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flThat 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 

or the abdomen, .we are generally obliged to open 

the uterus also, and it is particularly in this 

latter case that-the operation has received the 

name Caesarean; for in the former, 

ed simply by that of Gastrotomy. It seems to me 

useless to d1st1nqu1sh into aodominal and vaginal, 

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. fl (1) 

such was the definition of the oper&tion of 

cesarean section given by great obstetrician, M. 

Jean Louis Baudeloeque (1?46-1810), over 150 

y_ears ago (1790). (2) It could not be improved 

upon. The term nvaginal cesaref� sectionfl is still 

used in textbooks, but the term "•cginal hysterotom.y" 

1s much to be pre�erred as suggested by such

(J.) 
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�iters as Williams(�), Newell (4), Munro Kerr

and others. In a case of true cesarean se�tion, 

an incision through the wall or the uterus is a 

necessary Dart ot 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 0£ 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 or 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 co,mtry, 

that it has �hanged from a last minute attempt to 

extract a llvtng0 child from a mother almost moribund, 

to a careful.ly planned operation, done at a �elected 

time� It was the advent of asepsis, following the 

work of Pasteur and Lister, plus the introduction 

of anesthetics and marked improvement in surgical 

(2)
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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 cl?ssical journals. The 

popular belief is that Julius Caesar was brought 

into the world by this means. It is almost certain, 

howe11er, that this derivation is incorrect, as Aurelia, 

mother of Julius Caesar, was still alive when the 

Emperor under took the invasion of Britian. Such 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 propose, more especially 

one of the first patrician families in Rome, so 

desperate an alternative, particularly 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 Scripio 

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 

(3)



I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

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 1s the suggestion that the term 

is derived from the Latin work, "caedare", meaning 

to cut, and therefore that it slmpiy implied delivery 

by means of cutting; which 1s quite probable, since 

children derived from dead mothers by abdominal 

section were known as "c&esones". This origin ot

the word. was strongly ,supported by Hull. Haggard 

and Newell, on the other hand, favor quite a diff• 

erent explanation. In 715 B.c., Numa Pomp1l1us, 

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 ana

the mother might be buried separately. Newell 

suggests that the Lex Regia became the Lex Caesarea 

under the rule of the empe�9-rs, and thus the oper­

ation became called the cesarean operation. Other 

suggestions are that the name came from the fact 

t�t 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 perfomed on 

ordinary mortals, so was called after Caesar, me�n-

(4)



I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

I 

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 or the early cesarean 

sections would justify a belief that the 

was performed on a living women, but it would 

appear fairly safe to assume that a large proport� 

ion of the early races, if not all of them, recognized 

the propriety of cesarean 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 (6) the oldest operation with an 

authentic record of a living child born by means of 

the section is that of Gorgias, a celebrated orator 

of Sicily, 508 B.C. 

The operetion has had to run the gauntlet of 

religious criticism. Mohammedanism absolutely for­

bids it, and directs that any child so born must be 

slain 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 Roman ritual dealing with the 

bapti-, of the child, it is ordered that the operation 

(5)



be performed as soon as possible after the 

death of the mother; but it 1s not permitted to 

sacrifice the mother's life•to save that of the 

child. There is a tradition that Robert the ll� 

King of. Scotland, was born by means of the 

section, an accident befallen his mother. Another 

royal pers(?nage who is 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 w�s 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 cesarean delivery on 

the living among uncivilized peoples is furnished 

by Felkins account of the operation as it was 

formed by a native surgeon in Uganda, and was 

witnessed by Felkin himself (1884). 

The first cesarean section performed in 

(6)
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United States was a self-inflicted operation. The 

operator and subject was a quadroon, fourteen years 

of age, illegitimately pregn�nt with twins, and in 

active labor, 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. 

�vered 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 animals. The question of precedence must 

arise....-Did a mo.n, women or animal make the first 

ces�rean s·ection? The propensity of th.e bovine 

family to rip with horns was recognized by Moses

3,500 years ago, and-. 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, 

(7)
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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 quite 

Jmpossible 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 years of the nineteenth century, 

prior to the introduction of the Porro section in 

1876, the abdominal delivery came to used more and 

more frequently, especially on the continent of 

Europe. It was also performed for �he first 

in this conntry. 

British practiti�ners with few exceptions, 

viewed the operation with disfavor. Destructive 

procedures to the child, such as craniotomy, were 

much more popular, and cesarean deliveries were 

most often done as last resorts--a terrible mort­

ality amongst the mothers being the obvious 

consequence. 

On the continent of Europe, the obstBtricians 

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, 

' wher� the surgeons and physicians, to their credit 

belt sald, are usually among the foremost to adopt 

(8)
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any acknowledge imps,ovement 

ot the healing a�t, is this operation far more 

frequently resorted to than with us but it is 

often undertaken under circumstances with every 

unprejudiced person, be he medical or not. The 

general opinion among British obstetrici_ans, with 

a few axoeptions, was that the cesarean was not 

Justified if the child could be extracted by 

any other means. 

Before the work of Porro and Sanger, the 

mo�tality following the operation was appalling. 

Meyer (1887) 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, 52.2% of the women died. Accordiq. to 

Bud·in, not a single successf'U:l cesarean 

performed in Paris between the years or 1787 and 

1876. SUch poor results were obtained that Hatris 

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) 
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It was in the year 1876, when Porro advised 

amputating t�e body of the uterus and stit�hing 

the cervical stump into the lower angle of the 

abdominal wo,md.in order to lessen the danger from 

hemorrhage and infection. This procedure, being 

followed by satisfactory resu·lts, soon became quite 

popular, so that in 1890, Harris was 

264 operations 'fr.am the literature. After the 

techni�. ·for supravag1na1 amputation or the 

uterus had become perfected, similar methods were 

applied to the Pqrro operation, the cervical stump 

being covered by a flap of peritoneum and dropped 

into the abdominal cavity; while in a small number 

of cases particu.larly when the cervix was carcin­

omatous, the entire organ was removed. 

.... _In 1882, singer revolutionized cesarean 

by insisting upon the necessity for suturing the 

uterine incision and by describing an accurate teehnic 

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 indications for its performance, more and 

more satisfactory results have been obtained 

(10)
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while the radical operation has became less 

popular. 

In 1907, Frank, of Cologne, who had become 

dissatisfied with the results following the class­

ical conservati9e section, particularly in women who 

had been exposed to the possibility of infection 

prior to the operation, descri�ed a new operatioe 

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 

transverselt, the child is extracted by forceps, the 

placenta removed manually, and the wound closed. By 

this method, the '.:mtire operation is done extra­

peri toneally, and according to its inventor, may1 be 

safely employed in such cases where conservative 

section would be contraindicated. 

The extraperitoneal technic was enthusiast­

ically taken up in Germany, and subjected to minor 

modifications by Latzko, Sellheim, and others, while 

Doderlein resuscitated the operation of lapa:ro­

elytrt>'toiey:, which had been suggested by Philip Syng 

Physick and by Baudelocque in 1823 to be afterward 

abandoned in favor of th� classical section. In 

(11)
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general it may be said that, arter a fair trial, 

the various methods of the extraperitoneal sectiQn 

have been some�h�t 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 t0rm cesarean section 

is not truthful.ly known nor is the early history 

of the actual operation clearly pictured. We can 

see th�t the.removal of the baby �hrough an incision 

in the abdominal wall and the uterus was a disestrous 

procedure until very modern times. Because or the 

appalling number or deaths from.infection, Porro in 

1876, advocated removal of the body of the uterus 

with suture of the cerivx into the abdominal wall. 

The mortality was lessened bpt still v_ery high. 
" 

Sanger revolutionized the use -of cesarean section 

when he insisted 1n his epoch-maki:ag paper (1882) 

· that the uterine incision.must be sutut.ed. 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 mort�Uty again

decreased. The next step in perfec,ting the operation

was due more to the incision in the lower segment

(12)
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than to avoiding the peritoneal cavity. 

This idea was widely accepted 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 

the abdomen and the abdominal �all sutured to the 

uterus and the delivery performed. The uterus is 

kept c.overed with sterile moist dressings for 

several weeks. The abdominal wound is then reopened 

and the uterus dropped back into the abdomen and 

the wound closed. Ptal)eur has reported good results. 

(l.3) 
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INDICATIONS �OR CES!REAN SECTION 

On the avowed ·basis of protecting mother and 

child, certain so-called indications have appeared 

which upon closer critical analysis are conveniences 

or· the physician. Such pseudo-indications as the 

"prophylactic" use of forceps, routine version, and 

cesarean section for occipu� posterior or breech 

presentations fall into this category and can only 

be condemned. 

On the maternal side, relatively few indications 

are uniformly accepted, other thanithose which have 

come down from the days when child-bearing was viewed 

as essentially physiologic in character, that 1s, 

disproportion, obstruction, and inordinate prolong­

ation or" the birth process (8). With the increased 

safety of abdominal delivery under ssepttc�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 abdomtnal 

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)
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The same statement can be made regarding the use 

of induction of premature labor, which is no 

a reasonable method of treating cephalo-pelvie 

disproportion. When the disproportion is at all 

marked, elective cesarean section before the 

of labor is the procedure of choice but when 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 e. 

"test of labor." The former repDesents a number 

of hours of labor contractions with evidence that 

labor is progressing, but with the devolopment or

conditions unfavorable to the descent of the 

On the �ther hand, a real "test of labor" is 

�ossible only after the cervix is fully dilated 

and the membranes ruptured,·conditions which in 

normal 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 c vity by a tumor 

mass large enough to prevent PDssage of the fetus 

and not displaceable by ordinary procedures is 

viously an indicatton for abdominal delivery. 

(15) 
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Uterine fibroids,. ovarian cysts, and ectopic 

organs may gravitate into the pelvis and 

the source of the obstruction, wb1le, in rarer 

instances, intrinsic tumors, or pelvic exostoses 

may be present.

Since there 1s no adequate definition or 

."normal labor.",. it is diff'icult to define .undue

prolongation of parturition. No delay in the stage 

of d111tat1on, in itself, constitutes an accept­

able indication for radical operative intervention. 

First stage inertia is best treated by the liberal 

exhibition of sedatives and by the maintenance of 

proper food and fluid intake, under which the 
. 

-

patient can usuall1 be carried to complete dilat­

ation, which operative delivery can be eff"ected 

with relatively little risk. Only where there 

objective signs or 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 toe spare the parturient who has some

complicating disease, for example, toxemia,

tuberculosis, chronic nephritis or cardiac disease,

in the belief that bearing-down ef.forts.are

(16)
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be harmful or that prompt delivery is desirable • 

The majority of other ma.tern;:.:.l indications 

are debatable, or there is an honest difference 

of opinion concerning the proper therapeutic pro-
' 

cedure. Antepartum hemorrhage falls into the lat­

ter category. Placenta previa presents a 

accepted indication for intervention, lrut there 

is one group of authorities �ho argue th�t &11 

such patients should be delivered &p��i)taflY, 

· while others insist that this method of attae'lt

should be reserved for exceptional cases. Espec­

ially in the marginal and partial varieties, del­

ivery from below after rupture of the membranes

or the introduction of a Voorhees 1'.>ag is at �ast

as safe .for the mother. Certc::.inly then the child

is premature, as is usually the c se, the increcsed

fetal mortality rate is of little concern, since

the size of the child inevitably prejudices its

chance for survival. Premature separ·tion Qf the

normally implanted placenta most frequently results

in only mild blee"ding 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 has

recently developed a tendency toward less radical

procedures.
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In a ten year Jurvey at the St. Louis Matern­

ity Hos ital from 1927 to 1937 reporte:d by Saule 

contracted pelvis was the most frequent indicat­

ion for operation on both services, accounting for 

40.5 per cent of all ward and 26.9 per cent of pri­

v·te operations, a combined incidence of 34.2 per­

cent. During the first five years, 6I8 per cent 

of all ward operations were performed for medical 

reasons; during the second period 42:. 2 per cent 

w�re_&.perated for similar causes. This group of 

patients included cardiac, ptilno�y and ttlyroid 

disease, essential. hypertension, arthritis, 

with marked varicose veins, 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 is this change 

in indication which is chiefly responsible for the 

increase in incidence of cesarean operations on 

the ward service. The indications 

(18)
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With the experience of many years as 

ground, professors of obstetrics, such as DeLee 

and Williams (10), have essentially agreed that

the indications for sections are 

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. Neoplaems 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 life of mother, child, or both. 

These include, among others, the following: 

a. Conjugata vera of s1x and one half to

nine centimeters

b. Placenta. previa

c. Eclampsia

d. Abruptio placenta.

e. Prolapse or cord

f. Habitual death of

(iO) 
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In this series among the primipara, the 

predominating causes for section were generally 

contracted pelves; usually the so-called border�­

line cases insofar as pelvic measurements were 

concerned. Only one case in this series was in 

the absolute indicatiem group, i.e., with a 

eonjugata vera of six centimeters or below. The 

majority of them were actually closer to nine cent­

imeters, but :in all except the eclqpttes 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 cesareans were done because of previous 

for generally contracted pelves. 

In a series of 1,oos·cesarean sections, 

Matthews (12), gives the following indications for 

prima�y operations: 

(21)



'nroICATlONS FOR PRIMARY CESAREAN SleTIOiffl

1932 to 1937 

Contracted Eelvis 

Pre-eelamptic toxeJl11a and nephritis 

Uterine inf!rtia Md cervical dysto�ia 

Placent previa 

P?-evioy.s gynecologte operalions 

Pelvic tumors 

Cardiac 

Other medical ang surgical compligat!ons 

Ecla.mpsia 

•• t 

Premature separatioB gf pla�enta 

I I 

Congenital malformation of vagina or, uterus-

Pendttlg,u§ abggpea 

ascellaneous 

(22) 
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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 approxim2tely equal, the incidence of section 

was higher .on the private service. Over half of 

the sections were performed because of contracted 

pelvis. Previous stillbirth and difficult delivery 

was the next rnost 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 foifowing repair 

of the rent.

Mohler (14) states that the present Philadelphia 

Lying-In Pennsylvanis. Hospital was opened on July l, 

1929, and up to March 1, 1942, 27,829 babies were 

delivered in the institution. The ope-r-ative incidence 

for all deliveries was 63.2 per cent when ali 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 1s high because of the selected group of 

patients which are referred to the hospital, and 

(23)
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because of the liberal view taken by the staff toward 

the operation. Most of the patients were prtmiparas 

and secundiparas, because the policy of the staff is 

to give all patients the op ·,ortuni ty for sterilization 

at the time of the second 

CHIEF INDICATIONS 

�isproportion 534 
Previous cesarean section 299 

Placenta previa 84 
Toxemia 66 

?remature separation 44 
Heart disease 3B 
Fibroids 35 
8ervic&l dystocia 33 
Previous vaginal repair 24 
Elderly priminara 19 
Tr�nsverse lie 10 
Sterilization 8 
Uterine inertia 8 
Ovarian cyst 7 
Brow or face nresentation 4 
BicornP-te uterus ' 

4 
Obtain livi�g child 3 
Acute apoenGicitis 3 
Uterine rupture 5 
Tuberculosis 4 

Postmortem to save babv 7.: 

.Ahdominel pr&gnancy 2 
Pvelonenhritis -,.,.-----------'---a_ 
Imperforate anus orening into Vugina 1 
Unclassified-not o obstetrical importance 1 
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Lohmann and Mietus did 48 cesarean sections 

with caudal anesthesia. They ueed as indications 

for their operations as follows: 

Previous section---------------------16 

Cephalopelvic disproprotion--------12 

Premature separation of placenta _ _,.... __ 5 

Toxemia without convulsions�---..:.---4 

Malpresentations----------------------3 

P1aoenta previa---------------------2 

Dystocia------------------------------2 

Toxemia with convulsions------------1-

�revious extensive vaginal repair-----1 

Previous stillbirth in an 
elderly primipara---------------1 

Fetal distress--------------------•--l

None of the women with whom previous section 

was listed as an indtcation_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 tw.elve of those 

listed as celhalopelvic disproportion were given the 

benefit of an adequate te�t labor. The two listed 

under the ambigUOWl term "dystocia" include instances 

where the cervix failed to efface and dilate wtth an 

attempt at delivery through the normal cbannels , 

(25)
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The term cephalopelvic disproportion in­

cludes all the cases of absolute contraction of 

th€ pelvis as well as the borderline cases where 

, the fetal head was too large to enter the pelvic 

inlet. �he 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 fact that there is 

quite a controversy as to its advisability. One 

is impressed with the fact that previous cesarean 

section a.s the only ind.ication, increa_sed from -

16 to 54. This would also show

"once a cesarean always a cesareann has gained 

more followers during the last decade. Another 

interesting figure is the marked decrease in the 

number of cases delivered by the section where 

the only indication was sterilization. 
-- - "" ... � . 

many of the other causes might be questioned. 

(26)
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even with the benefit of Duhrssen's incisions, not 

deemed advisable. 

Lull (16) compiled a study showing a compar­

ison between cesarean section in 1931 and 1941 in 

Philadelphia. 

TOT/1L HJSIDFW�E OF CFPAREAN SECTION 

339 · 450
I 79

__ _§§_ 
_§_5 __ 
54 
47 

31 
26 

��6 20 
5 7 
5 

rt 

0 5 
9 

C' '  

0 
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In t he s even ye2.r peri od studi ed b:, Keetel (17), 

t her e were 383 , 277 t otal deliveries in Wi sconsin , 

with 7, 7l2.9 ces&r c2_n sections or &n incidenc e of 2. 02 

per cent. Thi s sur vey cover s t :_e y :.; ar s 1934 t o 

1940 i nclusive. An i nci dent of 2 .02 pe r c ent gives 

a r c:.tio of one cesr .. r ea.n for ever y 49 deliveri es . 

I NDIC ATI ONS Ti' QH CES ,~ Rii: ~N ST-~;;TION--WISC. 194 0 
Contr c..cted pe lvis and disproportion----------572 
Pr evi ous ce ~ar ecn section--------------------214 
ToYemi a------------- -------------------------110 
Placent a pre~ia------------------------------106 
Reason not s t ated---------------------- - ------ 70 
Pr em~t ur e separati on of nl acent a--------------45 
Uter i ne i ner ti a------------------ --- ----------40 
Eclam si c.-------------------------------------35 
Drolonged l aQor-------------------------------33 
Elderly pr i mipar a------------ - ----------------31 
Br eech----------------------------------------28 
Other mater nal complicat i ons----- -------------19 
Occi nut pos t erior-----------------------------16 
Tr~ns ver se pr es ent a t i on-----------------------14 
Previ ous pe lvic surgery-----------------------13 
Elective procedure----------------------------13 
Mat Arnal congenital defec ts-------------------12 
Contr ~ct ion ring------------------------------11 
~iscellaneous ---------------------------------10 
Ot her ceohc.lic ~al present&tion-----------------9 
He2rt diease------------------------- ----------8 
Ruptured uterus--------------------------------8 
Fetal asphyxic.---------------------------------4 
Diabetes---------------------------------------4 
Prolapsed cord------------------- --------------3 
Feta l malformation---------------------------- - 3 

1, 439 

(27) 
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lrnot (18) declares thnt the pr im&ry reason 

for cesare.s.n secti on is to obtain a li.'ling chi ld, 

although it may occassionally be necess&ry in 

cases of hemorrhage , in order to save the life of 

the mother reg~rdless of the state of the baby . 

However , Since the maternal ::nortc:bty from cesarean 

is from four to f i ve times higher th2n fro□ vagin&l 

delivery , one should have a very good reason for 

it before su1)jecti· _g a woman to the great adc:i tion­

al risk. 

Inrlications &re either relative or absolute. 

It is easy to assume that the only absolute indic ~­

tion i s where the pelvis i s to small or deformed 

to permit the birth of a live baby . All other 

indi cations are , therefore , relative an the 

number of patients delivered by this method will 

vary as the di agnost ic acumen , the courage , the 

patience , the experience , the honesty an~ the 

technical ability of each phys i ci c:n var ies. 

In a revi ev of cesarecn cases (187) in 

private practice and (378) sections performed 

&t the Univer sity of C&liforni a , Arnot gives the 

follo ring indications: previous sections , 31. 5 

percent of total; contracted pelvis , 10.~ per cent 

of total; toxemi a , 7.9 p.r cent of t otal; hard or 

(28) 
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normal previous labor wi th di ficult or nor mal 

delivery and dead bnhy , 8 . 3 per cent of total ; 

heart disease , 5 . 3 7 er cent of total; t erm or over­

due , l arge bE.by , unengc.:.geq. head , over - riding hea.d , 

posterior, relatively sm~ll pelvis, 5 per cent of 

total ; elce~ly pri rri para , 4 . 23 per cent of tota l ; 

placenta previa , 3 . 17 per cent of total; previous 

operation on the ut (~ .cus , 2 . 11 per cent ; tumors , 

1 . 58 per cent ; pr emature separation of the placenta , 

1.05 per cent; ec lc:.mpsia , 1 . 05 per cent of total; 

s t eriliaation , 1 . 05 per cent of total; pul monary 

tuberculos i s , 0 . 5~ percent of total; and miscell­

aneous 'Phi ch includ s such fact or s as request , 

hysteria , vcrico sities of l c..bia and r i ght leg, in­

carcera ted uterus , howel obstruction, etc . 

Lo , (19) gives a re port based on a survey of 

the cesar8an se~tions preformed in the public 

wo rds of the Burnside division of the Toronto 

Generel Hospital during a f i fteen year period , 

1925 to 1939 inclusive . 



I 
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TNDICJ',TIONS I 

1JUI!lber Per cent 
Dis pronortion 118 34 . <1 
1Previou s section 83 C ll ~ i::'.-'-1: . 

1:ilacenta pr evia 43 11. ~ 
Feart dise2s e 37 ' 10 . ~ 
Toxemi as 25 7. ~ 
Acc i dental hemo:vrhage 11 ::s . ~ 
Tumor 6 
Fuotured uterus 5 
hUscell aneous 17 

The cesar e&n section incidence a t Incker 

Hos pita l fo r the ten year period (1933 to 1934 ) 

reported by McGee (:20 ) was only 0 . 4 per cent. 

1. ~ 
1. 4 
4 . f 

The hi ghest inc i dence r eported in this survey i s 

8 . 3h per cent at the Cedars of Leba.non Hospi tal. 

t. ncker hospita l seems to be uni que in th2. t 

c ephalopelvic i sproporti on i s no t the me.in 

indication for per fo r~i ng ceszrean sect jons . This 

f a.ctor probably expl E.i ns the low inci rl..ence of 

&bdomin&l deliveri es . Di s roportion accounted for 

onl)r 22 . 2 per cent of c1ll c0sE·,rer,n sec:ti one . 

Flacent f ... pre ~✓i a l"iE, s the i ndic8 tion f or section in 

4Z .l per cent of the cases. The other indi cBtions 

(29 ) 
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were as follows: ablatio placent& , 11.1 per cent; 

obstructing tumors , G. 6 per csnt; medical rec:. sons , 

6 . 6 per cent; 5bnormrl prAsent&tions, 4 . 4 per cent; 

carcinoma of th . cervix, f . 2 per cent ; and fetrl 

distress , 2 . 2 per cent. Fveryother hospi t&l in 

the literature report d di spro , ortion or previous 

section FS the predomi nant indic&tion . As for 

~l~centa previ a , ~ost rren fe s l thrt cBs are2n 

section is indicated at l ecst in all central or 

complete types ~ith live b a ies and thctt rnarginBl 

or p2.rti&l types can be handled ivell frore b low. 

Stephens en (fl) files the following as 

i:i"ilcat ions f or sec~.:..on i n his 1:iork: 

HrDICl~TTONS 

R~peat - - - - - - - - - - - - - - - - - - - ~l 
?elvic dystocia - - - - - - - - - · - - - - - -55 
Elec t ive - - - - - - - - - - - - - - - - - - 51 
Toxemi a - - - - - - - - - - -f8 
Cervic·l dystocie - - - - - - - - - - - - - - 8 
Plecenta previa - - - - - - - - - - - - - - - 6 
Fetal istress - ~ - - - - - - - - - - - - - -5 
Prem&ture sep£ration - - - - - - - - - - - - 4 
Fxtensive repair - - - - - - - - - - - - - - 3 
Fibromyomata - - - - - - - - - - - - - - - - 3 
For steri ization - - - - - - - - - - - - - - 2 
Compound present.s.tion in t~dns - - - 2 
Acute appendicitis - - - - - - - - - - - - - 1 

(not di& gnosed) 

In the Helective 1' indica tions c..re plc:.ced 

many patients Mhom Stephenson ' s judgment decided 

for the operation rather th&n d livery through the 

natural passEges, although in m&ny instances such 

( 30) 



a delivery could have been accomplished . · Into 

this group fall several pat i ents who had been 

b&dly torn in Previous deliveries and had been 

success fully repaired by second operations . 

Oftentimes , it is wiser in such cases to do a 

low cesarean than to risk di sturbance of the 

successful operation . 

Normandie (22) has published a five year 

study (1937-1941) in Massachusetts as t o the 
I 

indications for ces ::rean section. During this 

period, t here were 333,731 births, of which 

272 , 752 occurred in hospitals. The incidence of 

abdominal deliveried was 3.3% or 11 , 030 sections , 

45 per cent of the cesarean sections were 

emergency and 54 per cent were elective. 

(31) 



INDIC t'T' IOUS FOR CESt_RED.f SF.CTION 

INDICATIONS 1937 1938 1939 1940 1941 TOTAL 
Previous section 576'. 635 608 7f 6 722 3267 

1Contracted pelvis 
or disoronortion 539 477 336 350 491 £193 

Pl acenta nrevia 183 175 Zl5 211 237 1021 
Toxemia 123 125 78 107 114 fi47 
Eclamnsia 10 9 11 15 8 fi?i 
1~alposition-baby 68 110 79 113 109 479 
Dy stoci a 9 4 202 220 279 24R 1041 
Previous surgical 

operation 45 43 36 56 50 Q?iO 
t ssoci ated medical ---conJit ion 59 61 51 51 4R 2R8 
Drevious obstetric 
diseaster 6 .1. ,1.7 52 73 7R '.Z. l Q 

Elderlv orimi par a 48 . 70 58 57 58 291 
Obstructing tumor 15 18 24 21 44 l c,n t:.,t:, 

Fetal distress 5 7 6 7 11 36 
Prola:esed cord 9 3 
Foilowing onerative 

4 4 7 2 7 · 

attempt 3 7 7 8 10 '15!'1 

BV request. or for 
sterilization 27 17 10 9 10 7'15 

Ruptured uterus 
Spontaneous 1 1 2 2 ..-. A ,:, 

Previous sec t ion I 1 7 6 2 5 20 
Abncrmality of 

G-U tract 3 4 2 3 7 19 
Twins 2 0 0 3 Fi 10 
Postmaturity 8 4 3 '8 8 31 
Malformation-fetus 4 ' ] 4 9 1 19 
Var1cos1ties--rolva 1 2 0 ] 1 fl 
Unengaged or 
floating head . :.Fi 0 0 I 3 0 8 

Congenital 
dislocation-femur 0 1 0 0 1 2 

Frbctured tJelvis 0 R 0 0 1 7 
Error in diagnosis p 0 1 1 1 4 
Surgical emergency 0 0 1 0 1 2 
Earlv rupture of 
membranes 0 0 0 0 2 C") 

,::, 

!Young primipara 0 0 0 l 0 l 
1Mul ti parity ? 0 0 0 0 2 
Prolapse of ut erus ~ 0 0 0 1 ~ 

Premature l abor 3 0 0 0 ' 0 ?i 
Fee blemindedne s.s, 1 0 0 Q I () l 
Social . economic 
reasons 0 3 0 0 0 ~ 

Abdominal hernia () ] 0 0 n 1 
Obesity 0 ] 0 0 0 __ lJ, 
Desire for live 0 1 0 0 () 1 

babv 
Bizarre 55 25 :ti2 19 19 lFiO 
Not Reported 47 Ll.A fl2 R3 39 :2aq 

(32) 
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This i s the lsreest seri es of cesrrean 

sectlons ever reported from one conmunity, .s!ld 

the results ~re r emarkedly good . ExERining them .. 
superfi c i &lly , one could not critic i ze them; but 

on cJ.rn.:;, lysis , one mu s t conclude thst mc:;n~r unnecessary 

c esc:.reans were done . Bec ;:,_u.se of this, the nu!l1bE::r 

of repe·t sections wi ll conti~ue to i ncre~se &nd 

will a l wrys gi ve a certain number of deaths . The 

sime criticism i s true r egarding the indication 

"contracted pe l vis or disproport i cm ." Ces~rean 

secti on is an easy way out of 2 di fficulty , ut 

it often has serious conseQuences for the mother 

in futur e pregnancies . 

E&.strm:;n (Z3 ) points out thEi.t during the past 

85 years t he inc i dence of cesare~n section in the 

majority of hospi ta.ls in the U. S . has increased 

more than five fold . The oper at ion of the section 

is about seven tines more da~eerou s than norma l 

deli very . ~.''hen He consi der the increc.s:'Lng num.ber 

of cesarean sections which ar e being performed 

in this country , and the high m.2.tern-·l mortality , 

i mmed i ate &nd remote , as societed with the oper a ­

tion , it becomes pl a in that the indic&t ions for 

the procedure mus t Et lY:c:.3rs be we i ghed. vi th met ­

iculous c&re before the final dec is ion is re&c hed . 

(33) 
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The common conditions , \vhich undr-r c8r tr in cir­

curris t ances, ma:.r be indiceti ons fo r ce s c:..r ean f c:; 11 

int o four r.1a.in e; r oups: 

I Di sproportion between chi ld P.'nd bir t h 

Contrac ted pe l vis 
, cessive s ize of child 
Jeopl asms bloc cing birth c anal 

II Hi s tory of pr evious ce s arean section . 

III Pl acenta previa r nd premature separ at ion 
of pl ac ent a . 

I V Non-convul s ive toxemi~s. 

The V!m. H. Coleman Hospi t ~l V'as fo rma lly 

dedicated by E-.Jl addre s s by Dr. Pa lmer Findl ey in 

Oct. 19~7. During the per iod of eight years end 

t wo months de scri bed , ther e were 7, 368 patients 

a t or past vi 2-bility deliver ed, as reoor t ed by 

Gust · f s on (24). The number of cesare an s ections 

during thi s period wa.s 306, and inci denc e f or t he 

ent i re period of 1 to 20 . 1 or 4 .8 per cent. 

I NDICJ.T IONS 
Contr acted pelvis - - - - - - - - - - - - - -186 
?revious section - - - - - - - - -99 
Placenta pr evis - - - - - - - - - - - - - - - 29 
Non-convuls i ve toxemi a - - - - - - - - - - 35 
IEclamps i a - - - - - - - - - - - - - -- - - - · -17 
For s t erili zation - - - - - - - - - - - - - - 9 
Heart condi t ions - - - - - - - - - - - - - - - 8 
Cer vica l dystoci a (1 Carcinoma of cervix) - - 5 
Abruptio plac entae - - - - - - - - - - - - - - 5 
Fibroids - - - - - - - - - - - - - - - --- - - 5 
Ruptur ed ut erus - - - - - - - - - - - - - - - 3 
Pr evious dystoci & - - - - - - - - - - - - - - 5 
Prolaps ed cord - - - - - . - - - - - - - - - 3 

(continued ) 
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Fet&l distress - - - - - - - - - - - - - - - 2 
Previous plas tics - - - - - - - - - - - - -- 4 
Toxic goiter - - - - - - - - - - - - - - - - -2 
Age - - - - - - - - - - - - - - - - - - - f 
~iscellaneous - - - - - - - - - - - - - - 7 

L~anahan , Conn&.l ly , and Eas tm .n (25 ) , present 

a ser i es of 1 , 333 operations, 718 of the se sections 

performed because of contra6ted pelvises . These 

indications were as follows: 
PRD;IftRY INDICATIONS 

:::ases Per Cent 
Contracted Pelvis Contracted \595 44- . 5 

and Pelvis . 
' . 

Uterine inerfut 7'2 5 . 4 
Meche.nical Dystocia: . 11; alpresenta-

i .. 
;tions ( 45); 59 , 4. . 4 .. 
Oversize baby 
(14) 
Tumor blockin& 21 1.5 
birth cana l · 
Elderly primig -
r avidas 35 f , . 6 

54 . 4% TOTAL 781 58 . 4 
Toxemias: Pre- eclampsia 104 7 . 7 .. 

Hypertensive 93 6 . 9 
vascul ar 
disease -
Eclc:.mpsi a 

~ 

(before 19:Z O) 6 0 . 4 
1 5 . 0~ ' 203 15 . 0 TOTAL ~ 

Previous Cesa rean Previous 115 11 . 2 ::I 

Section: cesarean . .. 
. section ~ 

11 . 2~ TOTAL 115 11 . 2 
[Hemorrhage : Placenta 

I previa 40 3 . 0 
Premature 
s~paration of 
placenta l 48 3 . 6 

6 . 6% TOTAL 88 6 . 6 
Intercurrent Disease: Heart 

Disease, 
Tuberculosis 
etc 40 ' 3 . 0 

3 .0% TOTfL 40 3 . 0 
Unclassified: Pterilization 

(before 1930) ,106 ,, 5 . 8 
3 4 ; Others, 
72; 

5.8~ TOTAL 106 5. 8 

(35) 



Adair (26 ) reports an inc i dence of 4 . 4 

per cent at the Chicago Lying-in hospital from 

1938 . He states that at this hospita l they have 

insisted Lore vigorousl• on reaching a dec ision 

for or ag a .inst cese.rean section after 1 :2 t:1ours of 

ruptured membrE..nes or 24 hours of labor . This 

has not resulted in an increase of cesarean 

section regardless of this rule. On the question 

of outlet contrac tion, it is important to recog­

nize it early a s it is a bar fre quently to natural 

or instrumental delivery . If it is not dia.gno sed 

early the contraindications for the section will 

arise before it is recogni zed and , of cours e , then 

the operation is to l r.te to be advantageous. 

In Free's (27 ) report and analysis be has 

studied a group of 500 consecutive cesarean sec t­

ions performed at Chicago Lyin-in Hospital from 

March 1 , 1938 to M&.rch 6 , 194~:. During this 

period there was a total of 11, 881 deliveries at 

Lying - ~n Hospital , giving a section incidence of 

4 . 43 per cent for this particul&r group and · 

period . 

Indications for Cesarean. 
Th8re was a tot2l of 306 pr i mary sections 

in the series (61. 2 per cent). This is an 
inclusive figure comprising the tot e.l of 
laparotrachelotomies, 

(36 ) 
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cesarean hysterectomi es , clas s ic s.l and vag­
inal sections. 

Dvstocia and Disproportion . 
Cephalopelvic disproportion , 75; 

contracted pelvis, 30; fibroid uterus, 
16; pro longed labor with inertia , 9; 
elderly primi para , 4; stillbirth history, 
4; c rvic&l dystoc i &, 3; contraction 
ring, 2; transverse, 2; uterine anomalies , 
2; dystrophy- dystoc i a syndrome, l; 
brow , l; face ,l; overian cyst blocking 
pelvis, 1. Total- 160 cases (32 .0~) 

Toxemi as . 
Pre-ecl&rn.psia, 37 ; ecla psia , 8 

(8.0 per cent); hypertension, 22 ; nephritis 
and pyelitis , 13 (7.0 per cent). Total 
75 cases (15.0 per cent) 

Hemorrhage . 
Placenta previ a , 39; abruptio placenta , 

13 ; ruptured uterus, 2 . 54 cas es (10.8 
per cent). 

Cardiac. 
1~ cases ( 2 . 4 per cent) 

Other indications for primary section. 
Diabetes , 2; pulmon&ry tuberculosis, 

l; premature rupture of membranes with 
intrauterine death of fetus, l; SPcStic 
paralysis , 1. 5 cases (1.0 per cent) 

The predominating indication for operating 

the remaini ng 194 (38 .8 per cent) cases wc.s pre­

vious section. This was combined with a desire 

to sterilize in many i!lstances; i n others , the 

primary ind ication carried over and ~nhanced the 

reason for the section . Cases of contracted 

pelvis, hypertensive vasculcr disease , nephritis, 

and certain chronic diseases are illustr2.tive of 

continuing concomi t.s.nt indications which reinforced 
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the decision for the second sec tion. 

In the ive ma jor hospitals in Oakl and, 

29 0 c esarean sections ~ere perfor□ed dur i ng the 

y ear 1913 . This r epresented 4 .07 pe r cent of the 

tot~l deliveries in these hospit~ls. The i n -

cidence of ces arean section over a .c-· 
.1 J.ve year 

period r e :::iorted in [:;.nether study a f ew year s ago 

was 5 . 06 per c ent. The i ncidenc e vari ed in 1943 

fr om 1.14 per cent in the count ry hospita l s to 

9.97 per cent in a private institution. 

I NDI CATIONS FOR CEs;n~tN SECTI ON 
Pr evious secti cn------------------------------80 
Dis Dr o porti on---------------------------------66 
Contract~d ~elvis---- ------------ -------------42 
Pl &c ent a pr evis ----------- --------------------2~ 
Toxe~i a---------------------------------------19 
c)r em2tur 0 se".>era tion of Jl -s c enta--------------16 
Breech present at ion----------------------------7 
El derly pr i mi par a ------------------------------5 
For sterili zation~---~-------- -----------------4 
ir-iromas-----------------------------------------4 
ci~rvic ~l dystocia------------------------------3 
He0rt di se5se ----------------------------------f 
Hi s tory of difficult l abor---------------------2 
Failure to dilate------------------------------2 
Anthropoid polvis------------------------------1 
Face pr e s ent ation------------------------------1 
Active tuberculosis----------------------------1 
Borderline pelvi s -----------------------~------1 
Intes tiona l obstruction------------------------1 
Asthma------ -----------------------------------1 
Palyhydr &.mnios-------- ------- ------------------1 
Ut ~rine ru:Jture---------------------------------1 
Sever e nausea &nd vomiting---------------------1 
Post t erm--------------------------------------l 
Dystoci a due to soft parts---------------------1 
Old spin&l injury------------------------------1 
Epilepsy------- ----------------------- - - - -----1 
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Only 40 of the pati ents operBted on for 

disproportion had h& d l abor pains of sorre kind , 

while 26 had no tr .ial of labor. Only four had 

reached the second stag e of l~bor. In two of 

these , delivery by forceps failed. In many of 

these the l ength of l abor was only a fe \Y hours. 

Twenty-one patients had an unengaged or floating 

head after a few hours of l abor pa.ins. X-ray 

pe lvimetry was done i n only s i x patients . Ni ne 

patients were 34 to 41 year s of age. It wa s 

often difficult to separate the ca s es of con­

t racted pelvis from those of disnroportion . 

Many of those listed us contracted pe lvis by the 

attendsnt coulcl have been put ,,-Ji th t he c 1'.:.ses of 

dispro ortion because no pelvic t!.easurements were 

noted . Sever&l patients with deformity of the 

pelvis had no X-ray study. 

Twenty-three patients ha.d cesE, r ec:::n section 

on account of pl a.c enta pr evic•. In one CG se , there 

was not even bleeding to substantiate such a 

di agnosis. In only a few was the di agno si s veri­

fied by vaginal examination before operation . 

In seven c a s e s t he placenta was m&rgina l and in 

five central . In the others the type wa s not 

recorded . In only t wo cases of pla.centa previ a 

were blood transfusion used. 
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In the seven pati ents in whom breech 

presentation was the main i ndication for cesarean, 

three had labors from six to 27 hours and then 

operation because of no progress or no engage­

ment . One patient a l so had a small pelvis hut 

no di agonal conjugate wa.s recorded E;.nd no ~-rays 

were done . In one pat i ent , in l abor six hours 

without progress, t he additiona l notation was 

ma.de thL t she ·was hysterical vvi th each p2in 1:md 

w& s non-cooperative . Pnother patient had had 

a previous norm2l l abor . J1 fourth pa.tient, who 

had G breech with n 1'1£.rge baby '' ,;r.dghing seven 

pounds , t we lve ounces , v,&s no t per.1.1i tted t o go 

into labor before operatton. 

1~11 the five elderly primipar as had cesarean 

sections without a trial of l abor. The ages 

r anged from 35 to 42 years . Four patients had 

elective ces ar ean sections because of the desire 

for sterilization, an unjustifiable procedure . 

All had h&.d one to three previous children . In 

t vm pati ents had a histonr of long 2.nd difficult 

labors so had cesarean sect i ons without a llowing 

l abor to start . 

Selley (29 ) has arranged c ser i es of indic a­

tions as follows: 



ICases 
Dispro portion - - - - - - - - - - 60 
Previous section - - - - - - - - 30 
Hemorrhage - - - - - - - - - - - 21 
Shromic organic disease - - - - - 7 

Chronic glomerulonephritis 
Di&betes ann Toxemia 
Fpile sy and Toxemia. 
Fragili t as Ossium •;ri th 

Breech and no progress 
~lultiple Scl8rosis 

Vaginal and Cervic&l DystociE.. 
and Ptresi a - - - - -

Ptresia of Cervix · 
Atresi~ of Vaginal 
Cervical Dystocia 

7 

Cardi a c - - - - - - - - - - - - - 4 
Toxemia - - - - - - - - - - - - - 2 
Others - - - - - --- - - - - - - - 5 

Habitual abortion, e l derly 
primip&ra with breech 

Optic atrophy 
Congenital disloc ation of hir 
Separ a tion of symphysis and. 

both sacroiliacs 
~.fultiple Fibroi ds - - - - - - - - 4 

Per cent 
4J2. 9 
21 . 4 
15 . 0 

5 . 0 

5 .0 

2 . 8 

Jackson and Titus (30) report a series of 

cases from priva t e records with special reference 

to cesarean section . Among 2 , 539 consecutive c a s e s 

in privc:te practice , the number of cesar eans was 

258 or 10 per cent . 0 f the~e 171, or GG . 6 psr 

c ent, •rere pr i m ry cesareans , while 87 or 33 . 3 

per cent were repe t c-ses. The indicat ions for 

operation were a s follows: 
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Previous cesarean - - - - - - - - - - - - - 87 
Hi gh presenting part in pel vic 

di sproportion - - - 57 
Toxemia - - - - - - - - - - - - - - - ---- - 26 
Previous hard l abor - - - - - - - - - - - - -15 
Separ a t ed pl ac enta - - - - - - - - - - -- - 14 
Cardiac di sease - - - - - - - - - - - - - 8 
Extensive reua.irs - - - - - - - -13 
Placenta previa - - - - - - - - - 8 
Age - - - - - - - - - - - - - - - - - - - 7 
Complicating fibroids - - - - - -- - -5 
Constitutional disea s es - - - - - - - - - 5 
ephritis - - - - - - - - - - - - - - - - - - 4 

Sterilization - - - - - - - - - - - - - - - - 3 
EclB.n:ps i a - - - - - - - - - - - - - - - - - - 3 
Diabetes - - - - - - - - - - - - - - - - - - - 2 
Ruptured uterus - - - - - - - - - - - - - 1 

From Atlanta , Ga., ~cCord (31) ha s a 

series of 220 cesarean sections in seven hos ­

pitals . There was an incidence of one section 

in 92 deliveries. The main causes for the opera­

tion were as follows: Contracted pelvis, 26 . 2 

per cent; toxemia of pregn ncy, 2G.2 per cent; 

pl acenta previa , 15 per c ent; and dystoci e. , 10. 4 

per cent. St erilization a s done in 23 .1 per cent. 

At the Cleveland Maternity Hospital , Barney , 

Fish, and Ri emenschneider (32) deal with the 

obstetric c2ses delivered by abdominal cesarean 

section from the ye&rs 1931 to 1911. The~r report 

comprises cJ.n ana lysis of 1, 317 such operc,. tions 

thus permitting a r ather thorough study of certain 

phases of the subject . . The c&ses included are from 

both the staff and private services. The private 

incidence is 6 .0 per cent wr~le t hat of the s t aff 

service is 6 . 3 per cent. 
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INDICAT IONS PORA DOHIWAL 
CESAREAN -

qepeat sec tion - - - - - - - - - - 404 30.1% 
Smc.11 measurements etc - - - - - - 354 26 . 8 
Placenta. previa - - - - - - - - - 120 9.1 
Prema.ture separ&.tion - - - - - - - 102 7 . 7 
Toxemia - - - - - - - - - - - - - 101 7.6 
Cervical dystocie. - - - - - - - - 6-1 4 . 8 
";fedic2.l indications - - - - - - - 59 . 4 
Pelvic turmor - - - - - - - - - - 38 2 . 8 
Unclassified - - - - - - - - - -- 70 5 . 3 

, Lull and Ullery (33) report 112 cases of 

cesarean section done under continuous c audal 

analgesia . Those indications for operation were: 
.------------------- -- __ _,, 

Disprbp01;tion, Twin r egnancy , 
toxemia 

Disproportion, pre-eclamtic 
toxemia -

Disproportion, previous section 
Disproportion , pulmons,ry 

- - 1 

- 1 
-11 

tubercu osis - - - - 1 
Disproportion (ceph&lopelvic) - - - 6f 
Di&betes - - - - - - - - - - - - - - 2 
Ecl&mps i a - - - - - - - - - - - - 1 
Pre- eclampsia - -: - - - - ~ - - - - - 5 
1,,1ul tiple uterine fibroids - - - - - .1. 

Previous hysterotomy - - - - - - - - 2 
Rheum&t ' c heart disea.se - - - - - - - 3 
Heart disea se - - - - - - - - - - - - 8 
Previous difficult de livery - 3 
Uterine inertia - - - - - - - - - - - 1 
Epilepsy - - - - - - - - - - - - - - 2 
Severe contractile burn & sc~r . 

of perineum - - - - - - - - 1 
,ll,dvE,nced pulmorn:,.ry tuberculosis - - - 3 

· Prem~ture sepor tion of pl~centa - - 1 

Feiner (31 ) remarks th&t cesarean s ection is 

a.ccomp&nied by a greater morbidity c:nd mortablity 

thc.n uncomplic&ted simple la.pn.rotomy . It v.;-ould 

appear from a study of the situction thct the 

technic&..l surgery involved is fo.r l ess important 
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than a well organi zed effort to intelligently 

interpret and ev"'luate the attend&nt gener.s.l and 

obstetric st2tus of t he patient . Me. ture deli ber .s. te 

obstetric judgment pl ays c1 much more i mporta.nt 

role than t he equal l y necessary obstetric operat­

ion. 

The cla s sification of indic ations a s outlined 

by Gordon (35) with such modifications as are 

expl a ined under t he proper headings . 

1. 
2 . 

4 . 

Cases of contracted pe lvis 
Ca s e s of ec l ampai a and other toxerdas 
of pregnancy 
Ca ses of ant epar tum hemorrhag e (~lacenta 
previa and accid ental hemorrhage; 
Other conditions 

The most fre quent indic ation for section va s con­

tracted pel vis, tot a ling 206 cases or 59 . 3 per 

cent . In the second group was '7 cases of eclamps i a 

a.nd 14 case s of pre- ec l c=tmp s i a . The thircl group 

was composed of 23 cas e s of pl acenta pr evi a and 

9 cas e s of abl atio pl acentae , 1 tota l and 5 u&rtial. 

Among other conditions wer e listed the f ollowing : 

Car di ac diseas e - - - - -- - - - 14 
Disproportion - - - - - - - - 24 
Cervic a l dystocia - - - - - - -- 19 
Multipl e fibroids - - - - - - 5 
Br eech - - - - - - - - - - - -- - 8 
PeEsi stent occi pi toposterior - - 3 
Habitual stillbirth - - - - - - - 2 

and one each of the following: inter posed uterus , 

r uptured uterus, parapl eg i a fol lowing enc e::,h[Jitis, 

previous third degree l acerations , tor s ion of 
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uterus , ventral fixation , hemiplegia , transverse 

present o.tion , psychosis, previous m~romectony , 

previous polio , hypertension, henipl egia plus 

hypertension , ulmonary tuberculosis , unengaged 

he c..d , hYphotic pe lvi s in ;;n elder ly primipa.r a . 

The contracted uelvis gr oup included 55 case s 

of absolute contraction in which the indica tion 

1r2 s obvious and the deli v8ry by ces c:~reEn section , 

either elective or following a short tri al l abor. 

The l ur ger proportion . were borderline contrac tions 

f;rhich necessit a t ed the r,:;ost c.eliber a.te obstetric 

judgment i n their manag ement. The cruci a l dec i s-

ion has been to determine where the 1:12.rgin of 
\.... 

safety ends beyond ~hich is the apecter of an 

exhausted mother 1
,
0:i th dimini shed resi s t 2..nce to 

hemorrhage and infection , and & badly j e opard­

ized baby . 

From the Bronx Hospi t2.l co!,1e s c=; report by 

Rosensohn, Kuslmer , c.nd 11.rahrsL1ger (06) on a 

seri es fro:n July , 1932 through Dec. , l!'.1 ,:~: . There 

1.vere ,.Ja9 L'.l ce"' G.re2n operati on:=; Rnong 20 , ?63 cases . 

Thi s repr esents .snd incide:t1ce of ~' . ,'L per cent. 
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I NDICt TI Ol'iS 
Indicat ion No. of ca ses 

Contructed pelvis - - - - - - - - 163 
Cephalopelvic disproportion - - - 93 
Previous section - - - - - - - - 89 
Placenta previa - - - - - - - - - 67 
Premature separEti on - - - - - - - f 9 
~al9resenta tion - - - - - - - - - 8 
Cardiac , elective - - - - - - - - - 5 
Toxemias - - - - - - - - - - - - - - 7 
Stenosi s of the vagina - - - - - - - 2 
Previous gynecologic operations - - - 6 
Fibroids cornplic &. ting pregnc.n(}y - - - 9 
Postmaturitv - - - - - - - - - - - - - 1 
J.bdorninal pregnancy - - - - - - - - - -1 
Fetal i stres s - - - - - - - - - - - - o 
Elderly prir:iigr t=-.vid.s.s - - - - - - - - 11 

The :q.ext t able gives t he i ndic 2.tions for 

which cesar ean section was performed a t the 

Queen 's Cha.rlotte s ' Hospital during the years 

1926 - 1936 inc lusive, &n ~lyzed by Phillips (37). 

Indications No. of cases 
Contracted pelvis and disproportion - 421 
?lacenta previ~ - - - - - - - - -- - 68 
Car di ac disease - - - - - - - - - - - 56 
Breech (with some complications) - - 58 
Previous obstetric diff icultles - - - 59 
Fibroids - - - - - - - - - - - 8 
Ovarian cyst - - - - - - - - - - - --- 8 
nrolGpse of cord - - - - - - - - - - - - 9 
=.!iscellaneous - - - - - - - - - - - - - 6Q 

TOT/IL. 756 
The indications in the miscellaneous cases were: 

Absolute Indica tions 
Tumors i mp&cted in pelvis - - - - - - 1 
TUP1ors of pelvic bones - - - - - - - - 2 
C&rcinoma of cervices - - - - --- 2 
Atres i a of cervix - - - - - - - - 1 
CErcinoma of rectum - - - - - - - 1 
Previous &bdomino-

perineal excision of rectum - - 1 
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Relative Indic&tions 
Concealed acc idental ante-parturn 

hemorrhage - - - 1 
Rigidity of perineum (perineorrhaphy) 7 
Sear in uterus from rayomectomy - - - - 3 
Bicornuate uterus - - - - - - - - - - - 2 
Tialpresentations (other than breech) - 5 
Eclampsia - - - - - - - - - · - - - - - - l 
Hydr&mnios (diagnosed as ov2rian cyst) - l 
Varicose veins of the vulv& 1 
~hrornic nephritis - - - - - - - - - - - - 4 
For sterilization - - - - - - - - - - - 5 
Age , with some obstetric &bnorm~lity - - 6 
Acute intestinal obstruct~on from 

previous abdominal operation - 1 
Edema of vulva - - - - - - - - - - - - - 2 
Alhuminuria - - - - - - - - - - - - - - -1 
Contraction ring - - - - - - - - - - - - 1 
Tuberculosis - - - - - - - - - - - - -- 2 
Uterine inertia - - - - - - 4 

T01I!,L 60 

Kohn and Harrison (38) analyzed 1,088 

1 

cesarean sections done a t the Univers ity Hos­

pital of ;;;es t Virginia fror-1 19Z0 to 19Z,4 . The 

m&.tcrial WEiS divided into three e i ght year periods 

for purposes of compc:.rison. There were 613 white 

c.nd 175 colored pe.ticnts, 347 private and 7'11 

~&rd. Si nce there w~s & total of 19 ,778 deliver i es 

during this period , it represents En indidence 

of Z.l _per c ~nt. 

PTDICA.TIONS 
1920-27 29-35 36- 43 Total 

Cephfa lopelvic 
disproportion - - - 105 139 19~ 436 

Placenta previa - - - 23 1n7 87 104 
Premature separ&tion 
I of pl2,centa - - - - 5 42 38 _85 - -
Ec lamps i a - - - - - ._ 30 8 0 38 
Pre-eclampsia - - - - 13 41 50 104 

(.continueaJ 
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1920- 27 \ ~9- 35 36-43 rotal 
.t>o st ecl@npsia 0 0 6 6 

, Previous cesarean 
section 1 2 20 23 

, He art dise.s.se 4 5 10 19 
Hypertension and 
sterilization 0 10 8 18 

Prolonged l abor 13 2 0 15 
Mental deficiency 

and sterilization 0 10 2 1~ 
Tr ansverss present ation C'\ 5 /l 11 ~ 

Breech presentation ll 1 6 11 
Hi gh amputat i on 

of cervix 1 2 6 9 
El derlv primipara 1 1 6 8 

1""5i scellar1eous ( 5 or less ' 13 19 4 0 7:2 
TOTJ, 215 394 475 1 . 084., 

Under t he indication cephalope l ~ic dis proportion 

has been grouped all cases of contracted nelvis 

lus thos e cases in which the pelvis w&s appar ently 

normal or borderline with a l ar ge baby . A ntric:.l 

l abor 11 r c:ther th&n c:. Ht est of l E~bor'' is the clinic 

rule and a number of these c2ses have come to sec­

tion after such a 1:trial 11 has failed to produce 

the desire de cent of t he presenting part . 

Fraser and Sparling (39) s:;,y the.t the per-

fo rnance of thi s 0peration shoul be limi ted in 

the bulk of cases to the followi ng five rea sons: 

1. Pe lvic contraction , or cephElopelvic 
disproportion. 

2 . Neoplasms obstructing t e birth cahal. 
3 . Hemor r hcge (placent a previa ). 
" 'T' • ':t o ~oxemia . 
5 . Repeat sections . 

A ~ell trained obstetrici an will strive t o avoid 

r ather tha.n to choose deli very by ce sar ean section 

in the face of an obstetric emergency , c::.nd rna.ny 
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times will be entirely successful where the 

untra.ined man would subject his patient to t he 

greater risk of section. t.ny hospital vi th 2 

high proportion of its totvl de l i vPri 6S accomp­

lished by cesc.r eo.n s ection rn2.;y be l ooJ-c r.d upon 

with grave suspician. This indicates tha t the 

obstetric ability of its attending physicians, 

who are responsible for this, is below average. 

Two questions arise when this operation is 

chosen for a patient by her medical attendants. 

The first is whether the decision v;as an honest 

one, and the second is whether they are competent 

to make the decision. Lynch (41) says th2.t this 

operative furor can be combs.ted by creating the 

sentiment in the urofession tha t onlv the quali­

fied obstetricians should be allowed to under­

take major obstetric surgery. 

On the conservative side, Cosgrove and Norton 

( 42) say thc:.t cesarean section should not be under­

taken at all except with the concurrence of at 

least two physici&ns, one of whom should be, if 

'possible, an obstetrician of acknowledge compet­

ence and experience. This rule should govern its 

employment according to definite regulations in 

all properly orga.nized hospitals. 
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Historically , cesere&n section hE s been e:rrnloyed 

only for high degree~ ~f feta-pelvic dispropor­

t ion . Indeed , until ,_bout fifty :re&.rs s.go its 

vr,lidi ty on o.ny other groimds W[: S not recogn-

i zed . In the last forty to fifty years , however , 

the term r e l ~tive disproportion h&s become so l i b­

eralized E~s to connote c:;_ny degr ee of f e to-pelvic 

di sproportion ·hich mc1kEs vagin[ l delivery unusu .. lly 

difficult or v,hich carries rnor8 than a minimum 

hczrrd for the bBby' s survival i n vaginal delivery . 

This trend , 1hile Dndoubtedly cons ervat i ve in 

expert hs.nd s , has been pernicious in the h2nds 

of the occasional ope r Etor l ~cking the obs tetric 

c apacity ·to adequ&~ely judg e corollary conJitions 

2ffect j_ng individua l s i tuc: .. tions. 

P2ralleling the more liberhl ett i tude involv­

ing the feto - pe lvic rel&tion of size i s the use of 

cesarean section for other !Tlech::::,nic&l -interferences 

with labor , such hS malpresentation , occasional 

factors of dystocia of the soft parts in the birth 

trcct End tumors extrinsic to the uterus . 1\nother 

group of indications comprises now. ~ ~ch&ni c a l 

abnormalities peculi ar to the pregnant state, such 

.&s c ert&in types of pl a c enta previa , abruptio 

placentae End severe , rapidly progressive toxemi a . 

Still another group involves di sease conditions 
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.. in the mother primarily dependent on the 

pregnancy , such as tumors of the uterus or other 

organs .not necessarily mechanically obstructing 

labor but indicating fr om its n t.,.ture ablation , 

rare cases of heart disease , disease of the central 
I 

nervous system and acutF infectious diseases. 

The surveys and stastical results obtained 

from the leading obstetric clinics are well 

nublicized, appreciated, and duly admired . They 

represent the par ~or the course. Excellently 

staffed, well equipped and with all decisions and 

techniques under the direct control of obstetric 

specialists, it is only reasonable to expect 

superlative results. However, the bulk of obstetric 

practice does not take place in these leading centers • 

. It is l argely entrusted to the hands of the small, 

moderate-sized voluntary and community general 

hospital, wherein every general practitioner does 
. ' 

his "confinement work" and thereby directly influences 

. the incidence, type, morbidity, and the mortality 

of abdominal delivery . 

This survey by Liccione (43 ) represents the 

eleven year study of cesarea.n section in such a 

200 bed hospital in whi ~h fift~r odd general 

practitioners "do obstetrics" ano when in trouble, 

(51) 



-

call upon the services of severr:cl surgeons or 

obstetriciens to help them out. This situation 

undoubtedly rr_ore truly represents nc. tion-1:ride 

condi tions . 

I NCIDENCE OF SECTION 
Year Births Sections Year Births Sections 

'1930 8:::2 19 1936 689 22 
1931 8~3 15 1937 781 17 
1932 790 17 1938 752 23 
1933 746 14 1939 831 23 
1934 635 13 1940 830 22 
1935 662 19 TOTAL 3,883 107 
rroTAL 4 . 478 97 

I NDICAT IONS 
·1930-35 36-40 

Contracted pelvis , before 
labor, elective - - - - - - - - 6 15 

Dystocia, cenhalopelvic 
disproportion - - - - - - - - - 34 33 

Pre-eclampsia - - - - - - - - - - 0 4 : 
Eclarnp sic. - - - - - - - - - - - - ' 16 4 
Abruptio placenta , accidental 

hemorrhage - - - - - - - - - - 3 6 
Pl&.centa prew.i.a - - - - - - - - - 9 13 
Repeat section - - - - - - - - - 14 12 
Cardiac - - - - - - -- - - - - - 4 0 
Previous operative repair - - - 3 3 
Fibromroma - - - - - - - - - - - 4 4 
Pulmonary hemorrhage - - - - - - 1 0 
Sterilization - - - - - - - - - - 1 0 

Interest of child - - - - - - 2 9 
Chorea of pregnancy - - - - - J 0 1 

TOTAL . 97 107 

rot withstanding the availability of X-ray 

pelvimetry, it is apparently still very difficult 

for the general practitioner to evaluate properly 

compar at ive cephalopelvic proportions. Injustifica­

tion, may it be said that proner evaluation of c1 

pelvis is still the most difficult task which 
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confronts the trained obstetrician, not to 

mention the l ack of uterine force and the 

deficiency of mental and physical stamina with 

which so many of our modern women approach 

labor. These is a marked reduction in sections 

for eclamps ia. from 16 per cent to 4 · per c ent . 

The small number of repeat sections in bot'h 

groups is striking. Undoubtedly, the economic 

f actors attending the depression decade with 

its marked increase in elderly primiparas has 

precluded further pregnancy in this group . The 

group of sections done primarily in the interest 

of the child shows a marked increase in the 

second series. J-. s the typical American family 

shrinks in size, t he value of each babr propor­

tiona l l y increases. The elderly pr imi gr avida , 

with breech presenta tion or the sterility problem 

who has finally become pregnant ;s_fter much expen e , 

is not in a mood to gamble with t he safety of the 

child when confronted with the possibility of its 

loss. 
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; -- .1.. ... - - J .J i .... co•~ARATIV~ I NDICATION STATTSTICS 

.I 
Indications Mt. Vernon, N .Y. Chicago Lying-

8,459 Deliveries in Hospital 
~?. 04 sections (2 .6%) 18,000 Deliveries 

1,000 sections 
(5.5~ ) 

Disproportion 
& Dystocia 44.0 per cent 47.0 per cent 
Placenta previa 10.6 per cent 7.9 per cent 
Abruptio pl a,centa e 4.3 ner cent 4.G per cent 
i clampsia 9.6 per cent 0.9 per cent 
0 re-eclarnpsia 1.9 per cent 6.5 ner cent 
Repeat section 8.0 ner cent 28.0 per cent 

This is a comparative analysis of the indica­

tions at a small hospital and a large obstetric 

center. The marked disparity in the figures for 

eclampsia is ohviouE. The tendency in the first 

series vms to operate during the stage of con­

vulsion. In the second series, the staff of the 

small hospital learned but appe.rently not s oon 

enough to treat the eclarnpsia medically when fully 

developed. The striking difference in repeat 

sections is noteworthy. This, of course, con­

tributes to the larger cesarean percentage figures 

for the obstetric center and by dilution with clean, 

uninfected cases improves the morbidity statistics 

for the larger center. 

In deterrrdning the indications for a cesarean 

section, one should consider the pe,tient nas a Whole; 11 

namely, her age , history of nrevious la.bor, condition 

of cervix, and position of fetus, a s we ll as future 
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chance of child bearing , in addition to the true 

obstetric indication. In private practice, this 

com lete knowledge of the atient often tends to 

place too high a value on the child; in the clinic 

case the tendency may be in the opDosite direc­

tion e.nd labor may be considered a s a purely 

mechanical problem, thereb~ often mini mi zing the 

risk to the infant. At any rate, each case should 

be judges on its own and comnlete individual 

merits and the obstetrician, coanizant of the tvm 

schools of action , can only hope to develop! an 

"obstetric conscience," which is the ultimate 

objective to be desired (44). 

The indications for cesarean section may 

be briefly stated as contracted or deformed pelvis, 

unexplained dystocia, abruptio placenta, placenta. 

previa, previous cesarean section, toxemia of 

pregnanc, in certain instances, obstructing oelvic 

tumors, and constitutional disease such as adve.nced 

mitral stenosis according to Nash (45). 

This report (45) comprises a series of 348 

consecutive cesarean sections performed by 19 

surgeons and involving the patients of 43 doctors 

at Bethany and Providence hospitccls in Kansas City, 

Kansas, during the years 1938-1942 inclusive. 
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The tota l number of obstetrical natients for the 

same period of time was 4 ,875, which makes the 

incidence of cesarean section 7.1 per cent. This 

is misleading since these years still saw many 

normal deliveries in t he home , while many doctors, 

doing deliveries in the home, hospitalized 

complicated or potentially complicated pa ti ents. 

It is obvious from the following table tha t 

a higher incidence of cesarean section, a s a 

whole, is largely manifest in the increased 

number of recorded cephalo-pelvic disproportion. 

This would indicate either a tendency toward 

elective cesarean or a misinterpretation of a trial 

l abor. t liberal t endency to section a placenta 

previa and a abruptio placenta is also evident in 

this group, a fact wi th which Nash agrees . Previous 

section was not clear ly distinguished a s an 

incication for su cceeding abd ominal deliveries . 
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CO!JPf. RA.TIVE INCIDi:mcE 1' ND INDICATION FOR SECTI ON 
> De 

Seley [Adair NJiJ.!E Keetel Ventsler 1\Ionahan Norll}andie Hennessy Nash 

NUMBER 7729 1333 11 . 030 198 140 1000 348 
' 

INCIDENCE • 
IN ~-~-

·-
PER CENT 2f 1.4 5.9 I 

3 . 3 4 . 3 1 . 5 5 . 5 7 . 1 > I 

CEPHALO-
PELVIC 
DISPRO-
PORTION 39.7~ 15% 44.5% 4" gof ~. I" 61% 

PLACENTA 
PREVIA 
ABRU0 TIO- ' 
PLACENTA 10. 5~ · 3% 6.6% 12% 

-
TOXEMIA 

OF 
PREGNANCY 10;0~ 15.0% 1 . 4% 8.6% 

DYSTOCIA r, f. • 5 . 0% 4 . 2% 
' 

~ 
I 

PREVIOUS :l 
-

CESAREAN tt 
1, 

' 

SECTION 14 . 9~ . 60.6~ · 11 . 2% 9.7% 21 . 4% 

~ 
I 

I 

p 
◄ MISC. 5 0e111· 3 . 0% ' 5 . 7% • / 0 
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COMPARATIVE I NC IDENCl': OF C}?Sf,REAN SECTION - .. - -
Maternal 

Number Incidence :Mortality 
DeNormandie 11,030 3 . 3:fv I 2 . 4% 

Keetel 7,729 0 0(1,f 
i::., . /0 2 . 77%, 

~Yentsler 233 1. 4% 2 .1% 

Monahan 1,333 5. 9;1. 2 set • /'I 

Nash 3311_ 7 .l<?:1 1.19& 

If the incidence of cesarean section is to 

be reduced without ha za r d , each patient mus t be 

considered as an individual problem. The obstetr­

ician cannot los~ s i ght of the fact t hat he is 

responsible for the immedi a te welfare of t he 

mother and her fetus plus the distant welfare of 

the mother and her succeeding pregnancies . 

In the experience of Cosgrove (46 ), embracing 

more than 14 years, 73,703 living births, and 

1,891 cesar ean sections, there is adequate material 

for the discussion of cesarean section. In his 

work there is an incidenc e of 2 . 81 per cent of live 

births for the who le neriod. Annual r ates have 

varied from 2 . 49 per cent to 3.60 ~er cent. Also 

the historical va lue of the oper ation continues 

to be exemplified , for the most fre quent proper 

indication for section (in 56 per cent of the 

whole) is feto-pelvic disproportion . Ten and a 

half per cent, the second l argest group , was 
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done for previous abdomina.l birth. Jlmong other 

mechanical fdctors char acteri zing l abor difficulty 

for which section ha s been performed, ( and· each · 1 

a ccounting for but a fr action of one per cent of 

the operations) are : 

1. Rupture of uterus: 
fnontaneous 
Through old cesarean section scar 

2 . Obstruction by neopl a sms: 
Fibromyomata 
Cancer of the cervix 

3 . Obstructions by anomalies of soft parts: 
Cong enita l 
Resulting from previous surgery 

4 . Uterine inertia - r are as only factor: 
Frequently coexisting with feto­
pelvic disproportion, and when it 
does, contributing i mportantly 
to the failure of spontaneous 
delivery . 

5. So- called 11 eervica l Dystocia 11 , whi ch in 
Cosgrove ' s opinion hardly ever exists 
in the abs ence of neopla sos , post-opera­
tive cic atrices, etc. Should generally 
be recognized a s fet -pelvic dispropor­
+· ulOn. 

6. Anomalies of presentation. 

There are three im ortant, non-mechanical 

obstetric indications for section. 

1. Placenta previa: 
(a ) When bleeding is very profuse and 

delivery is not imminent. 
(b) In cent ral previa in the presence 

of an unprepared cervix-, especially 
in primigravidae. 

2 . Abruption of the Placenta: 
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l (a) In the mild group, seven-eights 
of them may be properly managed 
by expectant treatment. 

(b) Forty-two per cent of them will 
deliver spontaneously, somewhat 
more br relativelr simple artifici&l 
delivery procedures . · 

(c) In the severe group , 22 per cent 
will deliver spont aneously , and 
about the same number by simnle 
artificial interference. In this 
group ces'rean section finds 
speci a l application as a direct 
means of saving mother 's lives 

3 . Toxemias and associated conditions. 
Eclampsi a itself is not an indic~tion 
for section, but is definitely a con­
traindication unless there i s a con­
comitant mechanical indication. Ful­
minant and i ncreasing pre- eclampsia, 
hypertensive toxemia and nephritis not 
infrequently justify the opera tion to 
promptly terminate their effects on the 
mother , and to salvage the baby . 

Age of the mother in itself is not an indica­

tion for cesarean section, but in combination 

with other factors of difficulty it may wmight 

decision to resort to section. Medical and 

surgical com. lications of pregnancy require 

apnropriate medical and sureical treatment with­

out disturbance of the pregnancy. 
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DISCUSS IO~ 

No obstetrician vv"ill den that a suprauubtc 

vagina would have solved his greatest headaches. 

Surely it seems th 0·t nature nrovided in man a 

most difficult m&nner of birth, a po.radoxial reward 

for sub itting to the profound biologic urge upon 

which continuity of the race depends . For p2rt­

urition is complicated by a birth tract not only 

bony-walled and curved but subjected to compromising 

vc:4riations in size and shape. As if this were not 

enough, there are added to it, variants in the 

adaptation of organs r,nd tissues to the p"ssage of 

a fetus which itself is no fixed f c~ctor. 

The first labor is the crucial one for most, 

sice it tests the pelvic capacity as well as the 

effectiveness of exnulsive efforts upon the infant. 

True, hazards exist for subsequent parturitions, hut 

a patient once successfully delivered at term of 

a norrna infant never agai n :presents t he same problem. 

It is a tribute to the f eet that the majority of 

dangers at the time of childbirth: are dependent upon 
.. 

feto-pelvic relationship and the successful continuity 

of the numerous physiologic changes which we 

encompass in the word "la.bor". 
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Cesarean section represents the alternate 

birth tract. Let no one ever believe it is the 

best. (47) In its most successful applications, 

it carries a maternal death rate for higher than 

that noted in statistical compilations of vaginal 

deliveries. In less competetent hands or under 

less favorabl8 circumstances, the morta lity may 

reach unbelievable figures. Yet when the in­

dication is just &nd the performance is good, 

the procedure of cesarean section embodies a 

far better prospect for the principals than 

vaginal delivery. 

Cesarean section is the supropubic delivery 

of 2-n intrauterine fetus. It is probably very 

ancient and has been practiced even among 

primitive peoples. 

Historically, it 
(1) was very rarely resorted to, 
(2) carried a prohibitively dangerous 

mortality, and 
(3) was indicated only· in the very 

smallest pelvises, through 
which it vrns absolutely impossible 
to d~liver a live baby, and 
almos t i mpossible to deliver a 
dead one. · 

With the advent of antisepsis, ase sis, and 

the suture technic of Sanger, there has, in a very 

few years, been a tendency to change these historic 

facts by 
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(1) employing it much more frequently, 
because 

(2) it is technically easy and is mistaken­
ly regarded as a safe operation; and 
this accolmt 

(3) it is used for much more numerous and 
broader indications than formerly. 

There is abundant reeson for believing that this 

changA in attitude hes been so excessively sweeping as 

to create in many hands an actuel abuse of a most valu­

able and life-saving operation . It is further belie~ed 

tha t this abuse is not because refinement of technique 

in ces arecm section has not ke-pv pace with improvement in 

other lives of surgery, but rather because it is all too 

fre quently employed 1ithout discriminating judgment 

based on sound obstetric knowledge of the dangers , 

limitations, and indications for its use. (46) 

Of all life-saving operation, cesarean section is 

the most spectacular , and also, to a great extent, the 

most life-saving operation. (48) In most cases two 

lives are a t stake , that of the mother and that of her 

unborn child. nodern obstetrics would he greatly handi­

capped were it not for this operation in cases where 

indicated . Yet, o· ing to the temptation of the genAral 

surgeon, as ~ell as the inexperienced obstetrican to 

resort to cesarean section, all to often, hen not indic­

ated or even when contraindic ted, has caused this most 

valuable operation to fall into disrepute. 

fith the good statistical records, a wider 
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field of indications was suggested. Tru~in 

the light of our improved technique ~nd the better 

results we a.re now achieving with the low cervical 

and extra peritoneal sections, some wi der causes 

are justified. iATe do resort to cesarean section 

in nlacenta previa , in malposition , esuecially 

in old primi paras, in certain cases of tox,emia, 

or cardiac decomposition when indicated. However, 

in some hospitals t he orgy of cesareans become 

quite abhorrent; and the only contr aindications 

for a section with some is when the mother refuses 

to subject herself to the oper a tion, or when the 

baby is coming before the prepar ation of the 

op ,rating room is complete. Indications for 

cesarean should be passed upon only by obstetric­

ians with long experience and integrity. Cesarean 

sections in the best hospitals have still a 

mortality r ate of about 2 per cent. 

Originally devised and utilized to over-

come insuperable abs t ac l es to deli very a.nd thus 

to conserve mat ernal and infent life, this 

operation ha s been prostituded . to the conven-

ience and passi bly· oven to the financial well-

being of the "9hysici a.n. It s till remains, as it 

always has bee~ the most dangerous method of delivery, 
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and is responsible in itself for a large per­

centage of all maternal deaths . In spite of 

these facts, the incidence of its performance 

is steadily increasing and one wonders when the 

end of this operative orgy will aupear. (49) 

There are approximately 33 ,750 cesarean 

sections each year. 11\ri th the ma term.al mortality 

rate at five per cent, a figure which probahly 

represents a f air approximation, it a ppears that 

nearly 1,700 mothers die following the operation. 

This constitutes roughly fifteen per cent of the 

total annual maternal mortality for the country , 

and data. from special surveys support this 

statistical approach. 

The original indications for abdominal 

delivery are still universally ac cepted, but the 

field has been broadened by some operators until 

there is practical ly no limit, and the so-called 

Tlindications 11 ha ve 'become nothing ore than "excuses.'' 

Occipital posterior positions , breech present&.tions 

in primigravidas , and even the desire of the patient 

to a void the discomforts of labor are occasionally 

offered, but c .;;n be given no serious thought since 

they obviously have no scientific weight. Another 

growing , but disturbing , tendency is the perfor­

mance of abdominal delivery solely for the purpose 
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of effecting sterilization. 

This method of delivery is the quickest and 

most p~inless, and it can be such an easy choice 

for the practitioner f aced , ith a difficult case 

in labor. These are t he b~sic f ~ctors under­

lying the £buse of the operation. Practitioners 

with facilities for operative treatment but not 

trained as surgeons, f ee l confident to perform 

it. The public is m1able to assess the ri sks of 

the operation or the decisive factors of operative 

skill. 
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DI SCUSSION OF THE )!IOST co~ ,ON IlJDI C.ATI Ol'TS 

It mi ght now be wise , after giving the 

various indica t ions for cesa.rec:.n s ection , to 

discuss some of the more common ones . Probably 

the first most common i ndic c:"tion for cesarean 

section is: 

CBPIW LOPELVIC DI SPP.OPO~TI ON -
(or mal adjustment) 

A car eful abdorninopelvic ex&.rni nation, clinical 

and X-ray measur ement and Hillis maneuver at term, 

gener a lly s erve t o make t hose case s of actual 

dis proportion obvious , with early r esort to el ective 

s ection . It is the borderline case which poses 

the question, often unanswer able until time for 

elective operation has long since passed . Some 

clinics so fre quently recogni zed the f allibility 

of experi enced judgment t ha t the chi efs of service 

commonly utili ze r eciprocal consultation before 

deci ding to oper a t e . 

Whitridge Williams (67) claims tha t 80 oer 

cent of all cases of contracted pe lvis c an be 

expected t o end in natura l delivery given time , 

pati ence, and a watchful eye on t he pati ents ' con­

dition r a t her than on the clock . Bright Banis t er 

poin ted out t ha t i~ five l ar ge British hosnitals 

63 per cent of the s ections were done for contracted 
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pelvis; "an unwarrantable slur upon modern feminine 

_ hysique" was his comment. 

Cases of gross pelvis deformity are almost 

a l ways recognized in pregnanc , and a cesarean 

section performed before the onset of l abor. Sim­

ilarly, cases in which the head is engaged, or 

can be made to engage at or near term can as a 

rule be s afely left alone. It is the doubtful 

case, with the unengag ed head which will not push 

in, ,hich requires careful investigation . Contract­

ed pelvis is probably the r are s t cause of a float­

ing head . If the promontory cannot be f elt, it 

can be assumed tb&t there is no gross deformity, 

and the case can be allowed to go into tri~l labor. 

In this way a section is avoided a s most cases 

of minor dispronortion end in a natural or an 

assisted delivery. Difficulties due to a small 

outlet e. re r are in c ases in which the head is 

engaged at term, or early in l abor. If any doubt 

exists regarding the outlet, valuable information 

c an be obtained from a stereoscopic X-ray ~xamin­

ation of the pe lvis, and from a. vag i nal examin­

ation under anesthesia. It the cas e is f airly put 

to the patient or her relatives, it is r are for the 

baby's life to he placed before the interests of the 

mother and, although it is not a lway s possible 
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or politic to di scuss risks with a pati ent in the 

theori e s of labor, it is only f air to explain to 

her before a tri a l labor begins that cesarean 

s ection carries a much greater risk to life than 

natural delivery . A risk she should not take in 

many circumstances. "It is better to lose an 

occassional child than an occasional mo ther." 

The ideal is to s ave both mother and child but, 

if a choice is u..navoidable, the baby of a young 

primigravida should be sacrificed to her future 

child-bearing possibilities, and of a multi gravida 

to her existing children and responsibilities. 

In women over forty years of age, pregnant for 

the first time , the child should be given moFe 

consider a tion, as no further conc eption may occur, 

and a live baby on t his occassi on may be the only 

chance to satisfy the patients maternal instincts 

and fulfil her reproductive function. 

Eastman (23) says to beware of recommending 

cesarean section on the basis of external pelvic 

measurements . The intercrestal and interspinous 

measurements measure only t he f a lse nelvic b·2.s in 

and have no rela tionshi p to the di ameters of the 

true pelvic c avity . Mo st f allacious of these 

external measurements is t he external conjugate. 

It has been knovm for years that the ext er nal 
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is not in the s ame pl ane as the con j ugate vera . 

More important is the fact that the thickness of 

t he sacrum and pubis is not constant but shows the 

greatest variation. As a result of the se t wo 

sources of error , the &mount to be subtracted 

from the external conjugate to give t he con-

jugate vera is not const&ntly 8 centi meters , 

but as shovm by many a.uthors, r anges from 4 to 

13 c entimeters. It is possible for a woman to 

have a marked diminution in the ext ernal con­

.jugate measurement with a normal obstetrica l 

conjugate and , on the other hand, she may have 

a normal external conjugate \Vi th a substantial 

degree of inlet contraction. Muc h more depend­

able is the di agonal conjugate di e.meter , tha t is, 

t he distance from the unde r margin of the symphysis 

pubis to the sacral promontory . If this measure­

ment is over 11. 5 centimeter s , the pelvic inlet 

can ordinar i ly be dismissed as normal. If it is 

under 11.5 centimeters the nelvis is contracted, 

and if below 11.0 it may poss i bly give rise to 

d~stocia. In t he presence of definitA contraction, 

X-ray pelvi r1etr is of t he utmost value . 

Di eckman 's (50) prac tice is t o perform an 

elective cesar ean if t he true conjuga te is less 
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than 8.0 centimeters, or t he transverse diameter 

of the outlet is less than 7 centimeters with the 

baby estimated to weigh 3,000 grams or more. With 

the true conjugate greater than 8.0 cen±imeters, 

patient is given a test of labor. This means that 

the patient has hard uterine contractions . at 3 to 5 

minute intervals, lasting at least 35 seconds, for 

12 to 18 hours. A maximum of two vaginal examinations 

are made. These ·patients should have at least one 

vaginal examination after s ome hours of labor befor e 

t.hey are su~jected to the risk of cesarean section. 

If in this time, the cervix has not dilated satis­

factorily, or the head has not descended to the level 

of the spines, an abdominal delivery is performed. 

Dieckmans' deadline is 24 hours of ruptured membranes 

or labor. In patients who are in labor for a longer 

period, delivery is effected vaginally, if necessary 

by craniotomy, or by cesarean hysterectomy. 

Nash (45) says that a contracted pelvis is 

one with a true conjugate of less than nine and one­

half centimeters or an outlet whose posterior 

sagittal and transverse diameters total less than 

17 centimeters. These measurements are not 

necessarily indications f or cesarean section • 
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Management of the patient with a contracted 

inlet is facilitated by an adequate trial of labo~. 

Contraction of the outlet is in itself rarely 

an indication. Trial of labor is not helpful in 

evaluating. A contracted outlet but may be utilized 

in pelvic tumors or undetermined obstruction, 

elderly primipara, and some toxemias, varying the 

duration of the trial to suit the particular 

circumstances. 

Gustafson (24) gives almost all of his cases 

of cephalopelvic disproportion trial labor. The 

duration of labor varies. Some which he has 

done sections on, have gone to complete dilata­

tion. Many times delivery from below takes place 

afte~ trial labor, when if doing elective cesarean 
I 

section because of pelvic contraction, abdominal 

delivery would have been resorted to- Gustafson 

states that in his experience, pelvises with enough 

contraction of the outlet to warrant cesarean 

section are few and far between. 

Laparohysterotomy may be absolutely indi.cated 

for disproportion or it may be chosen because the 

prospects for the mother or child or both appear 

relatively safer than be vaginal delivery. Absolute 

indications are not common. It is agreed that 
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vaginal delivery of a full term living child is 

impossible if the antero-posterior diameter of 

the outlet is so contracted that the combined 

intertul:>erous and posterior sagittal diameters 

are less that 15 centimeters. The pelvic cavity 

maybe so obstructed by tumors that vaginal delivery 

is impossible or would involve serious damage to 

the child or mother. Mutilating operations on a 

dead fetus permit extraction through a less 

spacious pelvis but the shortest true conjugate 

permitting even such operations is said to be 

6 centimeters. Under such conditions, there is 

no alternative treatment; cesarean section must 

be chosen and should be performed before labor 

or as soon after its onset as possible (51). 

In the borderline group are usually placed 

pelvises with a true conjugate of 9 c~ntimeter~ 

and up, unless, as in the android type, some other 

barrier is present in the cavity or at the outlet. 

It is said that 75 per cent of the cases in this 

borderline class can be delivered spontaneously 

or with slight operative aid, while the other 

25 per cent require abdominal delivery. Undoubt­

edly, a test of labor should be given until 

events of early labor suggest a wiser course. 
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By a test of labor, Frawley (51) means a trial 

by the vaginal route, made under such conditions 

that the obstetricie.n may with comparative 

safety, turn to the abdominal route if it appears 

advisable. Signs that vaginal delivery may be 

reasonably expected include engagement, increased 

flexion, decent or rotation. Unfavorable signs 

are excessive overlapping of the fetal head at 

the inlet, deflexions, non-descent, early rupture 

of the membranes, poor dilatation and prolapse of 

the fetal cord. 

No general formula in terms of time, frequency 

or strength of pains has f9und general acceptance. 

These cases cannot be treated as a class. Each 

must be decided by the particular circumstances 

present. Frawley says that in his own cases, the 

tests of labor have averaged from twelve to twenty­

four hours if the membranes have not been ruptured 

over a few hours. 

PREVIOUS CESAREAN SECTION 

Previous section is one of the most frequent 

of indications and not always a valid one. It is 

an indication to be qualified by the initial sec­

tion decision, the type of operation performed, 

the post-operative course and the factor of fetal 

size. With a previous low-transverse operation, 

good recovery and non-recurrent indication, it is 

Water's (52) practice to allow many subsequently 
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to deliver vaginally . Of course , with a previous 

classical operation, he does a repeat section when 

labor starts rath(::r than chance uterine rupture . 

It is often said "once a cesarean, always a 

cesarean". Like all aphorisms, its origin contains 

an element of truth only. It has its start in the 

fear of rupture of the uterine scar should a subse­

quent natural labor be allowed. If the previous 

cesarean section was performec ~y ~n &ble surgeon 

under good conditions, the uterine muscle carefully 

sutured, t he subsequent puerperium afebrile in its 

course, and the present pr egnancy at or near term 

does not show any obstructive element, th6n a 

natural labor can be allowed. It should be care­

fully watched and a cesarean per formed should a 

rupture actually occur . 

Plass believes that although the character 

of the earlier convalesceDce may give some clue 

to the strength of the scar, it is i mpossible by 

direct examination to confirm the impression thus 

gailned, and consequently ever y scar mus t be l ooked 

upon with suspicion. If the first operation was 

performed while the patient was still a primi­

gravida and not in labor, it would seem unwise to 

subject the sear to the strain of vaginal delivery . 

On the other hand, if the cesarean section was 
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on a parous woman for some in~idental complic&tion 

(such as placenta previa) conditions are entirely 

different and a subsequent delivery from below is 

much more reasonable and may frequently be con­

ducted safely.(53) 

Statistically, Dieckman (50) reports that 

rupture of the uterus has a hospital incidence 

of 0.05 per cent. Recent reports from maternity 

hospitals give an average maternal mortality of 

40 p~r cent, ranging from 20 to 80 per cent and 

an average fetal morality of 65 per cent. Twenty 

to one-hundred per cent of the spontaneous ruptures, 

especially where there was no dystocia, are due 

to rupture of a uterine scar. The incidence of 

rupture of the cervical scar is at. least 0.3 per 

cent. 

Gustafson feels that with the incidence of 

rupture of the uterus after classic section (about 

4 percent) that in patients having had a cesarean 

section, that repeat cesarean is the safest procedure. 

This is especially so in those patients never having 

delivered from below and even rnoreso if the section 

had been performed ror contrac·ted pelvis or if a 

definite wound infection rollowed. There is no way 

to evaluate the scar before the operati on. 
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Kuder and Dotter (54) have a most interesting 

study on the character of vaginal delivery following 

cesarean section. In 34, 356 obstetric patients 

admitted to the New York hosf ital, a previous section 

had been performed in 496 or 1.44 per cent. Of this 

group of 496 patients, 109 or 21.97 per cent, were 

delivered vaginally of a viable infant, without 

having had a vaginal deliverJ previous to the ab­

dominal delivery. The average duration of labor 

of the first vaginal delivery in a patient who was 

deliver~d by section of her first child is virtually 

identical with that in a primipara . In t he group 

of 109 patients with cesareans followed by vaginal 

births, ther e was one maternal death, due to cerebral 

embolism. The fetal mortality in this series was 

4.58 per cent. 

In regard t o a previous secti on, James (55) 

concludes that full notes of a pr evious cesarean 

oper ation should always be obtained if possible. 

The abdominal ecar _is not necessari l y a true 

indication of the nature of the uterine scar. 

Great vigilance is necessary in all cases prev­

iously delivered by the section and subsequently 

allowed a natural .labor which must take r, l ace 

in a hospital. Definite signs of overstretching 
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of the scar usually precede the actual rupture, 

and contractionsof a weak nature· may occur before 

the rupture. Early diagnosis of impending tear 

should reduce the mortality to a mjnimum. 

PLACENTA PREVIA 

Placenta previa can cause death from hemorrhage 

more quickly than almost any other condition, although 

the f actor of shock is less notable in abruption of 

the ulacenta. Waters (47) believes that cesarean 

is a safer and better way to deliver women with a 

placenta previa than any type of vcginal interfer­

ence, such as bagging or Braxton-Hicks version. 

An exception is made in patients who bleed from 

partial previas only after considerable cervical 

dilatation is attained and especially in a multi­

para. Her~ rupture of membranes and presenting 

part tamponade of the placentE. may effectively 

check the bleeding and permit vaginal delivery. 

But dilatory management of a bleeding placenta:·. 

previa with non-dilated cervix, notably primipara 

with no previous labor experience, denies .the patient 

a decent chance to survive. 

Phillips (37) says that section in placenta 

previa is usually done to save the babies life alone. 

All textbooks seem to agree that the operation 

should be performed in cases of Cent~al placenta previa . 
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From the treatment point of view, t his definition 

is useless and dangerous. It is not safe to post­

pone the diagno sis until the os is com1-,letely dilated. 

Placenta previas in which the lower edge does not 

reach the internal os or pass across it, r arely need 

a section. Even in the type where the placenta 

pass es across the internal os, a section can often 

be avoided in multiparae when the membranes can be 

ruptured and a leg brought down o~ the vagina plugged. 

It is difficult to lay down hor d and fast Pules in 

cases of plac ent a pr evia . Before a case can be 

considered suitable for t hi s oper ation, a number of 

things have to be taken into account, viz: the 

r osition of the placenta, the condition of the cervix, 

the amount of biood lost, the prospects of controlling 

t he loss effectively by vaginally delivery, the 

presence or absence of uterine contractions, the 

general condition of the patient, her parity, &nd 

her age-whether or not she is over forty ~ears of 

age and a primigravida . If sufficient of these factors 

weigh against a vaginal delivery, then a .section 

would be the better treatment. Section is usually 

reserved for patients in whom, owing to the length 

or rigidity of the cervix, much time will be required 

for dilata_tion and much blood lost, and for c s- 1 ther-e 
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there is so much over lap of t he placenta th&t it is 

difficult or i mpossib l e t o control hemorrhage in a 

v a. in:=-tl bir t h by delivery-obstetrical-- pr oceeciures. 

Durig the past two decades, there has been 

a constant and significant decline in maternal 

mortality from placenta previa. Attempta to analyze 

this trend by _large surveys of the_ world literature 

have repeetedly pointed to the increasing use of 

cesarean section as the major factor in this progress.­

It appears likely that the transfusion is a greater 

aid to a.bdominal delivery than to t he vaginal in this 

condition, for the section offers i r:m ediate termination 

of labor without further trauma to the cervix and 

opportunity to deal with the dangerous third stage 

under direct vision. Further loss of blood is, therefore 

minimized ( 54) • 

Watson and Gusberg (54) present 76 cases of 

placenta previa. This group includes only cases where 

the placenta was definitely pal a ble on pelvic exam­

ination or proved low at operati on. It includes 19 

cases of central pl ccenta previa, 19 cases of p&rtial, 

and 38 cases of marginal placenta previa. 

RESULTS OF TREATMENT IN PLACENTA PREVIA.S 
BAGGING SECTION 

No. cases 26 29 
Fetal mortali t~, 50% 11.lc, 
Uat ernal nortE,litv 11. 5c, 3.4< , 
Shock 61 . 5', 10.3c , 
Hemot,rhae:e 1,46 . 11

0 13 • 7<o 
Morb1d1tv 57 . 6 37.9% 
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These results indicate the marked advantage 

of cesarean section over bagging for both mother 

and baby . Even the most serious forms of placenta 

previa , the cases with marked hemorrhage and shock 

on admission to the hospital, have responded better 

to abdominal delivery following transfusion and 

supportive treatment. 

These men do not desire to urge cesareans 

as a universal treatment for placenta previa. Each 

case must be considered individually and many cases 

can be successfully treated by simpl e artificial 

rupture of the membranes. When such treatment is 
I 

contemplated)obstetrical judgment must be used in 

the evaluation of: 

a. the condition of the cervix 

b. the .. guanti.ty- of- t ,he bl§eQip.g 

c. the irritability of the uterus or the 
quality of the labor 

d. tre type of previa 

The conditon of the cervix is the ~os t important 

f actor, for on it depends the t i me which must elapse 

before delivery can be anticipated by the · pelvic 

route. Their figures bear out the efficacy and safety 

of s i mple rupture of membranes when used in the 

proper cases. Of twelve incidences of marginal previa 

where the procedure was used as a specific therapy, 

it successfully controlled hemorrhage and was 
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fol-lowed by spontaneous delivery in eleven. 

MARGINAL PLACENTA PREVIA, COMPARISON 
OF RESULTS FOLLOWING RUPTURE OF 

MEMBRANES AND BAGGING 
ARTIFICIAL- RUPTURE 

BAGGING OF MEMBRANES 
No . of cases e 12 
fetal rr.ortality 25 .0% 16.6% 
Maternal mortality 25% 0 
Shock 62.5% 0 
Hemorrhage 37.5% 0 
.Morbidity 50.0% 8.3% 
: 

When a diagnosis of placenta previa has been 

made and the child is still quite premature , they 

feel justified in waiting if the following conditions 

are fulfilled: 

a. the natient can be kept in bed in the 
hospital 

b. hemorrhage cea·ses with bed rest 

c. little or no bleeding is evoked ~y gentle 
vaginal examination 

d. patient~ general condition is good 

Arnot (18) teaches that stopping and controlling 

the hemorrhage is the prime objective in mothers with 

provia. If the bleeding is only slight and the patient 

is progressing in labor, she should be left alone. 

Occassionally, simply rupturing the membranes and 

giving the pituitrin, will force the head down against 

the placenta and control the bleeding until the delivery 

is made . If the patient is well dilated and bleeding 
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considerably, version and extraction i s probably 

the quickest , safest, and most easily available 

method. If the patient is dilated two centimeters 

or more and has a lateral or marginal type, the 

membranes can be ruptured and an intra-ovular 

application of a No . 5 Voorhees bag made . As a 

general rule, cesarean should only be done in the 

complete or central type where there is a viable, 

live child and insufficient dilatation to perform 

version and extraction, and in those with a thick, 

firm, undilated cervix regardless of c·whether the 

placenta is lateral, marginal , or central. 

Watson's (55) studies show that vaginal delivery 

is accompanied by a maternal mortality r anging from 

0-11 percent, with an average of 6 per cent for &11 

hos r itals and 3 Per cent for mater nity hospitals . 

Delivery by cesarean section has a range of 0-11 

per cent with an average of 4 per cent in all hospitals 

and 2 .4 per cent for maternity hospitals. The 

cause of death in placenta previa is either from 

hemorrhage or from infection. Kellogg and Irving s tate 

that the inexperienced physicians have a lower 

maternal mortality with cesarean section than with 

delivery vaginally. If the insertion of a ~ag or a 

Braxton-Hicks version are required to control the 
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the hemorrhage, Watson's studies showed that 69 

per cent of the cases required a serious operative 

delivery . Any patient who is 30 weeks or more 

pregnant with complete placenta previa is best 

treated by cesarean section. About 25 per cent 

of the cases fall in this class. In general, cesarean 

section is the operation of choice in the treatment 

of placenta previa. Where the pl~centa is palpated 

one or more centimeters from the os, or when it 

cannot be palpated but is said to be low-lying, 

vaginal. delivery can usually be safely carried out. 

Early and repeated transfusions will aid in decreas­

ing maternal mortality. (56) 

ABRUPTIO PLACENTA 

Miller (57) believes that the indications for 

cesarean section in the treatment 0£ , premature 

separation of the normally implanted placenta ~ 
, 

should be extended wherever ideal con~itLons are 

obtainable. Under ideal surroundings the section, 

even in the presence of shock, can be safely 

employed, providing adequat,a methods are used to 

combat shock by transfusions and fluid administration. 

Also the operation must be performed under expertly 

given anesthesia which 1s suited to the patients 

needs. Experience of the Hartford Hospital over 

many years has shown that cesarean can be employed 
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without increase in mortality and without severely 

limiting subsequent childbearing, and further 

that in the presence of a live child, fetal losses 

are greatly diminished. 

Contrary to Miller, Holmes (58) says that the 

elimination of eclampsia as an indicai:;ion for the 

section has probably contributed more to the lessen­

ing of the mortality of the disease and of the section 

than all the improved therapy of one and the bettered 

technique of the other. There 1s1 peculiar anology 

between eclampsia and ablatio; specifically, the 

toxic type. Eclampsia and toxic ablatio hav;e poisons ~ 

bathing maternal and fetal tissues, great nervous 

depression a.nd coma, destruction of nephritic and 

hepatic tissue with an arrest of function. As a 

result of their similarity, it is as illogical to 

perform cesarean sections for ablatios as for an 

eclampsia. It is needless to state contributary 

indications may make a section imperative. 

There is a clear trend of the world's experts 

to limit, even to discard, cesareans for all types 

of placental separation. The experience of the 

Rotunda Hospital and of Irving, is indicative of 

this change. The French Obstetrical Congress, in 

1000 cases, reported the mortality following the 
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section as 19 per cent, and for the conservative 

vaginal handling, it was 6 per cent. Furthermore, 

in no sense is hysterectomy an essential part of 

the management, although special cases may require 

it. 

Following the same practice, Walkins (59) does 

very few cesareans for the treatment of ablatio 

placenta. He claims that the chance of error in 

early diagnosi.s is not inconsiderable. There is 

a high percentage of toxemia found in every group 

studied. Such patients do not tolerate major 

surgery well. With added blood loss, their risk 

is increased. The severe separation may force 

---one to do a ~ection, but for the mild or moderate 

case, it has been his policy to t r eat the patient 

conservatively, delivering vatinally if possible. 

Bartholomew (60) with substitution of supp2rt­

ive measures, induction of labors, end a mi nimum 

of trauma, has effected a reduction in mortality 

from the figures of 15 to 20 per cent to 5 to 7 

per cent for toxemia. He is coming to the same 

viewpoint in regard to separation of the placenta. 

Eclampsia and separation of the normally implanted 

placenta are fundamentally of the same nature. The 

latter is preceded by ty~ical ~anifestations of 

toxemia in the majority of cases and the pathology 
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in the placenta is identical with that of eclampsia. 

However, in separation, there is hemorrhage to be 

controlled and a maTked tendency to shock; the second 

being particularly dangerous. The employment of 

conservative treatment is most important. 

Lynch (62) remarks that it is fruitless to 

deny that many premature placental separations in 

multi parae can be managed best by so-called conserv­

ative treatment, with vaginal delivery awaited. 

A placental abruption in any patient, especially a 

primipara, with active bleeding, exhibition of shock 

and a closed cervix, is best treated by cesarean. 

Suitable measures must be taken to combat shock 

and blood loss. In the mild type of abruption, 

almost any form of treatment will give passable 

results. 

TOJCE..~IAS OF PREGNANCY 

The mortality from cesarean section in the 

treatment of eclampsia ranges from 2 to 88 percent. 

Cesarean section is indicated in toxemia patients if 

there is cephalopelvic disproportion. In pre-eclamptics, 

where the blooa pressure , proteinuria, and edema are 

increasing despite treatment, or where symptoms develop 

and the cervix is not effaced, an elective section is 

indicated. Only the patient with the severe type 

and a thick, uneffaced cervix should 
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after 8-12 hours of proper medical treatment, be 

delivered by cesarean. Patients with mild eclamp­

sia are treated medically for days until rthe cervix 

is effaced. Approximately 40 per cent of the patients 

have antepartum eclampsia, but only one-fourth of 

the cases is severe. 

Swift (63) points out that cesarean section 

has been reserved for those cases of fulminating 
-

pre-eclampsia either not responding or rspidly 

growing worse under conse.rvative treatment. Con­

sultation between two or more staff members is used 

in all cases before operation. Decision to operate 

was largely made on the clinical picture through 

blood chemi stry, especially uric acid determination 

and CO~ combining power. Lives have been saved by 
iC, 

doing sections on primipara not in labor and having 

thick, closed cervices, who were r apidly growing 

worse on conservative treatment. In this condi tion, 

local anesthesia is the anesthesia of choice. 

Strauss and Fisher (64) present a study of the 

sections done for toxemia of pregnancy in the Michael 

Reese Hospital during the ten year period of 1929-

1939. During, this period, 681 sections were performed 

in a total of 15,555 deliveries, the indication being 

toxemia in 94. From 1922 to 1927, four sections 

were done for toxemia, as compared with 57 in the 

(88) 



-

following five years-1927 to 1932, (six were done 

for eclampsia and the remaining 88 for pre-eclampsia). 

Hospital figures give the incidence of non-convulsive 

toxemia of pregnancy in the United States as varying 

between 0.2 and 29 per cent, or an average of 4 per 

cent. In 20 per cent of these, the pregnancy was 

terminated by cesarean section. Dieckman and Brown 

cited an incidence of cesarean operat i ons of 16 per 

cent in the Chicago Lying-In series . 

TOTAL 

TOTAL NO. 
OF 

SECTIONS 

681 

N • OF 
PATIENTS 

WITH 
TOXEMIA 

464 94 

PER CENT PER CENT 
PATIEI'TS, SECTIONS 
TOXEMIAS ', -·DONE FOR 
TREATED BY,..TOXEMIA 

SECTION .. · 

220 146 

INCIDENCE OF VARIOUS TYPES OF TOXEmIA 
NO. OF CASES PER CENT OF SECTIONS 

Pr e-ec lamp si a 70 72 
Eclampsia 6 6 . 3 
Nephritic Toxemia 8 8 5 
Cardiovascular ,;_ . ' 

diseases 3 3.2 
Other Toxemias 7 7.4 I 

-----.... 
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It is generally agreed that the mortality of 

premature bf.bies born of toxemic mothers is lower 

when these infants are delivered by cesarean section:· 

than by the vaginal route. It is especially true 

that babies do not tolerate labor well if delivered 

of toxemic women . In this series, the gross fetal 

mortality was 13.5 per cent. 

These cases represent both the private and ward 

services of eleven operators. Most of the patients 

were hospitalized and given trial conservative treat­

ment. This treatment w&s quite uniform, consisting 

of sedation by the Stroganoff technique, absolute 

bed rest, restricted diet, purgative , and intravenous 

dextrose and magnesium sulfate. The large percentage 

of patients subsequently operated upon represents 

cases in whi ch, despite adequate medical management, 

the toxemia ~as progressive or stationary and the 

pregnancy 32 weeks or beyond, with the fetus viable. 

Seventy-two per · cent· of the sections for toxemias 

were done on primiparas. The majority of multiparas 

in those cases in which the toxemia does not improve~ 

the fetus is viable, and the cervix "unripe" for 

vaginally delivery. 

Diekman (65) states that cesarean section should 

be used only in the pre-eclamptic patient when eclampsia 

seems imminent and when delivery through the vagina 

(90) 



seems unwise. Strauss and Fisher are of the opinion 

t~at it is an unnecessary risk to both mother and 

baby if the toxemia is allowed to reach a point 

where eclampsia is imminent and that section 

should be performed at the earliest time consistent 

with the safety 6f the baby if the toxemia is pro­

gressive or does not improve in spite of hospital 

medical treatment. They also believe that the sooner 

an unborn baby within the period of viability is 

separated from its toxemic mother , the better is its 

chance for life; and conversely, .the longer it is 

attached to its toxemic mother , the less likely it 

is to survive. The long-continued toxemia of preg­

nancy is more productive of chronic arterial and 

renal disease than toxemia of short duration. 

Dieckman (65) gives three indications for sections 

in toxemic patients ; (1) if there is cephalopelvic 

disproportion (2) after medical treatment has been .. 
used in severe pre-eclamptic or eclamptic patients 

who are near term with a. closed, uneffaced cervix 

(3) in patients with severe vascular or renal disease 

if termination is deemed necessary between 38 weeks 

gestation. Sterilization per se is not an indicati on. 

Cesarean section should not be used as a last resort. 

Rubonits (66) says that there is an occassional 

toxemic patient in whom the conditions are quite ideal 
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for the performance of vagi nal cesarean section, 

especially for a multipara with a roomy pelvis 

and relaxed tissue. Another point to consider is 

the advisability of performing a section even though 

the patient has already developed convulsions. 

If the convulsions have been mild or easily controlled 

and a number of hours have elapsed without evidence 

of more seizures, then we should not be deterred 

by the rule which has been adopted in many clinics-­

a patient once having developed convulsions should 

not be sectioned. Falls (67) follows this same 

practice. His rule is that a section is never done 

on an eclamptic patient if it can be avoided. If 

a section is done, it is because he feels that the 

danger of allowing the patient ~o go further in 

pregnancy is greater than the danger of doing the 

operation. The greatest danger is in procastination 

in trying to get the obstetrician to make up his 

mind, that there is an indication present that will 

be defensible if he does a section and loses the case. 

Phillips (37) does not believe eclampsia is an 

indication for abdominal delivery . In his 13 year 

series from 1924 to 1936 1 cesarean section was done -
for eclampsia only one time, and the patient died. 

Section doubles the mortality rate of this dreaded 

complication which by universal agreement is now 
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treated by non-surgical measures. Pre-eclamptic 

toxemia~, with severe and obstructive edema of the 

vulva, are treated by section. Waters (52) has the 

same theory about the care of these patients . In 

his estimation, the toxemias of pregnancy are not 

indications for operation and eclampsia almost never 

is. Antepartum eclampsia when brought under control . 

may be followed by cesarean if the severetoxic condit­

ion persists or reoccurs. In primiparae , severe 

pre-eclampsia not responding to antitoxin therapy, 

justify section. 

HEART DISEftSE 

Fewer cesareans are being done im womep with 

heart disease as it is being shown that they stand 

labor fairly well o.nd that the mortality among tho se 

delivered vaginally is considerably lower tha.n for 

· those delivered by section. Cesareans should only 

be done upon tho se cardiacs who show signs of 

insuUiciency upon less than ordinary physical 

activity or while at reat. Any decompensation 

should be treated and compensation restored , if 

possible , before operation is performed . 

Phillips (37) believes that sections, although 

necessary in a minority of carefully s elected cases, 

is by no means a certain method of obtaining a live 

baby. Generally speaking, it more than doubles the 

maternal mortality rate. In many of the patients seen 
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the lesions are old, healed, or well-compensated. 

The cardiac reserve and the response to effort 

are good. These patients stand childbearing well, 

and do not require cesareans or sterilization; they 

include the majority of cas es. ~hen the lesions 

are serious, recent, and progressive, when the 

response to effort and the cardiac reserve are poor, 

and especially if signs of heart failure have devel­

oped, it is best to perform a section with sterilization 

but getting the patient to go as far as the thirty­

sixth week of pregnancy, if possible, to improve the 

chance ot fetal survival. The operative risk is 

high enough in a healthy woman; that it should be 

a great risk in cases of severe heart disease is 

readily appreciated. All patients in whom a section 

is contemplated should be seen by a cardiologist, 

and the final decis i on left to him. It is also 

important to remember that multipare wi th grave 

cardiac aisease often have short and easy l~bors, and 

that sterilization subsequent to the confinement, 

sometimes by deep X-ray therapy is much .safer than 

laparotomy at or near term. In a series of sections 

at Queen Charlotte's Hospital for heart disease, the 

mortality was 18 per cent. Latter on a series delivered 

from below had a mortality of 4.7 per cent. 
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·Feiner (34) feels that most cardiac patients 

can be delivered from below. Nature often appears 

very kind to those so afflicted, and the ease of 

their delivery often furnishes an agreeable surprise. 

In selected instances, most of . which have been cases 

of mitral stenosis, occuring in primiparas with a 

previous history of decompensation, the condition 

has been considered sufficiently serious to warrant 

abdominal delivery. This has applied particularly 

to those patients whose cardiac condition would be 

unlikely to tolerate favorably the second stage 

expulsive efforts. This includes both the immediate 

risk as well a s permanent residual additional 

pathology to already damaged heart. 

ELDERLY PRIMIGRAVIDA 

Rarely should the elderly primipara have a 

cesarean for that reason alone.(68) She should be 

allowed to go into labor and, at least, be given 

a fair test to see whether or not she can deliver 

normally. In Skeel's experience, women of this 

age stand pain better, fuss less, work and cooperate 

better than younger ones. This- makes up for any 

difference in firmness and rigidity of tissues, 
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cervix, or muscles that exists between the two 

groups. Many of them have easy labors of eight to 

ten hours and go along as quickly as much younger 

women. About the only reason for doing a cesarean 

in an elderly pri~ipara as such, would be a breech 

presentation with a large baby, particularly if 

there had been long standing sterility. ft.n elderly 

primipara with a cephalic present&tion should be 

allowed a test of labor, regardless of the length 

of sterility. 

Dieckman defines elderly primipara as a patient 

who has her first child when she is 35 years of age 

or older. Kuder and Johnson report an incidence at 

the New York Hospital of 2.7 per cent. They noted 

an increased incidence of toxemia, contracted pelv1.s 

(especially funnel), prolonged labors, myoma, and 

increased maternal and fetal mortality. Dieckman's 

practice in these patients near term, if possible , is 

to permit the usual test of labor, If the membranes 

rupture prematurely, and if labor cannot be started 

with functional doses of pituitrin , and if the pelvis 

is empty, he performs a section within 24 hours. 

In the case of elderly primiparae, Lazard (69) says 

there should be another indication other than age alone, 

that is, size of baby, presentation, and the type of 

pelvis should.- enter into the consideration. 
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MALPRESENTAT!ONS 

Generally s peaking, mal presentations are not 

indications for section. They are occasionally 

treated by cesarean section, usually when dispro­

portion or some other complication increases 

considerably t he danger of natural delivery. (70) 

BROW AND FACE PRESENTATIONS 

From 1930- to 1939, there were 74 brow present­

ations and 28 f ace p~esentations at Queen Charlotte's 

Hospital. In these 102 cases, six sections were 

pe~formed (5 for brow) with no maternal loss. · Nearly 

all were done for pebzic r is proportion or faile d 

v..aginal delivery. Among the 96 cas es delivered by 

- the vaginal route, ther e were two maternal deaths; 

and 43 bc~bies were born dead or died in the hos pital. 

Danforth (71) say s t hat f ace or brow presentati ons in 

which dilat ation is slow or f a i l s to occur, or if the 

head fails to engage, should be treated as cases for 

tests of labor &nd delivery , if need be, by section. 

BREECH PRESENTATIONS 

In Phillip 's ten-year series, t her e were 925 

breech l abors, 660 complicated, that is, associated 

with other conditions such as placenta previa, 

contracted pelvis, and toxemia. In all 13, s ections 

we~e done with no maternal deat hs. Extension of t he 

l egs without the complications is not an indication. 
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If a breech with extended legs is associated with 

some other condition ·- which makes vagina.I deli very 

more dangerous, such as placenta previa, minor 

disproportion, fibroids, or if the patient is a pr imi­

gravida of forty years or over, and the child is large, 

there is a good case for cesarean section. 

A full term breech in a primipara is not per se 

an indication for ·section. An unengaged bre~ch after 

adequate pains for several hours may be. Here again, the 

exercise of judgment must balance t he hazards to maternal 

soft parts, and fetus of vaginal delivery against a 

major operation. (72) Mengert of Iowa relates how 

cesareans have been advocated as method of choice in 

breeches, but when one considers that the fetal mortality 

rate fr·om this procedure in Iowa is practica.lly the 
I 

same as . that generally reported from vaginal delivery, 

it offers no advantage. (73) On the other hand,the 

obvious di sadvantage of cesarean is the greater risk. 

The breech itself offers no greater maternal risk, while 

a ten-fold increase in fatality plus a definite r estrict­

ion on her fu ure pregnancies, comes with cesareans. It 

is felt that section delivery should not be employed for 

breech presentations, however, an occasional pa ient 

with a contracted pelvis, justifies t he use of the section. 

The disproportion can only be told in ver presentation. 

Therefore, if versions fail, the section is advisable. 
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OCCIPITOPOSTERIOR POSITION 

Early recognition of the occipitoposterior 

position is most important, as the complication 

always interferes with labor-sometimes to a serious 

degree.(75) The first stage of labor is much prolonged 

and should be so managed as to minimize the suffering 

and exhaustion of the ma.ther. In Hennessyts series, 

abdominal delivery was resorted to in 17 cases out 

of 600 occipitoposteriors, but in no case did the 

position alone furnish the indication1; prompt operation 

would prob~bly spare the mother much risk and additional 

pain and seve the life of the baby in many instances. 

This is especially true with regard to the borderline 

pelvis with non-engaging head. Ke~ley (76) agrees with 

this attitude also. He says there are rare cases of 

disproportion between head and pelvis where cesarean is an 

indication, not because of the occiput posterior position 

only, but because of an abnormal pelvis etc. 

TRlNSVERSE LIE 

In Phillips (37) ten-year period , there were 83 

cases of transverse lie. Two were treated by cesarean 

section and two by cesarean hysterectomy, without any 

maternal deaths. Of the 79 cases delivered from below 

there were three maternal deaths and 53 lost babies. 

A persistant transverse arrest in a primigravida 

should always raise the ques tion of a possible contracted 
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peivis. If a cesarean section is done, it should 

be early in labor; l ate cases impossible to deliver 

by the vagina require cesarean hyster ectomy &s a 

rule. Mock (77) says that no hard anci f ast rule can 

be made for transver se or compound presentations . 

These commonly occur ~ith small babies or multiple 

pregnancies and set forth no problem--but a l arge 

fetus i n neglected l abor fixed i n trans position with 

risk of uterine rupture or extraperitoneal cesarean 

secti on. Because of lower maternal mort ality and 

morbidity and bet t er fet a l salvage, t he l E,tter 

procedure is t he one of choice. 

PROLAPSE 0~ THE CORD ----------
Waters (52) states that there i s appreciable 

fetal salva~e from section when the cord prolapses 

through a non-dilated cervix following early rupture 

of membranes. This i s es peci ally true of primi par ae. 

The circulation in the cord must be strong and main­

tained to jus tify the operation. Res piratory attempts 

may succeed in other circumstances , or certain 

conditions may warrant conservative treat ~ent with 

a ccepted risks of fet a l loss . When t he patient is 

elderly, primiparous or the soci al va lue of the child 

high, oper a t ion should be done prom tly is reposition 

c annot be mainta ined. In cephalic and transverse 

presentations, versions are usually the operations . 
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of choice, but forceps are indicated when the 

head is already deep down in the pelvic canal. In 

frank breech presentations a foot, or pr eferably 

both feet, should be brought down and extraction 

promptly completed. If t he dondition of the cervix 

precludes manual dilat ation, the chances for the 

child are oor unless section is promptly done. In 

a few of these patients, particularly elderly 

primiparae, are those in whom a subsequent pregnancy 

appears undesireably, cesarean section is indicated 

when the cord h~s prolapsed early in l abor and no 

contraindication to the operation exists. Where 

cesarean section is deemed inadvisable in those 

cases, the only hope lies in replacing the cord 

and retaining it in place until the cervix ilates. 

CESAREAN SECTION FOR STERILIZATION 

Cesarean section should never be performed solely 

for the pur pose of sterilizing essentially normal 

women, as it leads to lax views concerning its 

indications. (10) Every obstetrician is often 

confronted by a number of women sent to him suffering 

from insanity, feeblemindedness, or other conditions 

with the request that t hey be sterilized at the time 

of labor. Unless t hey present a definite indication 

f or section, they should not have one merely for 
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sterilization. Spontaneous l~bor should be 

allowed to occur and during the early puer-

perium, sterilization undertaken by the most 

appropriate procedure . By this means the mortality 

is reduced to a minimum. It is now t he practice 

of mo'st obstetricians to perform euerperal steril­

ization, if indiqated, on the f ourth d&y after 

delivery, instead of wi thin the first twenty-four 

hours. 

RIGIDI1JY OF THE CERVIX AND INEFFECTIVE 
UTERINE CONTRACTIONS -

All obstet:cicians of experience will agree 

that given time and patience nearly all cases of 

uterine iner tia and rigidity of the cervix end in a 

natural delivery , or a successful for ceps birth, 

after a normal la.bor . It is argued thc.t' the cervix 

is rigid, t hat f urther dilatation will be slow, 

th~t the baby wi+l be born dead, that the risks 

to t he mother are not negligible, and that therefore, 

a cesarean is the better treatment--especially if a 

lower segment operation i s performed by a skilled 

obstetrician under good conditions. It would be 

wrong to say that a section should never be done 

in such circumstances; there is little doubt that 

rigidity of the cervix with uter ine inertia is a , 

(102) 



-

-

-

..... 

bad indicat i on for section, and that, as a rule, 

sedation, and -atience secure a natural delivery, 

with less risk to t he mother. Each cGse must be 

carefully considered on its own merits, and that, 

v1hen vaginal examinations have been carefully made 

and when it is desirable to hc.ve a lower segment 

operation done under ideal conditions by an exper­

ienced obstetric sur geon , occasionally cases of 

this type will be better treated by a section. 

CARCINOMA 0~ THE CERVIX 

A natural l abor in such a con ition is 

associated with greatly increased risks of hemorr­

hage &nd dissemination of the disease . Therefore, 

a cesarean hysterectomy or the Wertheim oper at ion 

is advisable. If the disease is advanced , however, 

a section, followed by a subtotal hysterectomr and 

then radium or deep x-ray therapy, is the usual 

treatment. Stander teaches thct carcinoma of the 

c ervix is an absolute indic &tion for cesarean 

s ~ction, as it i s i nadv i sable to allow a carcin­

omatous cervix to be subjected to the dilatation 

incident to labor. Trauma to the cervix, as well as 

the chance of spreading the cancer cells, are the 

contraindications to va.ginal delivery. 
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OVARIAN '!'UMORS 

If not obstructing delivery, these can be 

left alone and removed at~ latter date. If they 

can not be dislodged from the pelvis during preg ­

nancy, it is better to remove the tumor ar.d allow 

the pregnancy to proceed . It is possible to do 

this even one week before labor is due, and to 

find that the abdominal suture wound interferes 

little with the course of natural delivery. If, 

during laparotomy, at or near term, an ov&rian 

cyst cannot be removed from the pelvis , even after 

eYentrat1on of the uterus, there is no alternative 

to a cesarean .(37) 

FIBROIDS 

The consensus of opinion is to interfere as 

little and as late as possible in pregnancy. Cerv­

ical fi~roids, and large broad ligament or lower 

segment tumors, obstructing labor, are absolute 

indications for ce sarean section, followed by 

hysterectomy or myomectomy, according to the age, 

parity and requirements of the mother. (10)'(37) ( 46) (50) 

The majority of other fibroids, -softeI)., ·-r1atten, and 

are d~awn up and out of the pelvis, exerting but 

little influence on labor. Myomectomy during 

pregnancy is so likely to interfere with the blood 
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supply to the J l acental site, and is so often 

followed by miscarriage, that it is needless and 

unwarranted risk, especailly in view of the good 

results of natural labor in the majority of cases, 

and of cesarean· section near to term in t he selected 

minority. It is astonishing how many fibroids 

complicating pregnancy end in natural delivery if 

only they are left alone; but tumors preventing 

descent of the head or causing a transverse lie, 

are notable exceptions. The opinion of an exper­

ienced obstetrician is always an advantage. 

CESAREAN SECTION IN DYSTOCIA 

To do a crushing operation or a reduction in 

patients where the presenting part has been well 

engaged or _could be easily L:mobilized by an assist­

ant, and where t here has been no: dangerous thinning 

of the lower uterine segment is relatively easy and 

of course, there should be no maternal mortality 

directly attributable to the procedure • . If it · , 

is very difficult for an assistant to inur.obilize 

it, there , is then a different picture, In this 

last group, it is extremely difficult to reduce 

the size of the present ing ;.art and the results 

following t he attempt are so disastrous t hat a 

better solution of the problem was sought . Delivery 
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by the abdominal route can be performed in thirty 

minutes, during which time steps can be taken to 

overcome the condition of shock and collapse from 

which these patients suffer. This treatment can 

be carried out while the surgeon is operating. This 

includes the use of saline solution or whatever 

other means one has at hand. 

Contrast this ' ith the long-drawn-out destructive 

operation, where there is rrore or less hemorrhage 

and shock to the pa ient throughout. The decision 

of the method to be used should be left to the 
-

patient or her family after proper explanation has 

been made of the advantages and disadvantages of 

each procedure. (79) 

The operation of embryotomy and delivery by 

natural passages is not without considerable mortality, 

as can be seen from the following statistics: 

Kerr reports 10 per cent; Perry, 38 per cent; 

Gussman, 6 per cent; Merryweather , 8 per ·cent; and 

Shanta , 6 per cent. Dr. Champney says thf. t intra­

uterine craniotomy is the most dangerous. of all 

obstetric operations. These dangers are due, first, 

to the previous futile efforts at delivery; second, 

to the great difficulty in its performance . Therefore, 

in cases in which craniotomy is even more difficult 
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and hazardous than usual, cesarean section and drain­

age offers the safest &nd best means of delivery, 

and should be performed in preference to embryotomy .. 

Higgins (80) suggests that the oper&tion of 

section involves less risk than difficult vaginal 

delivery, and - that the indication for abdominal 

deliver~ may be considerably extended with advantage 

to mother and child. In order to access the value 

of cesarean section, it is necessary to estimate 

the risk to mother and child. Crude maternal mortality 

figures are of little value. In a healthy mother, 

the risk is affected chiefly by the operative 

technique and by the influence of labor. 

In elective operations, cesarean sections at 

the time of choice is associated with a much lower 

maternal death than i s usually supposed. Probably 

the risk should not ~e greater than that associated 

with any simple lap.arotomy. In potentially infected 

cases when labor becomes obstructed, cesarean section 

may be employed as a rescue oper ation with brilliant 

success .. Nevertheless, every effort must he m2de to 

prevent a clean case drifting into the potentially 

infected category by not deferring intervention to 

long. In many doubtful cases, the attendant will 

have to decide between the alternative of delivery by 

force ps or by section. In emergency cases, with 
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obstructed labor, the fetal mortality r a te is very 

high. It must be remembered that section was intro­

duced to save ·the child, and the operation should 

be considered in- all cases where deliver y by the 

vagina is likely to be hazardous. In the elderly 

·primipara in t he presence of dystocia, when vaginal 

delivery is possible but difficult, · the use of 

forceps is as sociated 'Vi th definite risk t o the 

mother and the outlook for the child is bad. Delivery 

by section should be more often used in these cases. 

In presence of dystocia, when labor is often pr~lo~ged, 

the use of forc eps carries an obvious practical and 

theoreticaL' drawback, because deli very cannot be 

completed until the cervix is fully dilated. Under 

such conditions, it is difficult to see the ofiject 

of waiting until vaginal delivery by forceps is 

possible. It i s better to realize t hat when labor 

departs from the normal pattern, the process becomes 

pathological, and delivery is not necessarily the 

normal result because it is vaginal. Indeed, it 

may be easier to repair a cut in t he abdominal wall 

than a l acer ation of the pelvic floor. In all such 

cases, it s eems that the trauma to t he mother is l ess 

and the outl ook f or the ~hild is much improved if 

delivery is accomplished by cesarean section. 
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PULMONARY TUBERCULOSIS 

For advanced, active , or very recently healed 

pulmonary tuberculosis, cesarean section under . local 

or spinal ane·sthesia, may be indicated, especially 

in primiparae . Patients that have been healed or 

quiescent for six months or more wi l l probably go 

through labor without exacerbating tlie tuberculosis 

but should be aided with analgesia in the first and 

forceps in the second.(18) 

MISCELLANEOUS INDICATIONS 

These include such factors as request of patient, 

hysteria, varicosities of labia and right leg, in­

carcerated ut.erus, bowel obstruction, bicornuate 

uterus, and vaginal stenosis. Another indication 

is the occassional ~atient who has had an extensive 

vaginal repair (or a cervical amputation) as a 

vaginal delivery would undoubtedly reproduce the 

condition for which she had undergone the plastic 

operation. 

So far in this paper, I have tried to give 

the indications for cesarean section reported by 

various men and from different hospitals in the 

country. The most common indications have been 

discussed. Before reviewing the contraindications, 

I would like to mention a few cases, rather rare ones, 

that have required a cesarean section. 
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Walker (81) has a most int eresting series of 

seven cases of congenital coarctation of the aorta 

in which pregnancy occurred. Two of these died 

during pregnancy, one from cerebral hemorrhage, 

a fourth from rupture of t he aorta into the 

pericardum . The other three were delivered 

successfully by cesarean section with an uneventful 

recovery. 

Kanter (82) has a very unusual case report. 

On March 8 , 1944, Mrs. L.B., aged 26, white , came to 

his office with a history of severe pain throughout 

the entire abdomen and extending down both t highs-­

greatest in t he right and left iliac regions. There 

was difficulty in sitting down arid breathing. The 

first symptoms occurred October 5 , 1943, with severe 

abdominal pain. She was placed in the hospital and 

the symptoms ce&sed. After six days hos pitalization, 

she was again seized with severe abdominal pain and 

vaginal bleeding. The abdomen appeared as an eight 

month pregnancy. Because of t he size of the abdomen 

an attempt to induce labor was t ried unsuccessfully 

and she was sent home. Kanter's first examination 

(March 8) revealed a well-developed, f airly well- _ 

nourished individual, six feet and three inches tall 

and 141 pounds in weight . The physical examilnation 
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was entir~ly negative. The uterus was up to the 

ensiform cartilHge. Tb.ere was marked fullness and 

protrusion of both the right and left lower abdominal 

regions. The right side was more marked and. protruded 

considerably. It formed a round mass about the size 

of a child 's head . M& sses in these regions seemed 

fixed but the uterus was freely movable from below . 

There was no fetal he&rt tone heard and the fetus was 

palpable beneath the.umbilicus. The vaginal revealed 

a slightly relaxed perineum. There was no ballot t r:-ient 

as_masses on both the right and left side seemed~to 

be crowding the uterus and pus hi ng it posteriorally 

and upward. The laboratory findings were negative. 

The due date was calculated as between May 15 and 20 , 

1944. On May 5, due to increased pain and enlargement 

of the abdomen , the patient had a section. A nine 

pound , seven ounce baby was delivered. Examination 

of the right pelvis reve aled a large cystic ovary 

on a twisted pedicle. The blood vessels were much 

enlarged and marked varicosities present. Both 

ovarian cyst and tube were removed. The left side 

also revealed a large ovarian cyst which was removed. 

Had she been permitted to deliver vaginally, it is 
~ 

evident that there would have been rupture of either 

of the ovarian cysts, causing internal hemorrhage due 

to the increased .si ze of the blood vessels and resulting 
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in the death of the mother. Patient and child made 

an uneventful recovery, and left the hospital on 

the tenth day . 

Massive edema of the vulva in pregnancy is 

quite rare, there being but ten references in the 

literature in the l;;.st twenty ye ars. Usually multiple 

puncture before labor is complete, allows enough 

collapse for delivery to take place through the vagina. 

In this case, the edema was of the labia majora while 

that pictured in two cases of Thorp c..nd Wangeman 

was of the labia minora. 

In this case, the inner surfaces of both labia 

majora· b~came gangrenous and sloughed off; expos ~ng 

the subcutaneous tissues in ~ crater-like ulcer which 

measured 2 by 10 centimeters in the left labium and 

smaller in the right. This case is reported by 

Tospin. (83) The patient was a primipara , colored, 

aged 23 , stocky, with a normal weight of 150 pounds. 

She was at full term pregnancy , admitted in labor 

at the onset of the first, stage. Two weeks before, 

she began to have edema. of the feet, legs, · c::.nd face. 

She h&d had no prenatal czre. Two days before her 

entrance, she developed massive edema of t he v1,1lva. 

A histo.r,y was given of fluid discharge from the 

vagina for two days. There .appeared to be two fetuses 

with two fetal hearts and two heads. The vulvs. was 
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greatly swollen, with a clear fluid oozing from a 

rupture in the skin on the lower portion of the 

left majorurn labium. The blood pressure was 170/120, 

temperature 101 degrees F., pulse 100, 4 plus 

albumin, and 28 ,150 white blood cells. Not -with­

standing the toxemia, several consultants agreed 

upon section as the choice of precedure . Convales­

cence was characterized by gcngrenous slough of the 

skin and mucosa of the inner folds of both labia 

majora. The toxemia was treated by I.V. magnesium 

sulfb.te, glucose , a.nd fr ee fluids .with a salt-free 

diet. The gangrenous ulceration was healed at the 

end of t wenty days. The infants weighing seven pounds, 

three ounces and six pounds, five ounces nursed 

and did well . 

Fit~Gerald (84) had a uatient in whom at t hree 

months uregnancy, , t he f i rst examination found no 

abnormalities exce pt a l arge mass extending down into 

the cul-de-sac. It was more prominent on the ri ght 

side but could be felt on the left side at a slightly 

higher level, was semisolid , .. nd ap~arently fixed in 

position. The . urine remained normal during the 

entire pregnancy. On admission to the hospital, 

the pati ent was having 1rregular uterine contractions. 
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at the time of admission. The mass was still 

present and was diagnosed as a possible fibroid 

uteri or an ovarian.cyst. A test of labor was 

given. After several hours of good 1ains, the 

head was still floating so a section was done. 

After the baby was delivered, exploration revealed 

a retroperitoneal tumor mass deep in the pelvis, 

posterior to the uterus and anterior to the con­

cavity of the sacrum. Further investigation dis­

closed a horseshoe kidney fused at the upper poles 

with the concave parts pointing downward and with 

a definite ureter extending down toward the bladder 
, 

on the left side. A few weeks after the section, 

the patient was free from all symptoms and both 

she and her baby were doing fine. 

Smith and Catheart (85) report a case in which 

viable triplets were delivered by cesarean section. 

After 1,1 hours labor with no progress, a section 

was done. On opening the uterus, a male baby in 

the right occipitoposterior was found and delivered; 

the other male baby was in a breech posit.ion a1'd 

delivered. Both babies were in a common amniotic 

sac and their cords were attached to a common placenta . 

After delivering the males, another fetus, a female, 

was discovered within a separate bag of water and with 
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a separate placenta. The males were apparently eight 

months gestation, but the fema.le, in addition to 

being much smaller, had the development of a seven 

month fetus. All did well . 

Ullery (86) can go Smith and Catheart one better 

in that he delivered quadruplets by section. The 

patient was white , aged 31 , and delivered by section 

two years previously for a rapid abruptio placenta. 

In this pregnancy, L.M.P. was March 12, 1944 with 

the E.D.C. December 19, 1944. During the first four 

months , there was cnnsiderable nausea and vomiting. 

In August, the uterus was found to be larger than 

normal for the duration of pregnancy , the fundus 

extending three fingers above the umbilicus. X-Ray 

examinations showed the presence of four fetuses. 

She was im.~ediately hospitalized and the abdomen 

enlarged rapdily. On October 24 , she began to 

have some i r regular uterine contr&.ctions and the 

uterus became quite tense. This continued for 

s~veral days. Because of the previous section and 

stormy convalence, another section was decided upon. 

On November 1, 1944 the abdomen and uterus were 

opened. The first three babies delivered wer~ all 

females and in a single sac. The fourth was a male 

and in a separate amnion with a small separate placenta . 
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The mother and babies made an uneventful recovery. 

Scholder (87) had a white female, 33 years of 

age with a temperature of 99degrees F. and a ulse 

of 48 beats ner minute , B.P. 170/80 and respiration 

of 20 p~r minute. The apex impulse was in the fifth 

left intercostal space in the midclacicular line; no 

shocks or thrills palpable . The first sound at the 

apex was obscurred by a loud rough systolic murmur • 

On consultation, it was decided because of the heart 

block it would be more expedient to perform a section 

than to risk a prolonged dry labor in a patient who 

had a toxemia and who had an organic--though asymptomatic-­

heart lesion. Cycle ropane was used bec&use a hi ,5h 

concentration of oxygen could be used. Mother and 

baby made an une~entful recovery. 

Kohn, !.orrison, and Douglass (88) have a case 

on record in which a women in l abor and with a 

strangulated ventral hernia was admitted to t he 

hospital. Under spinal anesthesia, using metycaine, 

she was delivered by cesarean section and the hernia 

repaired. 

For the last case, Mcsweeney (89) has a patient 

in whom cesarean section had been done eigh~ times 

previously. Dr . Mcsweeney doing the ninth section . 

The patient came in liil mild first stage . labor with 

pains ever y six to eight minutes and lasting 25. seconds. 

(116) 



The B.P. was 112/68, urine negBtive, uterus at term, 

and vertex floating. The fetal heart tones were 

138 per minute. The pelvis was of the just-minor 

type, generall contrccted ·:vith an intercristal 

diameter of 25 centimeter-s, an interspinous of [0 

centimeters, and an external conjugate of 17 centi­

meters. The symphysis was narrow and the subpubic 

arch angul&ted , suggesting a male type of forepelvis. 

The intertuberous diameter of the outlet was: 8 centi­

meters and the posterior sagittal, 9 centimeters. 

Rectal examination found the cervix partly taken up, 

one finger dilated , membranes intact and vertex 

floating. A left _aramedian scar was resected 

exposing a thick mass of dense . fibrous scar tissue, 

extending from the subcutaneous ulane to the peritoneum . 

The lower two-thirds of the anterior wall of the 

uterus were so firmly L; dh1➔rent to he parietal peri­

toneum that separation w~s not impossible but unwise 

since the uterus could be readily opened with the 

surrounding peritoneal vavity well-walled off by 

dense adhesions . A classical type of sec.tion was 

done and a seven pound, four ounce baby extracted 

without difficulty. There was no thinning of the 

uterus from previous scars. The uterine muscle acted 

well after intravenous pituitrin and intramuscular ergot . 
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The patient and baby made an uneventful recovery 

and were discharged on the sixteenth postoperative 

day. This patient had had a cholecystectomy and 

one other operation along with her nine sections-­

a total of eleven laparotomies. 
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THE CONTRA-INDICATIONS [QB CESAREAN SECTION 

Before going into the contra-indications for 

ces&rean section, it might be interesting to list 

the pre-requisites for cesarean section postulated 

by Epstein. (48) 

1. A t horough knowledge of t he condition of 

the undelivered child and of the pregnant 

mother. The roentgenologist i s often help­

ful, but should not be entirely depended 

upon. The experienced obstetrician wi l l 

be able to evaluate more accurately such 

cases with his examining fingers than the 

roentenologist with his x-ray. 

2. The decision for a section should be made 

as early as possible before t he patient 

becomes exhausted or contaminat ed. 

3. The type of the operation s hould be 

determined beforehand; the choice of the 

t ype depending on t he c ase, that is, where 

t he pati ent had a previous section, or the 

presence of obstructing tumors, placenta 

previa, etc. Each case may present a different 

problem requiring a different type or· operation. 

4. There is no advantage i n r apidity of perform&nce 

in most cases; we must not barter safety for 

time. 
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5. A test of labor is very seldom necessary; 

an experienced obstetrician will not procrast­

inate, subjecting the patient to the danger 

of contamination and material exhaustion, 

an all too often dangerous , even useless ordeal. 

6. The fetal heart must be heard, although some­

times in certain cases, in order to save the 

life of the mother, we have to resort to a 

cesarean, knowing that the child is dead in 

utero. Yet there is no excuse for a surgeon 

who never practiced obstetries and very seldom 

ever heard a fetal heart . to perform a section 

without checking first the condition of the 

child in the uterus. Here the trained 

obstetrician's services are of paramount 

importance. 

7. Typing of the patient's blood should be 

done before the section 1s started; and where 

possible, also the Rh factor investigated so 

as to be prepared for all emergencies. 

8. In cases of cardiac decompensation, toxemias, 

l acenta previa , a cesarean is not a panacea 

in many such cases. Obstetrical art is very 

often more useful than surgery. 

9. In positively contaminated cases, the extra-
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~ _peritoneal ,~ection; : that . is, - Letzko-Waters: 

and some others, is in reality not much safer 

than the low cervical transperitoneal, intra­

peritoneal operation. 

10.Finally, the slogan, "once a. cesarean, always 

a cesarean", does not hold true nowadays. 

In a good many cases, that is, when the previous 

section was made because of relative indications 

such as placenta previa, pre-eclampsia etc. 

Phaneuf (90) lists both iilliliediate and late gangers 

following cesarean section. As immediate dangers, he 

cautions against: . 

1. Hemorrhage as one of the two most serious 

complications. 

2. The other is sepsis in the form of peritonitis. 

Irving (91) says that infection is still t he 

most important factor in mortality and morbidity. 

3. Trauma of operation--improved technique, 

gentle handling of the tissues, and conservation 

of t he blood supply have decreased shock 

As late dangers or disabilities, he gives: 

1. Invalidism-following a major surgical operation, 

a number of women may have poor health for a 

more or less prolonged period of time. This 

i~ expecially true if the operation has been 

associated with sepsis and hemorrhage. 
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2. Sterility--In marked infection with suppu:rative 

qualities following section, there may be 

partial or, in the severe cases, complete 

destruction of the endometrium-sometimes 

resulting in sterility. 

3. Rupture of the uterus--Imperfect healing of 

the uterine incision with subsequent rupture, 

in the following pregnancies and labors is 

contemRlated. Statistics show this to occur 

in about 3 per cent of the classical sections 

and less than 1 per cent in the low or 

cervical operations. 

As contr-indications, Dieckman (50) says that 

a section should never be done--

1. As a matter of the obstetrician's convenience 

or because a larger fee is presented than 

in other types of delivery . 

2. Or because the mother or her family desire 

and insis_t upon it. Such desire and insist­

ance arise from ignorance of the f actors 

already dwelt upon in the previous discussion. 

3. Cesarean section should never be employed 

on the unsupported advice of internists and 

roentgenologists. Only the determination of 

a really qualified obstetrician or a practioner 
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quali·fied by considerable obstetric 

experience, should decide the issue. 

4. Section should seldom be resorted to in 

any except extreme degrees of pelvic de­

formity or disproportion wi thout some actual 

observation of the patients' ability to 

deliver herself by the natural passages. 

5. It should generally not be employed in 

ecla.mpsia. 

6. It should generally not be used on the sole 

basis of concomitant condition, as heart 

disease or an acute surgical complication. 

7. Section should not be employed as a rule 

in small babies, previable fetuses, or 

full babies actually dead or exhibiting 

such a qegree of distress as to make their 

survival im2robable. 

A contra-indication to operative delivery exists 

whereever there is no definite indication for active 

intervention. In other words, obstetric operations 

should not be performed solely for "convenience". 

Other and more positive contra-indications are rel­

atively uncommo!), but nevertheless definite. In 

many pregnancies complicated by disease, such as 

chronic nephritis, acute toxemia of l&te pregnancy, 
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cardiac disease and other chronic conditions, the 

interruption of gestation is indicated, but can 

be accomplished safely only after medical therapy 

has made the patient a reasonable surgical risk. 

In general, it is wise to follow the dictum that 

when disease complicates pregnancy, the first 

indication is to treat the disease, attention to 

the pr egnancy being reserved until 1~.ter, Contra­

indications may be based upon various other factors , 

suchudeficient training, which makes an operator 

imcompetent to perform t he indicated procedure, and 

inadequate as sistants, or surroundings unfavorable 

to the maintenance of aseptic technic or to providing 

necessary therapeutic measures. ~ !,g doubt, ll 
is wiser !l£i to interfer ~~natural forces 

of parturition. (49) 

Eastman (23) warncagainst: 

1. Recommending cesareans on t he basis of 

external pelvic measurements. 

2. Recommending section simply on the basis 

of prolonged labor. Late section is the 

main reason for the high mortality of the 

the operation in the United States. With 

every hour of labor, .i!}& danger from the 

procedure increases. Moreover, the most 

common cause of prolonged labor is not 

(124) 



contracted pelvis but uterine inertia, and 

uterine inertia is not an indication for 

se~tion. Time will take care of most cases 

of uterine inertia. 

3. Recommending section on the basis of uterine 

fibromyomata unless one is actually blocking 

the pelvis when labor starts. Even though a 

'fibroid seems to block the pelvic canal earl)r 

in pregnancy, it is usually drawn upward 

and out of the pelvic cacity as the uterus 

grows. 

4. Recommending section if a .women has had a -. t 

previous one. If t ne indication for the 

first one is still present (as in contracted 

pelvis) - another section would naturally be 

required. If, however, the original operation 

was done for some reason such as placenta 

previa, then another one is not always needed. 

5. Rec.om.mending cesarea.n section in eclampsia. 

The late Dr. J. Whitridge said that those who 

would suffer least because of the ~bsence of 

surgic al attention were, in his opinion, women 

with eclampsia. 

6. Recommending section if there is any chance that 

the fetus is dead. 
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7. Recommending section if there is maternal 

infection, active or potential. An actually 

infected patient has fever and other laboratory 

and clinical signs of infection. A potentially 

infected pat.1.ent has been a long time in 

labor, or subjected to repeated-vaginal 

exarnina.tions or has membranes ruptured over 

12 hours. 

Forward (92) expiams that the abuse of the 

operation comes primarily from those who, because 

of insufficient know·ledge or training, decide on 

its use through . faulty obstetrical judgment, or 

by those who feel themselves unqualified to do some 

of the thoroughly intricate obstetric manuevers, 

but who feel very qualified to ~o a clas sical section. 

The contra-indications most often ignored are three 

i n number. Briefly, a cesarean section should not 

be done: 

1. If there has been vaginal examinations 

2. If membranes have been ruptured for more 

than four to six hours 

3. If operative attempts have been made to 

deliver from below. 

Vaginal examination eve'n under the strictest technique 

is almost certain to carry infection to the uterus -if 

t he exami.ning finger extends beyond the cervical opening , 
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and if they do extend that far there is no need to 

do a vaginal because a rectal examination can give 

all the necessary information. As for the second 

point, Williams, many years ago showed that bacterial 

invasion of the uterus almost surely occurred within 

six hours following breaking of the membranes . Thirdly, 

if an operative attempt has been made from below, 

then it is little short of suicidal to do a section. 

As for the second contra-indic&tion, Brown (93) 

believes that antiseptic vaginal instillations offer 

a means of preparation of a patient for section 

which will 

1. largely eliminate one of the most important 

causes of mortality; inf'ection 

2 . reduce the incidence of positive uterine 

cultures obtained 

3. make it relatively safe to postpone operation 

until a much later hour in labor 

4. lower the indication for more r adica l operative 

procedures 

For contra-indications, Phaneuf (90) gives: 

1. A dead child, except in the presence or an 

absolute pelvic indication. 

2. Poor physical con<lition of the mother 

5. Improper surroundings _for technique. 
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4. A patient infected from protracted labor, 

vagina.l examinations performed vith quest­

ionable technique and asepsis; rupture of 

membranes. 

5. The classical cesarean section is absolutely 

contra-indicated .in the presence of a potential 

or frank infection. 

The contra-indications given by most of the other 

authors are very similar to these already listed. 

Before ending the section on contra-indications, I 

would like to cite a few other facts for consideration 

before a cesarean operation is attempted. 

Bloxsom (94) gives a careful analysis of 100 

cesarean babies in which 42 required active resuscitation 

against only 18 in 100 normal deliveries . The role 

played in apnea by analgesia, surgical anesthesia 

usually with premedica.tion, and such conditions as 

toxemia, placenta previa or premature placental 

detachment, indicating the operation, are appreciated. 

There is absence of respiratory effect on the fetus 

exerted by alternating pressure and release of pressure 

as the result of uterine ccntracti ons during labor. 
' During a contraction, compression of the placenta 

forces more oxygen-carrying .: blood into the .. fetus • • 

Thus an accumulating oxygen deficiency might impair 

the ability of the fetal respiratory c enter for 
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'"-:- prompt response after delivery. In cesarean section, 

there also is missing the compression of chest and 

lungs within the birth canal--which in vE.ginal 

delivery may be significant for ±he ~first inspiration. 

Sackett (95) has hud two cases of ademomyosis 

interna uteri as a cause of uncontrollable atony 

and hemorrhage following cesarean section. Parry (96) 

reports a series of cases in w~ich a section w&s 

done for contracted pelvis. He is convinced thFi t 

a cause for bowel obstruction was the physic al m"ass 

of the retroverted post-partum uterus impacted in 

the true pelvis. He says e -ren if a postpartum uterus 

was to become r etroverted and fall into a normal 

pelvis there would be impaction there. In the cesarean 

operation, t he uterus is firmly compressed manually. 

Perhaps, in so doing~ it is made small enough to 

f all into the contr8.cted true pelvis, given thc;i.t 

the l atter is grossly contracted. 

The l ast remark as to the contra-indications 

for the section is a study by Schmelzer, (96) of 

144 patients who had been delivered by cesareans. , . 
Further pregnancies occured in 79 per cent. In 

68 per cent of these, conception occurred within 

the first three years after t he oper&tion. 
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...__ Number of patients subsequently pregn&nt 

Number of pregnancies 

Of these--

83 

158 

terminated in abortion-------------------26 , 
delivered per vaginum--------------------87 
patient~ delivered by section------------45 
patients had 2 sections each-------------24 
patients had 3 sections-------------------9 

of 24 patients not subsequently pregnant, 13 did 

not desire more children. The author concludes 

th:_t the number of normal deliveries preceding the 

pregna.ncy which ended in a section ha s an influence 

upon future fertility. In & cornnarison of the 

number of pregnancies for equ&l years of marriage, 

those having the operation showed a lower total 

fertility than those who had no operative deliveries. 

However, those patients subjected to operation at 

the first 9regnancy had an avera.ge of 1.46 children 

subsequently as against 1.0 children brought forth 

by those havir~ the operation at a second or l ater 

pregnancy . Schmelzer feels that in the interest 

of the child as well as with a view to further 

pregnancy, cesarean section should be resorted 

to in most cases of dystocia as well as in placenta 

previa.. 
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MORTALITY .En.QM CESABEAN SECTION 

Inherent in every cesarean section is the danger 

of hemorrhage not only at the time of incision into 

the uterus but imn_ediately before and after opera t ion. 

In many cases the operation can with advantage be 

temporarily delayed until the acute anemi a has been 

overcome in wh9le or in part by blood transfusions. 

All too often, the preparations for transfusions 

are postponed until the serious condition of the 

patient forces the physician to recognize the necess­

ity for it. 

Shock is not infrequently a cause of death 

after ·section. This may be due to loss of blood, 

prolonged and rough operating technic, nervous in­

stability in the patient, especially if she is under 

18, or exhaustion from pain and long labo~. The 

onset of shock can usu~lly be foretold if a close 

watch is kept on the blood pressure, and if approp­

riate measures are taken to combat it, the danger 

can be minimized . (97) 

Occasionally massive collapse of the· llllilg may 

result f atally during or after section. This can 

be t~eated by aspiration of mucous from the bronchial 

tree through the bronchoscope and forced breathing of 

30:70 mixture of carbon dioxide and oxygen. 
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As to the mortality, Titus (98) states that 

the obstetric gain has been alm0st entirely offset 

.in many communities by the unfor tunate and radically 

dangerous belief that this ma jor surgi cal operation 

is now safe enough to be undertaken for the slight­

est of obstetric difficulties by anyone with any 

degree of surgical skill. In certain communities, 

there have been operators who will permit women 

thera.selves to decide to be delivered by section 

solely in order to avoid l abor pains. Eclampsia 

was formerly considered an urgent indication for 

cesarean secti on. The death r ate among eclamptics 

treated bY- section is much gre ater (41.5 per cent 

in a New Orleans survey) than t hose treated more 

conservatively. Section during an eclamptic attack 

is now viewed a s being absolutely hazardous and 

ill-chosen. The operation offers the surgeon an 

easy and spectacular way out of an obs t etric 

difficul ty, but for t he patient, it i s not the s afest 

way. The rising incidence of the performance of 

c es arean section with its at t endent ri sks in out­

stri pping its obstetric gai n even when conservat­

ively applied for new bµt valid i ndicat i ons. 

Normandie (22 ) gives a sumr,~ary of maternal 

deaths in sections in Massachusetts. 
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A SUMMARY OF MATERNAL DEATHS FROM SECTION 
IN MASSACHUSETTS 

DATE 1937 1938 
Total maternal 

deaths 66 60 
Emer gency 51 39 
!Elective 15 21 
Type of operation 

Low I 29 26 
Classical 29 24 
Extraperi toneal. ' 4 I 2 
Porro 2 3 
Not reported 4 ' 5 

In labor 3.l G5 
,Not in labor 32 30 
Membranes rupturec 13 18 
Membranes intact 47 37 
Not renorted 6 5 
Babies: 

Livi~ 43 43 
Dead 23 17 

The causes of death in this 

CAUSES OF DEATH 
Sepsis 
Hemorrhage 
Embolus 
Shock 
Cardiac 
Anesthesia 
Eclampsia 
Acute respiratory infection 
Toxemia 
Anaphylaxis 
Intestional Obstruction 
Premature separ ation of 
placenta 

Miscellaneous (one each) 

1939 1940 1941 

54 41 52 
45 3o 66 
~ 8 .l6 

24 15 16 
26 20 30 

2 ~ 3 
2 4 6 
u ' 0 0 

~9 22 ~u 
25 19 32 
15 17 13 
39 34 39 

0 0 0 

42 36 40 
12 8 12' 

series were: 
NO. OF 
CASES 

106 
32 
28 
25 
17 
11 
10 

8 
7 
6 
4 

3 

TOTAL ~ 

273 2 .46 
i:::;l.4 · 74.7 

69 25.2 

110 40.0 
1~9 47.4 

.Ll 4.0 
1.4 5.1. 

9 3.0 
.127 46.5 
138 50.5 

76 27 .7 
·186 68.0 

11 4 .0 

204 73.8 
72 26 .l 

PER CENT 
OF TOT.PL 

38.8 
11.7 
10.0 
9.1 
6.:? 
4 .0 
3.6 
2 .9 
2 .5 

1.0 

Chronic nephritis, toxic purpura , throtoxicosis, 
mesenteric thrombosis, scarlet fever, acute yellow 
atrophy , anuria, uremia, surgical emergency, carcinoma, 
no adequate ca.use and not reported---total 12 4 .3% 

In Lull's (33) report on sections in Philadelphia, 

he gives some interesting mortality statistics. 
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CESAREAN MORTALITY IN ALL HOSPITALS 
-

, 1931 1941 
No. of sections in all 
hospitals 573 894 

No. of deaths following 
cesareans 39 22 

Percentage of cesarean -

deaths 6.8 2.5 

LEADING CAUSES OF DEATH FOLLOWING CESAREANS 
1931 1941 

No. Percent No. Percent 
Sepsis 18 46 .15 8 36.5 
Hemorrhage. shock 11 28.20 3 13.6 
Cardi&c conditions 2 5.l2 2 9.1 
s~Jinal B,nesthesia 2 5.12 0 0 
~Jeohri tic toxemia 1 -2.56 1 4.5 
Embolism 1 2.56 1 ' 4.5 
Others 4 10.25 7 31.8 

TOTALS 39 100.0 22 100.0 

In :Barney's report from t he Cleveland Maternity 

Hospital from the years 1931 to 1941, he repo~ts the 

causes of death from 1,317 sections. (32) 

CAU:s11.;S OF DEATH FULLOWING CESAREAN SECTION 

MORTALITY CASES 
Bronchopneumonia------------------- ----- --------9 
Postoperative shock (eclamptic}-------------------6 
Pulmonary embolism--------------------------------2 
Postoperative shock (separation)--------~---------1 
Generalized septicemia----------------------------1 
Acute cardiac dilatation--- -----------------------1 
Postpartum hemorrhage-----------------------------1 
Rheumatic heart .disease (failure)------------- ----1 
Peritonitis---------------------------------------1 
Chronic pyelonephritis-------~--------------------1 
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The most common cause of death in Monahan's 

series from Johns Hopkins Hospital was shock and 

hemorrhage. A critical analysis of these cases 

woul d suggest, on hindsight , that the following 

errors of commission and omission played import­

ant roles in these fatalities: 

1. 

2. 

The imposition of a shocking operation 

(cesarean section, hysterectomy in 5 of 

the 9) on patients already shocked from 

premature separation of the placenta, or 

exhaustion by prolonged labor 

failure to protect such patients against 

shock by the liberal use of blood trans-

fusions before, during, and after these 

operations. Less than six deaths were 

due to generalized peritonitis , but an 

equal number were the result of paralytic 

ileus alone, as attested by autopsy. 

Of the four anesthetic deaths, 3 occurred 

in women who had been in 1abor over 30 

hours, a circumstance attesting .the fact 

that patients exhausted by long labors are 

poor anesthetic risks as well as poor 

risks from the viewpoint of shock. (25) 

Watson (95) has pointed out that the mortality 

rate in vaginal deliveries may be as low as l per 
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cent and that in many large hospitals, it 

v&ries from 0.2 to 0.5 per cent. In the same 

hospitals, the cesarean mortality rate varies 

fro~ 2.0 to 5.0 per cent, therefore, the risk 

of cesarean section is 10 times~ great~ 

natural delivery . When the figures of the 

smaller hos pitals and private cases throughout 

the cotmtry are included, the mortality rate for 

the section rises to 10 to 15 per cent as against 

0.4 per cent for natural deliveries , that is the 

risk is ten times as great when the conditions are 

not so ideal. 

The maternal mortality from cesarean section 

in the United States according to a r•3vi ew published 

in 1941, by Gordon and Rosenthal, is .. roba ly "at 

least 10 per cent and possible a Droaches 15 er 

cent." Such a high rate seems improbable but 

various reports since 1930, still give mortalities 

for section from Oto 17 ~ r cent. Sarlier reports 

give figures which are even higher for some small 

hospitals . Furthermore, studies of maternal death 

reveal that cesarean ~ection had been performed in 

24 per cent of . the deaths in the fifteen state study, 

in 20 per ce~t of t:1c 1J"e,r York City deaths , in 14 

per cent of the Philadelphia mortality and in 20 per 
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cent of the deaths in Chicago.(50) 

AUTOPSY FINDINGS IN 1922 CRSAREAN SECTIONS 
-

Range Average 
CAUSE OF DEATH Per cent Per cent 
Peritonitis, septicemia, 
ileus . bowel obstruction . 27-50 38 

Pulmonarv elbolism 0- 11 7 

Shock and hemorrha~e-total 21-36 30 
P.lacenta previa 0-9 I 5 
Abrupt o placenta 0-7 6 
Heart failure 0-9 5 

Eclampsia, toxemia, 
vascular-renal, pul "onary 
edema 8-37 19 
Lobar Pneumonia 0-14 3 

Anesthesia-aspiration 
pneumonia 0-12 3 

Spinal anesthesia ' (3)* ,-
Incompatible blood 
transfusion (2)* 

!Tuberculosis · ' . (JJ-r~ 

*Key--() represents numbers based on small series 

Phaneuf, in 1943, stated in discussion that 

the maternal mortalitr from section of 1.96 per cent 

at the Philadelphia Lying-In Hospital was not excess­

ive. He also stated that many deaths after section 

are attributed to the operat i on instead of the exist­

ing pathology (pl~centa previa, abruptio placenta, 

contracted pelvis, toxemia, etc.) 

·· Plass re orted that in Iowa, 29 per cent of the 

section deaths occurred on the first d&y, and 22 per 

cent on the second and third post-operative days . 
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Obviously, almost 51 per cent of the deaths were 

from shock and hemorrhage or overwhelming infection.(49) 

Irving (91) believes that when cesarean section 

mortality in larce clinics over a period of years 

is less than 1 per cent, then it will be time to 

broaden the indications. 

Kennedy, discussing cesareans has stated "to 

place a scar in the uterus and abdomen of a young 

women during her first child birth is to suspend 

a guillotine over her neck for the rest or her life. 

Where will she be during her next labor; will she 

fall in the hands of an accomplished surgeon, or 

will she die from a ruptured uterine scar ." (50) 

DeLee always used the term "watchful expectancy" 

in cases of prolonged labor. Hunt tr&nsposed this 

term to "hopeful procrastination". · Mellorts state­

ment "watchful waiting is an essential virtue in 

obstetric management, but look out for criminal 

procrastination just around the corner". Book 

knowledge of obstetrics is necessary, but only 

the clinical obstetrical experience gained will 

enable the doctor to decide which is "watchful 

expectancy", which is "hopeful procrastination", 

and where "criminal negligence" .. begins. 

(138) 



' 

Licciane (43) includes some interesting 

mortality statistics. 

CO:MPAR\TIVE MORTALITY STATISTICS 
Per cent 

No. No. of 
SOURCES Deliveries Sections Sections 
National 
before 1931 262 ,852 2,289 0.77 

National 
1931-1939 782,718 15,768 2 .55 

Chicago Lying-
In 1930-39 18,009 1,000 f 5. 5 

New York · 
Lying~In 5,456 153 2.8 

Mount Vernon, 
New York 8, 459 204 2 .6 

Per cent 
Maternal 
Mortali t:.v 

9.45 

4 .69 

0.8 

0.65 

5.1 

And finally, Skeel (99) concludes that t he primary 

or basic operative risk of t he cesarean section is 

high (one to two per cent). There is also a definite 

late or delayed mortality pr esent with every pregnancy 

and la.bor occurr ing after one section. These consid­

erations make the decision to perform the operation 

a grave one. The risk is real even under f avorable 

circumstances . _However, statistics such as are being 

published from time ato time .' spowing the rapidly mount­

ing number of deaths following a section, should 

not be used as evidence '. that the operation is being 

abused. Such statistics merely show the more 

general use of this procedure in the treatment of 

grave pat hologic conditions complicating pregnancy. 
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SUMMARY AND CONCLUSIONS 

1. The origin of the name of the operation is still 

obscure. 

2. Historically cesarean section 

a. was very rarely resorted to 

b. carried a prohibitively dangerous 

mortality , and 

c. as indicated only in the very smallest 

pelves , through which it was absolutely 

impossible to deliver a live baby, and 

almost impossible to deliver a dead one. 

With the advent of antisepsis, asepsis, and the 
II 

suture technic of Sanger, there has been, in the 

last very few years, a tendency to change these 

historic facts by--

a. employing it much more frequently, 

because 

b. it is technically easy and is mistakenly 

regarded as a safe operation; on this 

account 

c. it 1s used for much more numerous and 

broader indications than formerly. 

3. Indications 

Relatively few indications are uniformly 

accepted , other than those which have come 

from the days when child-bearing was viewed 
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as essentially physiologic in character, 

that is, disproport ion , obstruction, and 

inordinate prolongation of the birth 

process. 

4 . It is wrong to apply sbsolute time limits to 

labor. So-c~lled rules that the second stage 

must not be permitted to exceed a ptirticular 

time length is productive of much umiecessary 

and unwise interference. 

5. The question of import should not be "what 

procedure shall one select by which to interfere 

in the case" but r &.ther "is it necessar r that 

anything be done to interfere with or modify 

the nb..tural progress of l abor". 

6. The technical surgery involved is far less 

important than a well organized effort to 

intelligently interprete and evaluate the 

attendant general and obstetric status of 

the patient. ature deliberate obstetrical 

judgment plays a much more important role 

t han the equally necessary operation.· 

7 . Individualization of the patient is the 

most important f ac tor in cesarean section . 
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8. CONTRAINDICATIONS FOR CESAREAN SECTION 

a. As a matter of the obstetricians 

convenience or for a larger fee. 

b. Because the mother or her family 

desire or insist on it. 

c. Never on the unsupnorted advice of 

internists and roentgenologists. 

d. Never in any except extreme degrees 

of pelvic deformity or disproportion 

without some actual observation of 

the patients a ilit~ to deliver 

herself by the natural passages. 

e • . Generally not to be employed in 

eclampsia. 

f. Generally not to be used on the sole 

basis of concomitant condition, such 

as heart disease or an acute surgical 

complication. 

g. Not emplo-yed as a rule in small babies, 

previable fetuses, or full term babies 

actually dead or exhibiting _such. a deg-ree 

of distress as to make their survival 

imnrobable. 

h. Never only on the basis of external pelvic 

measurements. 

i . Never simplr on the basis of prolonged 

labor. 
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j. If there have been va.ginal examins.tions. 

k. If the rnembr2.nes have been ruptured 

for more than four to six hours . 

1. If operative attempts have been to deliver 

from below. 

m. If strictly sterile conditions are not 

at hand. 

9. r.ifORTA LITY 

a. Emergency sections carry a higher 

mortali t~, than a purely elective operation. 

Every effort should be made to eliminate 

as nearly as possible the emergency 

delivery . 

b. It still remains, as it always has, the 

most dangerous method of delivery; it 

is responsible in itself for a lArge 

percentage of all maternal deaths.' 

c. More than 1,700 mothers die annually 

following cesarean section--15 per 

cent of the total &nnual maternal 

mortality. 

d. The mortality from the section in the 

treatment of eclampsia r &nges from 

2 to 88 percent. 

e. The risk of section is ten times as 

great as natural delivery . 
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To place a scar in the uterus and abdomen 

of a young woman during her first childbirt h 

is to suspend a guillotine over her neck for 

the rest of her life--wh8re will she be during 

her next labor; will she fr,11 into the hands of 

an accomplished surgeon; will she die from a 

ruptured uterine scarl1 

DeLee always used the term "watchful 

expectancy" in cases of prolonged labor. Hunt 

changed this to "hopeful procrastination". 

Mellor 's statement expresses the greatest 

wi sdom to the obstetrician--"watchful waiting 

is an essential virtue in obstetric al management, 

but beware of criminal procrastination just 

around the corner. Book knowledge of obstetrics 

is necessary, but only experience, gained through 

clinical practice, will enable the doctor to 

decide which is "watchful expectancy", which is 
.. 

"hopeful procrastination'', and ·which is just 

"criminal negligence". 
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