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"That operation is called Caesarean by which
any way is opened for the child than that destined
for it by nature. Though for that purpose we some-
times cut through the common and proper coverings
of the abdomen, we are generally obliged to open
the uterus also, and it is particularly in this
latter case that the operation hes recéived the
name Caesarean; for in the former, it ray be
ed simply by that of Gastrotomy. It seems to me
useless to distinguish into abdominal and vaginsal,
as has been done lately; comprehending under that
new denomination all operations performed in the
neck of the uterus without affecting the neighbor-
ing parts; for we might with as much reason give
the name to incisions in the perineum, the
to that of the hymen, tumors, ete., if the child
could not be borne without these aids." (1)

Such was the definition of the operation of
cesarean section given by grest obstetrician, M.
Jean Louis Baudelocque (1746-1810), over 150
years ago (1790). (2) It could not be improved
upon. The term "vaginal cesaresn section" is still
used in textbooks, but the term "v:ginal hysterotomy"

is much to be pre“erred as suggested by such
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writers as Williams (3), Newell (4), Munro Kerr
and others. In a case of true cesarean section,
an incision through the wall of the uterus is a
necessary part of the operation. Newell (4) says,
"The name is not properly applied to operations for
the removal of the child from the abdominal cavity
after rupture of the uterus, or for the delivery
of a child in cases of abdominal pregnancy, but
should be restricted to the abdominal delivery of
a child normally situated in the uterus."
Surprising though it may seem, this operation
is one of the oldest in the history of medicine and
without doubt the greatest; the oldest in that the
history of its origin is lost in the mists of
antiquity, and the greatest in that it is the only
operation in which two lives are concerned. . Few
surgical procedures have been the subject of such
bitter controversy, and it is only in the
years, or thereabouts, especially in this country,
that it has changed from a last minute attempt to
extract a livingc child from a mother almost moribund,
to a earefully planned operation, done at a selected
time. It was the advent of asepsis, following the
work of Pasteur and Lister, plus the introduction

of anesthetics and marked improvement in surgical
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technique, which brought about this happy change.

The origin of the name of the operation is
still obscure, and periodieally comes under discuss-
ion both in medical and classical Jjournals. The
popular belief is that Julius Caesar was brought
into the world by this means. It is almost certain,
howewer, that this derivation is incorrect, as Aurelia,
mother of Julius Caesar, was still alive when the
Fmperor under took the invasion of Rritian. Sueh a
recovery in those times when the sciences of anatomy
and surgery were so crude and imperfectly understood
is scarcely credible, and as Campbell (5) points out,
it is not all probable that a Roman slave could
have had the audacity to propese, more especially
one of the first patrician families in Rome, so
desperate an alternative, particuiarly during such
ages of despotism and tyranny.

The earliest writers of medicine are silent
on the subject of cesarean section, and it seems more
than probable that if either Julius Caesar or Seripio
Africans had been brought into the world in the
manner suggested by Pliny, Celsus, who lived before
him and wrote the book,"De Re Medica", about A.D. 30,
the best book of its time, would not have failed

to notice this method of preserving the life of the
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child, even after the death of the mother. Yet
he gave careful directions for the extraction of
the dead child from the mother By means of the
crochet.

Again there is the suggestion that the term
is derived from the Latin work, "caedare", meaning
to cut, and therefore that i1t simply implied delivery
by means of cutting; which is quite probable, since
children derived from dead mothers by abdominal
section were known as "caesones". This origin of
the word was strongly supported by Hull. Haggard
and Newell, on the other hand, favor quite a diffs
erent explanation. In 715 B.C., Numa Pompilius,
King of Rome, made a law included in the Lex Regia,
whereby it was forbidden to bury a pregnant woman
until the child had been removed from her abdomen,
even when there was but little chance of the
survival of the ehild, in order that the child and
the mother might be buried separately. Newell
suggests that the Lex Regla became the Lex Caesarea
under the rule of the emperors, and thus the oper-
ation became called the cesarean operation. Other
suggestions are that the name came from the fact
that one of the Julia family born by the operation
had blue eyes (oculis caesios), and that the oper-
ation was too grand to have been performed on

ordinary mortals, so was called after Caesar, megqn-
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ing emperor; just as the Germans gave it the
Kaiserschnitt in the days when the Kaisers were
important personages. The term cesarean birth was
first used by Rousset (1581),(enfantement Caesarienne)
in his book published in 1591.

None of the references of the early cesarean
sections would justify a belief that the
was performed on a living women, but it would
appear fairly safe to assume thst a large proport-
ion of the early races, if not &ll of them, recognized
the propriety of cesezrean sections on women who died
in pregnancy, in hope of preserving a foetal life
which might prove to be of value to the community.
According to Boley (8) the oldest operation with an
authentic record of a living child born by means of
the section is thet of Gorgiass, a celebrated orator
of Sicily, 508 B.C.

The operstion has had té run the gauntlet of
religious criticism. Mehammedanism absolutely for-
bids it, and directs that any child so born must be
slein forthwith, as it is the offspring of the Devil.
Christianity, on the other hand, being concerned
with the saving of souls as well as the lives of
the children, in the Romsn rituzl dealing with the
baptism of the child, it is ordered that the operation
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be performed as soon as possible after the
death of the mother; but it is not permitted to
sacrifice the mother's life to save thet of the
child. There is a tradition that Robert the ii,
King of Scotland, was born by means of the
section, an accident befaller his mother. Another
royal personage who 1s supposed to have born by
this means was Edward VI on October 12, 1537.
Cesarean section in the living is of more
recent date but its beginnings, too, are utterly
obscure. It is quite possible that it wss known
to certain of the early races, notably the Jews.
In the Mischnagoth, which is the oldest book of
this people, published in 140 B.C. and earlier
according to some, and in the Talmud, which is
next oldest book, the cesarean section is mention-
ed in terms as to make it extremely probable that
it was resorted to before the start of the Christ-
ian era. Perhaps the strongest suggestion of the
possible early development of ceaarean delivery on
the living among uncivilized peoples is furnished
by Felkins account of the operation as it was
fermed by a native surgeon in Ugandsa, and was
witnessed by Felkin himself (1884).

The first cesarezn section performed in

(6)



United States was a self-inflicted operation. The
operator and subject was a quadroon, fourteen years
of age, illegitimately pregnznt with twins, and in
active lebor, when she opened her abdomen with a
razor, while lying in a snowbank. The incision
was L-shaped and extended through the abdominal
wall into the fundus of the uterus.

Lvered herself per vias naturales of an infant
which she had buried in the snow, and a second
protruding through the wound. This happened on
January 29, 1822, however, Dr. Pepper has re-
ported a case about thirty years prior to

in his book.

A number of cases are on record where women
far advanced in pregnancy have had their abdomens
ripped open by the horns of bulls, cows, and other
horned animsls. The question of precedence must
arise+«-Did a men, women or animsl mske the first
cesarean section? The propensity of the bovine
family to rip with horns was recognized by Moses
3,500 years &sgo, and 8 el laws were made to
deal with such accidents. The earliest known
case occurred in 1647, and Harris (1887) collected
nine cases where pregnant women were gored, with

subsequent expulsion of a fetus through the wound,
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either immediately or after a short interval.
Gould and Pyle (7) mention three others.

It would appear, therefore, that it is qulte
{mpossible to ascertain exactly when the first oper-
ation of cesarean section was performed, whether
on a living women or post-mortem. There is no doubt,
however, that it is of great antiquity. During the
first seventy-five yezrs of the nineteenth century,
prior to the introduction of the Porro section in
1876, the abdominal delivery came to used more and
more freguently, especially on the continent of
EBurope. It was also performed for the first
in this conntry.

British practitioners with few exceptions,
viewed the operation with disfavor. Destructive
procedures to the child, such as cramiotomy, were
much more popular, and cesarean deliveries were
most often done as last resorts--a terrible mort-
elity amongst the mothers being the obvious
consequence.

On the continent of Ewrope, the obstetricians
were much more ready td perform the section, but
their efforts were severly criticized in this country.
Not only in Germany and Holland, but even in France,
where the surgeons and physicians, to their credit

be 1t sald, are ususlly among the foremost to adopt
(8)



any acknowledge imppovement

of the healing art, is this operation far more
frequently resorted to than with us but it is
often undertaken under c¢ircumstances with every
unpre judiced person, be he medical or not. The
general opinion among British obstetricians, with
a few exceptions, was that the cesarean was not
justified i1f the child could be extracted by

gny other means.

Before the work of Porro and Sanger, the
moptality following the operation was apralling.
Meyer (1867) collected 1605 cases from the literature,
with a mortality of 54%; while in eighty cases
performed in the United States up to 1878, collected
by Harris, 52.24 of the women died. Accordipg to
Budin, not a single successful cesarean
performed in Paris between the years of 1787 and
1876. Such poor resuits were obtained that Ha¥ris
in 1887 pointed out that the operation was more
successful when performed by the patient herself,
or when the abdomen was ripped open by the horn of
an infuriated bull. He collected nine such cases
from the literature with fine recoveries and stated
that out of eleven cesarean sections performed in

New York City during the same period, only one

(9)



It was in the year 1876, when Porro advised
amputating the body of the uterus and stiteéehing
the cervical stump into the lower angle of the
abdominal wound in order to lessen the danger from
hemorrhage and infection. This procedure, being
followed by satisfactory results, soon became quite
popular, so that in 1890, Harris wes
264 operations fram the literature. After the
technic for suvravaginal amputation of the
uterus had become perfected, similar methods were
applied to the Porro operation, the cerviczl stump
being covered by a flap of peritoneum and dropped
into the abdominal cavity; while in a small number
of cases particuldarly when the cervix was carcin-
omatous, the entire organ was removed.

In 1882, Sgnger revolutionized cesarean
by insisting upon the necessity for suturing the
uterine incision and by describing an accurate technic
for the purpose. As the uterus was not sacrificed
in this operation, it was designated as the conserv-
ative, in contradistinction to the Porro, or radical
cesarean section. With increasing perfection of
surgical technic, as well as with better knowledge
of the indicetions for its performance, more and

more satisfactory results have been obtained
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while the radical operation has became less
popular.

In 1907, Prank, of Cologne, who had become
dissatisfied with the results following the class-
ical conservatiwe section, particularly in women who
had been exposed to the possibility of infection
prior to the operation, described z new operatiwe
technic. In this procedure a transverse incision
made through the anterior abdominal wall several
centimeters from the symphysis and the peritoneum
separated from the posterior surface of the bladder
and the anterior surface of the lower uterine segment.
After proper exposure, the latter is then incised
transversely, the child is extracted by forceps, the
placenta removed manually, and the wound closed. By
this method, the =ntire operation is done extra-
peritoneally, and according to its inventor, may be
safely employed in such cases where conservative

section would be contraindicsted.

The extraperitoneal technic was enthusiast-
ically taken up in Germany, and subjected to minor
modifications by Latzko, Sellheim, and others, while
D8derlein resuscitated the operation of laparo-
elytrotomy, which had been suggested by Philip Syng
Physick and by Baudelocque in 1823 to be afterward
abandoned in favor of the classical section. In

(11)



general it may be said that, after a fair trial,
the various methods of the extraperitoneal section
have been somewhat fallen into disfavor but in the
five years seems to be making a comeback-~yet still
they take a back seat to the low cervical operation.
Therefore, in looking back over the times,
we see that the origin of the tsrm cesarean section
is not truthfully known nor is the early history
of the actual operation clearly pictured. We can
see that the removal of the baby through zn incision
in the abdominal wall and the uterus was a disestrous
procedure until very modern times. Because of the
appalling number of deaths from infection, Porro in
18768, advocated removal of the body of the uterus
with suture of the cerivx into the abdominal wall.
The mortality was lessened but still very high.
Sgnger revolutionized the use of cesarean section
when he insisted in his epoch-making paper (1882)
that the uterine incisien must be sutured. Although
deaths from infection were greatly reduced, the
mortality was still considered great. Then Frank of
Cologne in 1907 proposed the extraperitoneal route as
a safeguard against infection. The mortality again
decreased. The next step in perfecting the operation
was due more to the incision in the lower segment

(12)



than to avoiding the peritoneal cavity.

This idea was widely saccepted and from it has
developed the low cesarean section. More recently
the Portes-Gottschalk procedure has met with some
favor in infected cases. The uterus is lifted

the abdomen and the abdominal wall sutured to the
uterus and the delivery performed. The uterus is
kept covered with sterile moist dressings for
several weeks. The abdominal wound 1s then reorened
and the uterus dropped back into the abdomen and

the wound closed. Pfageuf has reported good results.
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INDICATIONS ¥OR CESAREAN SECTION

On the avowed basis of protecting mother and
child, certain so~called indications heve appeared
which upon closer critical analysis are conveniences
of the physician. Such pseudo-indications as the
"prophylactic" use of forceps, routine version, and
cesarean section for occiput posterior or breech
presentations fall into this category and can only
be condemned.

On the maternal side, relatively few indications
are uniformly accepted, other than .those which have
come down from the days when child-bearing was viewed
as essentially physiclogic in character, that is,
disprovortion, obstruction, and inordinate prolong-
ation of the birth process (8). With the increased
safety of abdominal delivery under aseptic. surgical
technic, the need for the older "absolute" and "relative"
indications for cesarean section has largely dis-
appeared. Definite disproportion determined by
physical findings suggest the need for abdominal
section. Attempts to overcome actual disproportion
by the use of high forceps or podalic version are no
longer justified, although in pre-aseptic days
were useful procedures.

(14)



The same statement can be made regzrding the use
of induetion of premature labor, which is no
a reasonzble method of treating cephalo-pelvic
disproportion. When the disproporticn is at all
marked, elective ceszrean section before the
of labor is the procedure of choilce but whzn the
disproportion is slight, it may be advisable to
postpone final decision until the efficiency of
the forces of nature can be determined.
should be drawn between a "trial labor” and a
Mtest of labor."” The former represents a number
of hours of labor contractions with evidence that
labor is progressing, but with the devolopment of
conditions unfavorable to the descent of the
On the other hand, a real "test of labor" is
n08sible only after the cervix is fully dilated
and the membranes ruptured, conditions which in
normsal parturition alone make possible
of the fetus through the birth canal. Uterine
contractions which do not produce effacement and
dilatation are not, properly speaking, labor pains,
and do not constitute a "trial labor."
Obstruction of the pelvic ¢ vity by a tumor
mass large enough to prevent psssage of the fetus
and not displaceable by ordinary procedures is
viously an indicstfon for abdominal delivery.

(15)



Uterine fibroids, ovarian cysts, and ectopic
organs may grevitate into the pelvis and

the source of the obstruction, while, in rarer
instances, intrinsic tumors, or pelvic exostoses
may be present.

Since there is no adequate definition of
"normal labor®, it is difficult to déefine .undue
prolongation of parturition. No delay in the stage
of dilitation, in itself, constitutes an accept-
able indication for rzdical operative intervention.
First stage inertia is best treated by the liberal
exhibition of sedatives and by the meintenance of
proper food and fluid intske, under which the
patient can usually be carried to complete dilat-
ation, which operative delivery can be effected
with relatively 1little risk. Only where there
objective signs of maternal exhaustion should
delivery through the incompletely dilated
be given serious consideration.

The simple procedures, such as low forceps
and breech extraction, may be employed in many
instances toc spare the parturient who héas some
complicating disease, for example, toxemia,
tuberculosis, chronic nephritis or cardiac disease,
in the belief that bearing-down efforts are

(18)



be harmful or that prompt delivery is desirabie.
The majority of other meternzl indications
are debatable, or there is an honest difference
of opinion concerning the proper therapeutic pro-
cedure. Antepartum hemorrhage falls into the lzt~
ter category. Placenta previa prescnts a
accepted indication for intervention, But there
is one group of authorities who argue thzt zll
such patients should be delivered zbdominally,
while others insist that this method of attack
should be reserved for exceptional cases. Fspec-
ially in the marginsl and partiszl verieties, del-
ivery from below after rupture of the membranes
or the introduetion of a Voorhees bag is at lgast
as safe for the mother. Certcinly shen the child
is premature, as is usually the e se, the incre:sed
fetal mortzlity rate is of little concern, since
the size of the child inevitably prejudices its
chance for survival. Premature separ  tion of the
normally implanted placenta most frequently reésults
in only mild bleeding which is “ollowed by the on-
set of lobor. In the occassional case, particul-
arly when the placental seper tion is complete,
operative intervention is required and cesarean
section is widely advocated, although there hes
recently developed a tendency toward less radical

procedures.



In a ten year gurvey at the St. Louis Watern-
ity Hos ital from 1927 to 1937 reported by Saule
contracted pelvis was the most frequent indicat-
ion for operation on both services, accounting for
40.5 per cent of gll ward and 26.9 per cent of pri-
v' te operations, a combined incidence of 34.Z per-
cent. During the first five years, 618 per cent
of all ward overations were performed for medical
reasons; during the second periocd 42.%2 per cent
wére aperated for similar csuses. This group of
patients inecluded cardiac, pulionary and thyroid
disease, essential hypertension, arthritis,
with marked varicose wveins, psychiatric and neurol-
ogical conditions. The medical condition is con-
sidered to be the fundamental indication for op-
eration with the sterilization indication induced
by the unde lying medical state. It 1s this change
in indication which is chiefly responsible for the
increase in incidence of cesarean operations on

the ward service. The indications
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INDICATIONS

1927-1987 _

PRIVATE NO. CASES PER CENT_
Contracted pelvis 38 " 2849
Tumors : 15 10.6

cal gations el 8.5
Pogtmaturity gy © SR,
Plecenta previs e SR L.
Toxemia 9 6.4
Pregvious section B - S 5.7
Ceryical dystocia il 4.9
Previous plastic 0¥ " ¥eo 7 § 4.8
ﬁﬁl&m 25 164
Gontracted pelvis .68 40,5
Medical indication 43 26.4 _
Tumors 8 5.0
Postmaturity - R 5
Cervical dystocia .. £.5,
Plagenta previa _ 3 1.3
Misgellaneous T TR

(19)



With the experience of many years as
ground, professors of obstetrics, such as DelLee
and Williams (10), have essentially agreed that
the indications for sections are divided
groups, namely; the absolute and the relative.
Accordingly, the Elstons (11), of the absolute,
the following are generally accepted as indications:
1. Contracted pelvis with conjugata vera of
six or six and one half centimeters
2. Immense child
3. Narrowing of the outlet due
a. Exostoses
b. Irremovable tumors
c. Stenosis of cervix or vagina
d. Neoplasms prolapsed before the
Relative clinical indications for section:
1. Where the delivery might possibly be made
- other methods, but where a section offers the
least risk to 1life of mother, child, or both.
These include, among others, the following:
a. Conjugata vera of six and one half to
nine centimeters
b. Placents previa
c. Eelampsia
d. Abruptio plaeenta
e. Prolapse of cord

f. Habitual death of

(20)



In this series among the primipsre, the
predominating cmuses for section were generally
contracted pelves, usually the so-czlled border--
1line cases insofar as pelvic measurements were
concerned. Only one case in this series was in
the absolute indicatien group, i.e., with a
conjugata vera of six centimeters or below. The
majority of them were actually closer to nine cent-
imeters, but in all except the eclamptics there
had been prolonged trial labor before the section
done, with little if any engagement. Eclampsia
formed the indication for eighteen of the sections
in primiparas. In all of these the convulsions had
become fully developed before being brought to the
hospital. In the multiparae, the greatest number
of cessareans were done beecause of previous
for generally contracted velves.

In a series of 1,066 cesarean sections,
Matthews (12), gives the following indications for

primary operations:

(21)



~IRDICATIONS FOR PRIMARY CECAREAN SECTIONS

1932 to 1937

Contracted pelvis 170
Pre-eclamptic toxemis and nephritis 21
| Uterine inertia and cervical dystocia 17
Placente previa 13
Previous gynecologic operationms b J
Pelvic tumors 8
Cardiac 4.4
Other medical angd surgical complicatjons 8
Malpresentations of fetus - e
Eclempsia | £
Premature separatiopn qf placenta — 1
Elderly primiparg )
Congenital malformation of vagina or uterus 1
Pendulous abdomen 0
Miscellaneous 9

(22)



Hennessy (13) reports a series of 316 cases
in which cesarean section was performed. This
covers the years 1928 to 1941 inclusive at the St.
Ann's Hospital (New York) with an incidence of 3.44
per cent. Although the ward and private deliveries
were approximctely equal, the incidence of section
was higher on the private service. Over half of
the sections were performed because of contracted
pelvis. Previous stillbifth and difficult delivery
was the next most common indication, followed by
elderly primiparity. There were 88 patients with
one or more previous sections. Two of these ruptured
their uteri during labor and one died fciié#iﬁ% repeir
of the rent.

Mohler (14) states that the present Philadelphia
Lying-¥n Permsylvanie Mospital was opened on July 1,
1929, and up to March 1, 1942, 27,829 bsbies were
delivered in the institution. The operative incidence
for all deliveries was 63.2 per cent when all but
spontaneous births were -considered operative deliveries.
During the whole ten-year period, 1,322 cesarean
sections were done; 785 operations or an incidence of
9.3 per cent on private patients; and 537 or an incidence
of 3.6 per cent were done on the ward service. The
occurance is high because of the seleeted group of

patients which are referred to the hospital, and

(23)



because of the liberal view taken by the staff toward
the operation. Most of the patients were primiperas
and secundiparas, because the policy of the staff is
to give all patients the op ortunity for sterilization

at the time of the second

CHIEF INDICATIONS

Bisproportion 534
Previous cesarean section <99
Placenta previa 54
Toxemia 66
Premature separation a4
Heart disease 36
Fibroids 35
Cervicel dvstocia 33
Previous vaginal repair 24
Elderly priminara 19
Traznsverse lie

Sterilization

Uterine inertis

Ovarlan cvst

Brow or face presentation
Bicornate uterus i
Obtain living child
Acute spoendicitis
Uterine rupture
Tuberculosis

Postmortem to save bebwv
Abhdominal pregnancy
Pvelonephritis .
Imperforate znus opening into vagina
Mclassified-not of obstetrical importance

l,—l
Hl ool als knle s s Nl oo




Lohmann and Mietus did 48 cesarezn sections
with caudal anesthesia. They ueed as indications
for their operations as follows:

Previous section————— o __________ 16

Cephalopelvic disproprotions————me—--12

Premature separstion of placenta-me—si---5

Toxemia without convulsions—e———w<wve—-4

Malpresentations————— . _____ z
Placenta previaeemecmc— - __________ o
Dystocia - 2
Toxemia with convulsions- 1
Previous extensive vaginal repalr-----1
Previous stillbirth in an

elderly primipara———-—ae—————-—-1
Fetal distress e ———— 1

None of the women with whom previous section
was listed as an indication was permitted to fall
into active labor. Although it is not their pract-
ice to routinely subject a women to section because
of a previous one, it might be mentioned that none
of this group had ever in the past been delivered
of a live baby per vaginum. All twelve of those
listed as celhalopelvic disproportion were given the
benefit of an adequate test labor. The two listed
under the ambiguoug term "dystocia" include instances
where the cervix failed to efface and dilate with an
attempt at delivery through the normal channels ,

(25)



The term cephalopelvic disproportion in-
cludes all the cases of absolute contraction of
the pelvis as well as the borderline cases where
the fetal head was too large to enter the pelvic
inlet. The increased incidence of cesarean sect-
ion in cases of placenta previa and premature
separation of the placenta would lead one to
believe that the more radical method
these conditions has gained favor in the last
ten years in spite of the facf that there is
quite a controversy as to its advisability. One
is impressed with the fact that previous cesarean
section as the only indication, increased from
16 to 54. This would also show
"once a cesarean always a cesarean'" has gained
rnore followers during the last decade. Anothepr
interesting figure is the marked decrease in the
number of cases delivered by the section where
the only indication wzs sterilization.

many of the other causes might be questioned.

(26)



even with the benefit of Dubhrssen's inclsions, not
deemed advisablef

Lull (16).compiled z study showing a compar-
ison between cesarean section in 1931 and 1941 in

Philadelphia.

TOTALL INCIDFHCE QOF CTSAREAN SECTION
193 1941
Total hirths in city (Jive & still¥Ps,<84 pB4,989
irth rate per 1,000 populztion 17.3 17,
Totel births in hospitals 23,511} 30 ,93¢
Percentage of hosoital deliveries GA.G 88,4
Total cessrean sections done B3 ng
Por cent of totsl deliveries 1.8 2!
Per cent of hospitsl deliveries .4 Sy
NDICATIONS TOR CESARFEAN SECTTON
ndications 1931 1941
Cepholopelvic dlsnrQ,ortion, 339 -450
Slacents previa 442 79
oxemis and eclampsia 44 {1 56
Pewmature separstion of nlacents 19 S5
Preyious section as only indicatioh 16 o4
terine inertis Sk 47
Cardise condition 21 31
Fibroids 5] 3
‘bdaominal presentsation £6 20
Tuherculosis 5 7
ecent. iJasH c o) 7
ehitnel Sntrauterine desth 0 4
Dlpbetes mellitus 0 5
Pelvic tumors - 9 4
‘1derly vrimivars 0 4
dhesions of old scar £ a
- Kidney disease 0 4
Ruptured uterus 3 3
Flective for sterilization 10 A
pultiple pregnency i £
fopendectomy snd avpendicitis Q £
eformity of hio _ £ 0
bMonstrosity - - O Q

~

(26a)
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