dways -- it's still thefrying pan. Midwives,
especially those attending birthsin free-standing birth centers and homes, have achieved
equdly low cesarean rates and equdly good if notbetter, maternd and nevbom
outcomes with much less use of oxytodn, ingrumental ddivery, or c-section. In fact,
active management makes a goodlitmustest of whether a practitione worksfromthe
obgetric or midwifery modd. If your dodor or midwife thinksits great, head for the
door.

Procedures
rupturing membranes (amniotomy): See p.103

oxytocin 1V: For details of the procedure, see p.60. There are severa schools of thought
behind the variousoxytoan regimensfor strengthening (augmenting) labor. Doctors
began uang 1V oxytodn years before researchers had thetechnology to study its
metabolic propeties. Older regimenswere based on uterinerespons: start thedrip
dowly; turn it up every 15 minutes or so until themother had wha seemed to bethree
adequae contractionsin 10 minutes (the averagerate in nomal, progressive labor); and
turn thedrip down if contractionsgottoo strong long, or close together. Thisis probably
still themogs common methodused inthe U.S. today. Low-dose regimens evolved out of
research that determined bloodlevels during fundiond labor, how longoxytodn took to
metabolize, wha dossge rate maintained a steady bloodlevel of oxytodn, and howlong
it took to produce amaximal response when the dose was increased. Low-dose regimens
attempt to imitate the natural process, thegod being to reduce thefrequency of adverse
effects by minimizing the amountof oxytoan used to bring contractionsup to pa.
Proponants of high-do<e regimens such as active management think that giving more
oxytodn faster will reduce the number of augmentation failures. High-dose regimens
start where low-dose regimens typically end. In addition theinterval for judging response



and deciding whether to turn up thedrip is much shorter than thetime actudly required
for uterinemuscle to fully respond.

vacuum extraction. The appaatuscongsts of aflexible, plastic cap attached to a handle,
tubing, and a vacuum source. Thedodor uses vacuumto hold the cap to the baby'shead.
Thedodor then pulls when mother pushes. Vacuum extraction can beused as well to
swivel thebaby from facing the mothers stomach (poderior) or side (transverse), which is
unfavorable for birth, to facing her back (anterior).

forceps delivery. To beused safely, thehead mug beat least partially throughthe
mothers pdvis. Thedodor inserts the curved blades on either side of the baby'shead,
locks them together, and pulls. Forcepscan also beused to turn the baby from pogerior
or transverse to anterior.

cesarean section: See p.21.

Penny Simkin, noted educator and author, uses "prelabor contractions" instead of "false labor" because
there is nothing false about these very real and sometimes painful contractions, and they do eventually lead
to progressive labor.

The Bottom Line
Benefits and Risk s of Techniq ues for C oping with Poor Pro gress
Non-Medical Techniques

Theseindudeactivities such as pdvic rocking or walking, assuming postionssuch as
all-fours or squéting, eating and drinking, massage and acupressure, warm tub bathsor
showers, andtalking.

benefits: Studies suggest that activity and postioning can intengfy contractions bringthe
baby down, expand thepdvis, * and turn thebaby to thefavorable anterior postion.
Eating and drinking can avoid fatigueand dehydration, which may slow labor. Massage,
acupressure, and warm tub baths or showers can ease pan and induee relaxation, which
may enhance progress. Warm water immersion has been called the "midwives epidura.”
Talk can provide comfort, reassurance, encouragement, relieve anxiety, and explore wha
psychological or emotiond issues or adverse environmental elements might be affecting
labor. Using these strategies as the primary approach avoidsunnecessary use of oxytodn,
ingrumental ddivery, and c-section alongwith thear attendant risks.

risks: A full squa may beinadvisable in women with varicose veinsor knee joint
problems. Women may develop afever if submerged too deeply for toolongin warm
water, butthis can bealleviated by lifting more of the body out of thewater or getting out
of thetub, andinfectionis not arisk with ruptured membranes. As an experimentusng a
starch-impregnaed tamponandiodinein thewater proved, bath water does not enter the
vagina Exploration of possible undelying psychological factors may lead awoman to
think tha dow progress results from not thinking the "right' thoughs, which could lead



to self-blame. Contrary to common obgetric bdief, eating and drinkingin labor pose no
risks.

Nipple Stimulation

benefits: Causes secretion of additiond oxytodn. Unlike intravenousoxytodn, oxytodn
naurally secreted within thebrain elevates mood and has amnesiac propaties. IV
oxytodn cannotcross theblood-brain barier. Avoidsunnesessary use of oxytodn,
ingrumental ddivery, and c-section alongwith thear attendant risks.

risks: May produce overly long,overly strongcontractions Stopping or redudng the
stimulation will rapidly normalize contractions



