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LXXVII.&mdash;PROGNOSIS OF C&AElig;SAREAN
SECTION

CaeSAREAN section, as a major surgical operation,
is relatively safe ; as a method of effecting child-
birth, it is relatively dangerous. It is well to

emphasise this ; for although Caesarean section is
not, let us hope, used as an alternative method of
delivery in normal cases, the indications for which
it is nowadays sometimes performed appear to be
extremely flimsy. The remarkable increase in the
number of Caesarean sections during the last twenty
years has been due to a gradual relaxation of the
indications for the operation. Formerly, contracted
pelvis and obstructed labour were its only indications,
but now it is done for almost every imaginable
complication of pregnancy and labour. Most of the
newer indications can be classed as " foetal " ; and
there can be no doubt that an exaggerated idea of the
value of the infant’s life as compared with the life
and health of the mother (due to the fact that nowa-
days pregnancies are spaced, regulated, and relatively
rare) is having a subtle influence on modern obstetrical
procedure. Caesarean section performed for pelvic
contraction in otherwise healthy young women without
complications and not in labour shows a mortality
of from 1 to 2 per cent. ; whereas natural delivery
in young women, comparable in all respects except
absence of pelvic contraction, shows a mortality of
from 1 to 2 per 1000. This seems to be a fair

comparison and shows that Caesarean section as a
method of childbirth is only one-tenth as safe as

normal labour.
It is convenient to consider the prognosis from two

points of view : (1) the immediate prognosis : what
is likely to be the mortality of the operation in the
various conditions in which it is performed ; (2) the
remote prognosis : what is the risk of rupture of the
scar in subsequent pregnancies and labours. More-

over, the prognosis must also be considered in relation
to the type of operation performed. The classical

operation, being easy and quick, is still being done
much oftener than the lower segment operation which,
although requiring more surgical skill and usually
taking longer, is in most cases safer.

Classical Caesarean Section

Munro Kerr and Eardley Holland in 1921 under-
took an investigation into the results of classical
Caesarean sections performed in hospitals in Great
Britain and Ireland during the years 1911-20 inclusive,
and published the full analysis of 4197 operations.

THE MORTALITY

First and foremost must be made the essential
distinction between the mortality of the operation
as performed on healthy women before the onset of
labour, and the mortality of the operation when
performed in the presence of possible intrapartum
sepsis or for complications such as eclampsia, ante-
partum haemorrhage, and so on. The true mortality
of the operation per se is obtained by taking cases
in which it was performed for contracted pelvis in
healthy patients who were not in labour-where,
therefore, there was no risk of intrapartum sepsis
due to vaginal examinations, rupture of the
membranes, or prolonged labour. In such favourable
circumstances the operation is a particularly safe

one in the hands of a skilful operator and in suitable
surgical surroundings. But very remarkable is the

progressive rise in mortality as the risk of intra-
partum sepsis, or the unfavourable state of the

patient, increases. In Kerr and Holland’s analysis
it was shown that the maternal mortality for cases

not in labour or very early in labour was 1-6 per cent. ;
for cases after attempted surgical induction of labour,
14 per cent. ; and after " failed forceps " the mortality
reached the high figure of 26 per cent. The high
mortality after cases long in labour, and especially
after attempts at delivery, is an indication of the
risks likely to be incurred when the operation is

performed under such circumstances ; but an immense
factor for good or evil is, of course, the way the patient
has been handled before the operation, and whether
examinations and manipulations have been made
with strict aseptic precautions or otherwise. The
maternal mortality of Caesarean section is almost
entirely due to septic infection, leading as a rule to
general peritonitis ; pneumonia (probably of septic
origin), pulmonary embolism, postpartum haemor-

rhage, and postoperative intestinal obstruction account
for a few deaths.
The foetal mortality in cases in which forceps had

been tried and failed amounted to 27 per cent. in the
above series, and the early mortality of the infants
who survived delivery was 11 per cent. The foetal
or infant mortality in such cases is from subdural
cerebral hemorrhage due to forceps-pressure. It
is important to bear in mind that cerebral haemorrhage
does not affect the action of the fcetal heart, but
paralyses respiration; so that although intra-
uterine existence is not interfered with (the foetal
heart will therefore be heard before delivery) the
foetus cannot breathe after birth.

PLACENTA PRaeVIA

In the treatment of placenta prsevia Caesarean
section is becoming increasingly prominent. In
the past it has been confined to cases of the
" complete " variety, in which the bleeding is consider-
able and it is seldom possible to effect delivery by the
natural passages, without further severe loss of
blood. The operation is especially indicated in cases
of complete placenta praevia in which labour has not
begun and the cervix is closed and resistant. In
such cases Caesarean section performed after the
first attack of bleeding is certainly less dangerous
than delivery by the natural passages-besides
offering almost the only chance of survival for the
fc&tus. But given skilled operating and the proper
environment Caesarean section need not be limited to
this class of case. Provided the patient is in good
condition, the mortality of Csesarean section for

placenta praevia should be no higher than for con-
tracted pelvis-viz., 1 or 2 per cent. ; the mortality
of placenta praevia treated conservatively, even in
skilled hands, is certainly higher than this. The

tendency of modern practice is, quite rightly in

my view, towards the increased employment of
Caesarean section in the treatment of placenta praevia.
The position is well stated by A. H. Bill, who has
recently published a series of 104 cases, 80 per cent.
of which were treated by Caesarean section, with a
maternal mortality of rather less than 2 per cent.
Caesarean section is not contra-indicated by the death
of the foetus, for the operation is mainly undertaken
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in the maternal interest. In order to reduce operative
shock the operation should be performed under

spinal or gas-and-oxygen anaesthesia, and intravenous
saline or blood transfusion may be indicated during
the operation.

ECLAMPSIA

When Caesarean section is performed for other than
local complications (such as pelvic contraction and
other causes of obstruction, and placenta prsevia)
the issue becomes confused ; for the prognosis of the
complication when treated by Caesarean section,
rather than the prognosis of the operation itself,
becomes dominant. An outstanding example is

eclampsia. The recent collective investigation of

eclampsia in Great Britain demonstrated, according
to the analysis made by T. Watts Eden, that patients

with eclampsia delivered by Csesarean section had
a mortality much greater than the average for the
disease, both in mild and in severe cases and it is
now generally held that Csesarean section diminishes
the chances of recovery instead of increasing them.

THE RISK OF SUBSEQUENT RUPTURE OF THE SCAR

A collective follow-up investigation undertaken
a few years ago into over 1000 cases of Ceesarean
section performed by British obstetric surgeons
between the years 1911 and 1918 inclusive has made
us aware that the risk of rupture of the uterine scar
is a more serious menace than was once believed.
It is now known that rupture of the scar is liable to
occur in about 4 per cent. of patients who become
pregnant subsequently and proceed to term or

near it. In the recorded cases rupture has occurred
almost as often during pregnancy as during labour,
and occasionally as early as the seventh month.
The -prime cause of rupture is imperfect healing of
the uterine incision resulting in a thin scar in which
muscle union has failed. Imperfect healing is due
either to infection or to hurried and inefficient suturing
of the uterine incision. An important point to
consider in prognosis is whether a given patient
may be peculiarly liable to this accident. This
cannot be prophesied with certainty, and all we can
say is that if there was a smooth and afebrile con-
valescence from an operation performed by an expert,
the scar is not likely to be thin ; but if the con-
valescence was pyrexial with signs of uterine or

abdominal infection, and if the operation was

performed hurriedly (and the high proportion of

ruptured scars which have followed operations done
hurriedly in women desperately ill from eclampsia
or antepartum haemorrhage, for example, is remark-
able) the chances of rupture are higher.
When therefore the problem of how to manage a

future pregnancy has to be faced, these points are
to be considered. Is the saying " Once a Caesarean
always a Caesarean " always true  By no means.
If the circumstances of the last operation point to
the probability of a weak scar, the patient should be
advised to have another ; but if the circumstances
were favourable, and there is no reason to anticipate
any difficulty in labour, she may be allowed to deliver
herself naturally, but should be able to get prompt
surgical assistance should the necessity arise.

FUTURE REPRODUCTIVE FUNCTION

A subsidiary point which emerged from the afore-
said inquiry was the high percentage of infertility
which followed the operation. Less than half the

patients became pregnant again. This, of course,
only confirmed common experience; the infertility
is chiefly voluntary, because many women dread or

dislike the idea of a repeated operation.. The point
is an important one and deserves consideration before
Csesarean section is undertaken for a foetal indication
(e.g., foetal distress, faulty presentation). If the long
view is taken, the life of a single child is of small
value compared with preserving the fertility of a

young mother and her ability to bear children in a
natural way (and as many as she wants).

Lower Segment Caesarean Section

In this operation the uterine incision, vertical or
transversely curved, is made in the lower segment
after incising the uterovesical fold of peritoneum and
pushing down the bladder. The operation is safer
than the classical operation; for the immediate
mortality is lower, and the risk of rupture of the
uterine incision in subsequent pregnancy and labour
and of postoperative intestinal obstruction is less.
These advantages ensue because (1) the uterine wound
is covered in by a thick layer of uterovesical fascia
and by the bladder, and a perfect closure of the utero-
vesical peritoneum can be made, thus lessening in
infected cases the likelihood of spread of infection
from the uterus to the peritoneal cavity; (2) the wound
lies in an inactive part of the uterus, and is at rest

during the process of healing, giving a better chance
of a strong and perfect scar ; (3) the position of the
wound is such that adhesions to intestine cannot

easily occur.
The lower segment operation is therefore specially

suitable for use in infected or potentially infected
cases, and has greatly improved the prognosis in this
class of case. The operation has gained favour very
slowly in this country, and no large body of statistics
yet exists. An analysis of 874 operations performed
at the Chicago Lying-in-Hospital has been published
by J. P. Greenhill, with a mortality of only 1’26 per
cent. ; in 50 per cent. of the cases the patients were
in labour at the time of the operation, and in 20 per
cent. the membranes had been ruptured for some
hours. In the operations in which the indication
was cephalo-pelvic disproportion (almost one-half
the total) the mortality stood at the low figure of
0’8 per cent. A comparison of these figures (which
are fully confirmed by other operators) with the

figures already given for the classical operation leaves
little doubt which is the better operation. More-

over, the lower segment operation carries a much
greater protection against rupture of the scar, not
more than 25 cases of rupture having been so far
reported in the entire world-literature.

EARDLEY HOLLAND, M.D., F.R.C.S.,
Obstetrical and Gyn&aelig;cological Surgeon,

London Hospital.

LONDON HospiTAL.&mdash;Sir William Goschen is
appealing for 80,000 for the London Hospital. New
wards are required for ear, nose, and throat cases,

improvements and extensions are necessary to the
clinical laboratories, and the X ray department needs
new equipment. The nurses’ home is inadequate and
must be extended, and the domestic staff require a
hostel. The money is asked for immediately so that the
considered plans may be put into execution.
NORTHERN WOMEN’S HOSPITAL, NEWCASTLE-UPON-

TYNE.-The Duchess of Northumberland recently officially
opened the new premises of this hospital in Osborne-
avenue. The hospital, which has been in existence for
18 years, provides accommodation for women of small
means who wish to contribute towards the cost of treat-
ment but cannot afford the more expensive nursing-
homes. During the past three years 90 per cent. of all
the expenses have been covered by the patients’ fees.
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