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Two Cases of Caesarean Section for Impacted 
Shoulder Presentation, in which Trans-U terine 
Embryotomy was necessary before the Fetus 
could be extracted. 

By EARDLEY HOLLAND, M.D. 

THESE two cases were in King’s College Hospital under the care of 
Dr. John Phillips and are remarkable examples of a condition fo r  
which I propose the term “active retention of the fetus  by the 
uterus.” 

I, E.T., ii-para, aged 27, was attended by a doctor, who, when 
he first saw her, after she had been in labour, a t  term, for 25 hours, 
found an arm and a leg presenting at  the vulva: he anaesthetized 
her and attempted to turn the child : being unsuccessful in this and 
finding that the uterus was passing into a state of tonic contraction, 
he brought her t o  King’s College Hospital. Dr. Phillips first saw 
the patient after labour had lasted 30 hours : her pulse was 110 and 
her temperature was normal: the uterus was in a state of tonic 
contraction and was extremely tender on pressure. On examination 
under anssthesia he found that the left arm of the child, swollen 
and purple, was protruding from the vulva as far as the wrist : just 
inside the vagina the left arm and foot could be felt. The uterus was 
still in a state of tonic contraction. The left arm was amputated 
and version was attempted, but with no success. The head could 
not be felt through the cervix: the abdomen was high up and could 
only just be reached with the tip of the finger: embryotomy was 
impossible. Caesarean section was therefore undertaken. The 
abdomen was opened in the usual way: on incising the uterus the 
placenta was found on the anterior wall. It was rapidly separated 
and, the uterine incision having been enlarged, was removed. The 
child‘s back and flank came into view. In spite of traction, and 
the length of the uterine incision, the child remained f imly gripped 
by the uterus and could not be extracted. With a pair of stout 
scissors the child’s flank was opened and the liver and intestines were 
removed. The breech was then extracted and subsequently the 
head. 

The uterine wound was closed with two layers of sutures passing 
through muscle and peritoneum, and peritoneum respectively. The 
abdominal wound was closed with three layers of sutures. The 
total duration of anaesthesia was If hours, and of the Caesarean 
operation 35 minutes. 

Their clinical histories are, briefly, as follow : - 

The weight of the child was 7 lbs. 10 02s. 
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The patient passed through a stormy convalescence. The lower 
part of the abdominal wound suppurated, and, on the twenty-eighth 
day after the operation, thrombo-phlebitis of the left femoral vein 
ensued. She was discharged to the Convalescent Home eight weeks 
after the operation, by which time most of the cedema of the thigh 
and leg had subsided. 

11. Her first child was born alive at  
fu l l  term. The next four children were still-born at the 8th month. 
Subsequent laboun were induced in a general hospital in London, 
on account of the previous habitual fe ta l  death and resulted in the 
birth of 3 living and 3 still-born children. The notes of her previous 
history are imperfect: it is not stated at what date labour was 
induced: nor are her pelvic measurements stated, though, from 
points in her present labour about to be described, it is apparent 
the pelvis was moderately contracted. However, these details are 
comparatively unimportant for the main issue of the present report. 
During this pregnancy, the patient was an out-patient at the British 
Lying-in Hospital. On February 26, the patient being four weeks 
off full term, examination showed that the head was presenting and 
was freely movable above the pelvic brim, into which pressure 
could not make it enter. A solid bougie was introduced into the 
uterus. On March 1 pains commenced and the membranes ruptured. 
On March 2 they ceased, but recommenced on March 3 at regular 
intervals. The fe ta l  heart was audible: the head was felt in the 
right iliac fossa : the 0s uteri admitted two fingers : the left shoulder 
was preaenting. An unsuccessful attempt was made to dilate the 
0s uteri with the hand, so a de Ribes’ bag was inserted. 

On March 4 the patient was transferred to King’s College 
Hospital. The uterus 
was hard and tender and in a condition of tonic contraction: the 
retraction ring was felt above the symphysis pubis. The right arm 
lay in the vagina and was swollen and purple, The external 0s 
was soft and easily dilatable : the internal 0 s  was tightly contracted 
round the middle of the upper arm. 

Since the uterus was tonically contracted, and the narrow and 
resistant infernal 0s uteri would evidently cause great difficulty to 
delivery by the natural passages, Dr. Phillips undertook Czesarean 
section. The abdomen mas opened and the iiterus exposed in the 
usual way. On incising the uterus, the placenta was found 
on the anterior wall: it was freely separated and removed. 
The left arm and lateral chest wall of the fatus were exposed. 
Ordinary traction failed to extrart the child, because the uterus was 
sa tightly contracted around it. Xvisceration by an incision into 
the fetal  thorax was necessary before extraction could be completed. 
On inspecting the empty uterus the retraction ring was well marked, 
and for 2 inches above it the uterine wall was twice as thick as 

C.B., xi-para, aged 37. 

Her temperature was 100 and her pulse 120. 

36 
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elsewhere. The uterine wound was closed by two, and the abdominal 
wall by three, layers of sutures. A portion of either Fallopian tube 
was excised in order to sterilize the patient. Convalescence was 
uneventful, and the patient left the hospital well, 26 days after the 
operation. 

Now, in these two cases the uterus gripped the fcetus so tightly 
that the latter could not be extracted entire, or, a t  all events, could 
not be extracted entire without the exercise of a dangerous amount 
of force. I think the term “active retention of the foetus by the 
uterus ” is a logical one to express the condition, for it implies that  
the uterus is the active causative agent of the retention, and dis- 
tinguishes it clearly from those cases where the uterus plays a 
passive rdle, and where the f e tus  is retained in the uterus because 
it is prevented from getting out, for example, by contraction of the 
natural passages, or malposition, i .e. ,  dystocia due to the f e tus  
and dystocia due to contraction of the pelvis. These two cases 
are examples of dystocia due to the uterus. Of course, in both of 
them, the dystocia was originally due to the transverse lie of the 
fetus ,  whereby natural delivery was prevented, but the o6struction 
to artificial delivery was undoubtedly due to the uterus. 

These cases fall into line with the case recently described by 
Russell Andrews and Maxwell (“ A case of difficult labour,” Trans. 
Royal SOC. Med., Obetet. & Gyn. sect., vol.. 1, p. 138),-an extremely 
fine example of dystocia due to the uterus, in which tonic contraction 
of the uterus gripped the f e tus  so firmly that  powerful traction, 
subsequent to removal of the head, cleidotomy, and removal of the 
thoracic and abdominal viscera, failed to budge the fetus ,  and in 
which hysterectomy had eventually to  be carried out. 

I take it that a tonically contracted uterus may bring about 
retention of the f e tus  by one of three ways :-- 

1. By simple gripping of the fetus ,  by the power of the circular 
muscular fibres. 

2. By the retraction-ring interlocking with a groove on the f e t a l  
surf ace. 

3. By the uterus converting the foetus, when it is in  a transverse 
lie, into a rigid bar whose axis corresponds neither to the axis of 
the uterus (preventing version) nor to the line of the incision in the 
uterus in  Cmarean section (preventing extraction). 

Andrews and Maxwell ascribe the retention of the f e t u s  in  their 
case to the second way. A case due to the first way has, so far  as 
I know, never been described, though it is quite conceivable to  
suppose it played a part in the case described by these two authors. 

In these two cases, although simple gripping must have had 
some influence in causing retention, I believe the chief mode of 
action was the third I have suggested. T‘he uterine incision and 
rigid f e tus  lay in different axes, and it was not until by embryotomy 
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the rigidity of the foetal axis was destroyed, and the total fe ta l  
volume was diminished, that extraction was possible. 

Another lesson to  be learned from these cases is that, since the 
ultimate dystocia is due to  the uterus, treatment must be directed 
to  attacking the uterus and not the foetus. So far, we know of only 
two drugs which have any influence in tonic uterine contraction- 
morphia and chloroform: these usually fail to produce any effect. 
But when we have discovered a substance that can reduce the uterus 
from a state of activity to one of passivity (i.e., substances antagon- 
istic to pituitary extract and the active principles of ergot), our 
treatment of these cases will be simple and successful. 

It may be further noted that both of these cases were " suspect " : 
the alternative treatment would, according to present views, have 
been hysterectomy subsequent to Cesarean section. Both patients, 
however, recovered. 
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