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T HE woman about to become a mother or with a new-born infant upon her bosom, shouId 

be the object of trembling care and sympathy wherever she bears her tender burden, or 
stretches her aching limbs. The very outcast of the streets has pity upon her sister in degradation, 
when the seal of promised maternity is impressed upon her. The remorseIess vengeance of the Iaw 
brought down upon its victims by a machinery as sure as destiny, is arrested in its faI1 at a word 
which reveals her transient claim for mercy. The solemn prayer of the liturgy single? out her sor- 
rows from the multiplied trials of life, to plead for her in her hour of perk God forbid that any mem- 
ber of the profession to which she trusts her life, doubly precious at that eventfu1 period, should 
hazard it negligently, unadvisedIy or selfishly. 
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E steadily decreasing puerperal mortal- 
ity rate of the United States, already phe- 
nomenally Iow, can stil1 be significantly 

reduced. The chief causes of maternal death are 
hemorrhage, toxemia, anesthesia, heart disease 
and infection. Many of these deaths are associ- 
ated with cesarean section. However, wherever 
the indications for this operation have been 
conscientiously weighed, when it has been skill- 
fully performed and when care of the patient 
before and after cesarean section has been all 
that it should be, mortality has been extra- 
ordinarily low. 

The term cesarean section may not be applied 
to Iaparotomy for advanced abdomina1 preg- 
nancy, rupture of the uterus during labor or 
pregnancy, or to any vaginal operation for 
delivery. 

* * * * 

CASE I. A twenty-seven year old white 
multipara was admitted to the hospital for vag- 
inal bleeding late in the eighth month of preg- 
nancy. Her pulse rate was 144 and her bIood 
pressure 60/20. A prompt blood count showed 
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2,600,000 erythrocytes and a Sahli hemoglobin 
of 53 per cent. The uterus was large, tender in 
spots and the fetal heart to,nes were good. Vag- 
inal bleeding was considerable but was not 
thought to be excessive. 

Whether the patient had placenta previa or 
separation of the pfacenta seemed unimportant 
as shock was deep and its treatment was the 
first consideration. Trendelenburg position, ex- 
terna heat, morphine and 1,000 cc. of intra- 
venous glucose were ordered. Later the patient 
received 500 cc. of bIood. Vaginal bleeding was 
slight but fairly constant. At the end of five 
hours her blood pressure was go/60 and she was 
thought to be ready for operation. Unfortu- 
nately the fetal heart tones could no longer be 
heard. 

Under I per cent novocain local block anes- 
thesia classical cesarean section was performed 
and a dead fetus and a completely separated 
placenta were found. Very large clots were pres- 
ent in the uterine cavity. The uterus was of the 
Couvelaire type with extravasations of blood 
under the serosa, the muscle tearing easily as it 

*Cases are from the Committee on Maternal Welfare of the Medical Society of the County of Kings, Brooklyn, 
N.Y. The text of the case reports is essentially as submitted to the Committee. The views expressed are those of the 
authors. 
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was sutured. Oxytocics were folIowed by fairly separating pIacenta wiI1 not wait, and soon 
good response. When the abdomen had been 
closed, the patient’s condition was fair. She had 

enough fetal heart tones wiI1 be lost. Just be- 

received another 500 cc, of bIood during the 
cause feta1 mortaIity is expected to be high is no 

operation and her blood pressure remained at 
reason why loss of the baby should be accepted 

go/6a. Two hours Iater her bIood pressure feI1 
with equanimity. WhiIe time passed, this pa- 
tient’s shock became irreversible and she wouId 

to 70/40 and she was given 1,000 cc. of bIood. have died no matter what the method of deliv- 
Shock deepened until death six hours after oper- 
ation. So far as is known postpartum bIeeding 

ery. In abruptio pIacentae the indication is to 

was not excessive. 
empty the uterus. There is nothing to be gained 
by procrastination. 

At autopsy about IOO cc. of blood-tinged 
fIuid were found in the peritonea1 cavity. The 
uterus was contracted, purpIe with large ec- 
chymotic areas on its surface and some bloody 
extravasations in its waI1. The broad Iigaments 
were not unusual. 

Questions. (I) If this patient had a Couve- 
Iaire uterus, shouId she not have had hysterec- 
tomy? (2) Did she have toxemia? (3) Was this 
patient treated properly? 

Answers. At operation the uterus did have 
the appearance of a Couvelaire uterus, or utero- 
pIacenta1 apopIexy. However, the uterus re- 
mained well contracted for six hours after 
cesarean section so that the judgment which 
persuaded the operator not to retiove it was 
exceIIent. Hysterectomy would not have averted 
the fata outcome. Nor is it aIways necessary to 
remove a CouveIaire uterus. The onIy question 
the operator must Answer is, “WiII the uterus 
remain well contracted after the abdomen is 
closed?” If judgment shouId be fauIty, it may 
become necessary to reopen the abdomen. This 
should happen exceptionaIly. 

There was no evidence of toxemia. This is 
true of a great many cases of abruptio pIa- 
centae, perhaps half or nearly so. The cause of 
premature separation of the normaIIy situated 
placenta is not known. It is IikeIy that there is a 
link to toxemia. 

Abruptio pIacentae is not preventable. The 
history and pulse rate indicate that the patient 
was in profound shock when admitted to the 
hospital, yet hemorrhage continued for five 
hours before the uterus was emptied. Not much 
can be expected from blood replacement if 
hemorrhage continues. 

* * * * 

CASE II. Cesarean section near term was 
planned for a thirty-five year oId muItipara who 
had had two dificult pelvic deIiveries followed 
by two eIective cesarean sections. Classical ce- 
sarean section was begun under IocaI anesthe- 
sia. The uterus was found denseIy adherent to 
the anterior parietal peritoneum and the trans- 
verse colon, so gas-oxygen-ether anesthesia was 
substituted. The adhesions were freed, the 
uterus opened and a live fetus extracted by the 
feet. With injection of I unit of pituitrin into 
the uterine muscIe the uterus contracted well. 
The placenta which was on the posterior waI1 of 
the uterus did not separate readily and rapid 
massive hemorrhage occurred with loss of about 
1,500 cc. of bIood within the next fifteen min- 
utes. The pIacenta was removed with great dif- 
ficulty. AIthough it was denseIy adherent, there 
was no evidence of accreta. Brood was avaiIabIe, 
but by the time a vein had been found the pa- 
tient’s puIse was imperceptibIe. The uterus was 
sutured and the abdomen then cIosed with 
through and through sutures. The patient ex- 
pired on the table fifty minutes after the skin 
incision. It was then found that a Iarge amount 
of bIood had been Iost vaginaIIy. 

Hysterectomy was considered but not per- 
formed because adhesions wouId have made it 
technically dificult to mobilize the uterus in 
sufficient time to make hysterectomy practical. 
Sudden profuse loss of bIood made the patient 
too poor a risk to withstand the procedure and 
bIeeding was controIIed by the time the uterus 
was closed. 

Upon admission the diagnosis of abruptio 
pIacentae seems to have been reasonabIy cIear. 
Vagina1 examination in the operating room 
wouId have established the diagnosis by faiIure 
to fee1 the placenta. More bIood shouId have 
been transfused and with more speed. The 

Questions. (I) Since this placenta was 
denseIy adherent, why was it not pIacenta ac- 
creta? (2) Is injection of pituitrin into the uter- 
ine muscle recommended? (3) Since hysterec- 
tomy could not be performed, couId anything 
have been done to save this patient? (4) Was 
IocaI anesthesia we11 selected? 
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Answers. There were probably many places 
where fibrous adhesions bound the placenta to 
the uterine wall. In placenta. accreta, which is 
extraordinarily rare, decidua must be absent or 
nearly so and the placenta cannot be sepa- 
rated. There can be no free breeding without 
separation. 

Injection of pituitrin into uterine muscle, 
once so popular during cesarean section, has al- 
ways seemed to us to be ill considered since I cc. 
suddenly injected into a vein may not be with- 
out danger. 

No one should perform cesarean section un- 
Iess alert to the possibihty of occurrence of sud- 
den hemorrhage and qualified to cope with 
it. Hysterectomy may at any time become 
necessary to save the patient’s life. The moment 
of decision may quickly pass as it did in this 
case. As a matter of fact, hysterectomy might 
well have been planned or elected when the ad- 
hesions were seen. Two complicated pelvic 
deliveries, two cesarean sections and a uterus 
wideIy adherent to the anterior abdominat wall 
make a good case for hysterectomy. 

Local anesthesia was not a good selection for 
a patient who had had two previous Iaparot- 
omies; abdominat scars may hinder diffusion of 
the anesthetic and, more important, presence 
of adhesions may necessitate change to general 
anesthesia which is at that point contraindi- 
cated. Ether in the surgicaI pIane wi1I encourage 
uterine relaxation and invite hemorrhage. Epi- 
dural or fractional spinal anesthesia would have 
been better. Under ordinary circumstances, 
however, no other anesthetic has as few comph- 
cations or is as safe as local block procaine. 

* * * * 

CASE III. A thirty-nine year oId primipara 
was admitted to the hospital with poor labor 
pains every five to seven minutes. The mem- 
branes ruptured shortly afterward. The abdo- 
men was very large and edematous and there 
was marked edema of the lower extremities. 
The presentation was vertex with the fetaI back 
on the right. Examination of the patient’s chest 
was negative; the bIood pressure was 112/70 
and the hemoglobin 70 per cent. After twenty- 
eight hours of poor Iabor a consultation was 
requested. 

The consultant found the vertex compIeteIy 
unengaged and the cervix diIated one finger. 
FouI-smelling vaginal discharge was present. 
The feta1 heart tones were good. Extraperito- 
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neal cesarean section was decided upon and the 
Waters type operation was performed under 
gas-oxygen-ether anesthesia. 

There was no diffrcuhy except in delivery of 
the head which was extremely large. A 12 
pound, 8 ounce baby was deIivered. The cord 
was not pulsating and a11 efforts at resuscitation 
failed. The placenta was readily removed with 
the Ioss of about 250 cc. of blood. While the 
uterus was being sutured, the patient’s puIse 
became imperceptibIe and she was found to be 
in shock; the uterus was reIaxed and filled with 
blood. Pituitrin and ergonovine given intra- 
muscuIarIy and intravenously had no effect. 
Intravenous injection -of ghrcose solution was 
begun at once and blood foIIowed fifteen min- 
utes Iater. The patient grew steadiIy weaker. 
The uterus would not contract. The patient’s 
condition did not permit of hysterectomy. 
Death occurred in shock one hour postopera- 
tiveIy. The time of operation was fifty minutes. 

Questions. (I) ShouId not cesarean section 
have been performed earIier? (2) Was hemor- 
rhage due to the type of operation? (3) What 
shouId have been done? 

Answers. It is hard to see why cesarean sec- 
tion was not performed shortIy after admission 
to the hospita1. The patient’s age, earIy rupture 
of the membranes, unengagement and poor 
type of Iabor were enough to indicate earIy ce- 
sarean section. The great size of the fetus should 
have been a compeIIing reason as the patient’s 
abdomen must have been enormous. 

That seIection of extraperitoneal operation 
was not wise is indicated in the report itself. In 
this procedure particularly great size of the 
fetal head will tax the ski11 of even an experi- 
enced operator. It appears, however, that post- 
partum hemorrhage was due to uterine atony 
perhaps secondary to overdistention of the 
uterus and not to the Iength of the extraperito- 
nea1 incision in the uterus. The Iower segment 
operation wouId have been a better choice. 
Uterine flaccidity would have been appreciated 
earher. The entire uterus might have been seen 
and handled and its vessels compressed or Ii- 
gated prior to hysterectomy. That the patient 
was in labor twenty-eight hours no doubt 
weighed heaviIy with the obstetrician in his 
choice of the operative procedure. FouI-smelling 
vagina1 discharge aIone is not evidence of severe 
uterine infection. The once so popuIar extra- 
peritonea1 operation using the cleavage plane 
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between the perivesical fascia and bladder mus- 
cuIares is now performed Iess often. Intrave- 
nous pitocin administration in uterine inertia 
and the use of prophylactic antibiotics have re- 
duced the indications for the extraperitonea1 
cesarean section. 

8 * * 8 

CASE IV. A forty year oId primipara at term 
entered the hospital with ruptured membranes 
and a breech presentation. After fourteen hours 
without Iabor a Iower segment cesarean section 
was performed under IocaI anesthesia and intra- 
venous sodium pentothaI@. There was no undue 
bIeeding. Two ampuIes of ergotrate were given 
intravenously. Two hours after operation severe 
continuous vagina1 hemorrhage occurred and 
shock developed rapidly; The bIood pressure 
couId not be obtained. The fundus was ex- 
tremeIy boggy, compIeteIy reIaxed and dillicuIt 
to paIpate. Ergotrate, I cc., was again given 
intravenously and pituitrin, I cc., intramus- 
cuIarIy. The patient received I 2 units of pIasma 
and 2,000 cc. of bIood, but her condition grew 
progressiveIy worse. Preparations were made 
for hysterectomy or cIamping of the uterine 
arteries but the patient never reacted suffr- 

cientIy to warrant reopening of the abdomen. 
Death occurred four hours after operation. 

Questions. (I) Could postpartum hemor- 
rhage have been prevented? How should it have 
been managed? 

Answers. In breech presentation when rup- 
ture of the membranes occurs before the onset 
of labor, troubIe may be anticipated. Earlier 
cesarean section wouId need no defense. EarIy 
rupture of the membranes is often associated 
with uterine atony. 

After operation dressings shouId be appIied 
so as to Ieave the uterine fundus easiIy accessi- 
bIe. Time-worn advice that the uterus shouId be 
watched hoIds good for abdomina1 as we11 as for 
peIvic delivery. This patient may have been 
bIeeding unobserved for some time. In the mod- 
ern recovery room with trained and alert per- 
sonne1 her life might have been saved. Few pa- 
tients wiI1 need hysterectomy and two hours 
should give the operator more than enough time 
to make a decision. The possibility of retained 
pIacenta1 tissue shouId not be forgotten. Death 
from homologous serum jaundice might have 
been this patient’s fate anyway; 12 units of 
plasma are too many for anybody. 

In the course of cesarean section manage- 
ment of the third stage of Iabor is no Iess impor- 
tant than when delivery has been accomplished 
from beIow. Delivery of the fetus sbould be slow 
so tbat tbe uterus may bave time to accommodate 
itself properly to tbe changing intrauterine scene. 
Tbe muscle fibers of tbe uterine wall must be given 
time to retract. 

It is probabIy best to remove the placenta 
manuaIIy, sIowIy, carefuIIy and with due atten- 
tion to the membranes. 

* * * * 

C4sE v. CIassicaI cesarean section was per- 
formed on a thirty-five year old bipara who had 
been deIivered abdominally twice before. Anes- 
thesia was gas, oxygen ether. The operation was 
uneventfu1. The placenta was removed manu- 
aIIy. Profuse vagina1 bleeding and shock oc- 
curred four hours Iater. PIasma and oxytocics 
were administered and the uterine fundus vigor- 
ously massaged. From time to time, however, 
the uterus reIaxed with a bIood Ioss of IOO to 
150 cc. each time. The patient never recovered 
fuIIy from shock despite plasma and glucose. 
The vagina was packed. BIood for transfusion 
arrived shortly before death. 

Questions. (I) Was this a case of uterine 
atony? (2) Is manua1 remova advisabIe? (3) 
What might have been done for this patient? 
(4) Are vagina1 and uterine packings 
recommended? 

Answers. In a11 probabiiity this patient did 
not have atony but rather a retained placenta1 
fragment. Typically, hemorrhage was late and 
characterized by repeated contractions and re- 
laxations of the uterus. ManuaI removal of the 
placenta is recommended largely because it 
should ensure compIete remova whch is of 
vital importance. 

If vaginal packing achieved temporary suc- 
cess, it acted onIy as a vagina1 pIug concealing 
hemorrhage. Uterine packing is equaIIy worth- 
Iess. If retained tissue is the cause of hemor- 
rhage, obviousIy it must be removed or bIeeding 
wiI1 not stop. Hysterectomy is the only alterna- 
tive. In good hands digital removal should be 
successful. If this proves unsuccessful, the 
sponge forceps will be reasonabIy safe for re- 
mova1 and particularly if operation has been 
performed in the Iower segment. 

* * * * 
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CASE VI. A twenty-six year oId primipara 
was admitted to the hospital in early labor. 
BIood pressure estimations, weight gain, bIood 
count and urinalysis during frequent prenatal 
examinations had been normal. The peIvic 
measurements in centimeters were as foIIows: 
interspinous 22, intercristal 27, intertrochan- 
teric 34, external conjugate 22, right and Ieft 
external oblique 23, bisischial g and diagonaI 
conjugate 12. 

After thirty-six hours the cervix was fully 
diIated and the vertex was below the spines. 
Forceps delivery did not succeed. Version was 
tried but the head could not be bypassed. One- 
flap cesarean section was then performed under 
general anesthesia. The lower segment was found 
to be very thin. A fetus weighing 7 pounds, g 
ounces was delivered by the feet and observed 
to be a hydrocephaIic monster with spina b&da. 

The patient’s pulse rate before anesthesia was 
I 30 and afterward I 56. Her condition was poor 
on Ieaving the operating room although bIood 
loss had been slight. She died in shock within 
two hours. Coramine, digitalis and gIucose in- 
fusions did not help. The baby died soon 
afterward. 

Questions. (I) Did this patient die of hem- 
orrhagic shock? (2) What was wrong with 
treatment. 

Answers. This patient had the form of good 
antepartum care: bIood count, bIood pressures, 
frequent urinalysis, weight determination and 
pelvimetry. The externa1 measurements so 
painstakingly recorded are of no practical 
vaIue. Most clinics, we believe, do not now 
bother to take them. The only clinica diam- 
eters of importance are the diagonal conjugate 
and bisischial diameters. However, no matter 
how satisfactory these diameters may appear to 
be they obviousIy cannot be adequate if the 
presenting part should be too Iarge. Examina- 
tion of the abdomen is an essentia1 part of ante- 
partum and intrapartum care. The hydro- 
cephalic head shouId have been easiIy felt; x-ray 
would have made the diagnosis with ease. 

Long before thirty-six hours had passed the 
obstetrician shouId have known that he had a 
problem to soIve. EarIy diagnosis of hydro- 
cephahrs is of especia1 importance for the uterus 
may rupture. The presenting part felt beIow the 
spines was not vertex but brow or Iarge fonta- 
net. If a diagnosis of hydrocephalus, which is 
easy if thought of, had been made, forceps de- 
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livery wouId not have been attempted. Version 
after failure of forceps is always a last ditch 
procedure which should be condemned. In this 
case it should not even have been considered. 

We assume that lower segment cesarean sec- 
tion was performed. The terms “one-ffap” and 
“two-Ilap” as descriptive of this operation are 
Ioosely used. Whether the incision in the uterus 
was longitudinal or otherwise is not known; yet 
in either case extraction of the fetus by the feet 
wiI1 unnecessarily test the thin lower segment. 
No doubt this patient did lose bIood and she 
may have died of hemorrhagic shock. She died 
of shock at any rate. No matter what the cause 
of shock, cardiac stimuIation is not reasonabIe. 
If there has been hemorrhage, bIood voIume,is 
reduced and the indication for bIood replace- 
ment is cIear-cut. If shock were due only to 
trauma or violence, and surely this young 
woman was asked to shoulder a great deal, the 
value of bIood transfusion may be disputed. 
For a11 practica1 purposes, however, the obste- 
trician will think of shock in terms of preven- 
tion and blood transfusion. In the vast majority 
of cases what has long been called obstetric 
shock is cIinicaIIy undistinguishable from shock 
known to be due to hemorrhage. 

This patient received no bIood despite its 
unquestioned value in the treatment of shock. 
A functioning uenoclysis started prior to tbe onset 
of operation using an 18 gauge needle sbould be 
routine practice. in all cesarean sections. Two 
units of compatible blood must, be on band in tbe 
operating room. These prophyIactic measures 
are of the greatest value and are a smaI1 price 
to pay for the Iives they will save. 

* * * * 

CASE VII. A white woman who had been 
delivered five years before by Iow forceps was 
admitted to the hospita1 with membranes rup- 
tured early in Iabor. Her pelvic measurements 
were normaI. Six hours Iater the fetal head was 
stil1 fIoating aIthough the cervix was diIated 
8 cm. Vagina1 examination then revealed a soft 
cystic mass fiIIing the peIvis. Attempts to dis- 
pIace the mass were unsuccessfu1, even in 
Trendelenburg position. A diagnosis of ob- 
structing ovarian cyst was made and Iower seg- 
ment cesarean section performed. A Iiving fetus 
weighing 6 pounds, 8 ounces was delivered. An 
ovarian tumor found in the cuI-de-sac was then 
removed; it was reported as a dermoid tumor 
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measuring 14 by I I by 6 cm. and weighing 420 

gm. 
Following operation well marked peritonitis 

deveIoped which finaIIy subsided. On the 
tweIfth day whiIe out of bed for the first time 
the patient compIained of severe substerna 
pain and died of pulmonary embolism. 

Questions. (I) Should not this tumor have 
been discovered long before the onset of Iabor? 
(2) Was this case we11 managed? 

Answers. If this patient had presented her- 
self to the doctor before the fourth month of 
pregnancy, it is likely that this tumor wouId 
have been discovered and its removal advised. 
At a Iater date it may not have been possibIe to 
find it on examination of the abdomen. MuIti- 
paras, no Iess than primiparas, shouId be exam- 
ined vaginaIIy when they appear for registra- 
tion. If as in this case a tumor obstructs labor, 
under no circumstances shouId an attempt be 
made to push it out of the birth cana whether 
it is hard, soft or cIearIy cystic. Nor shouId 
delivery be accomplished by dragging the fetus 
past the tumor. The abdomen should be 
opened. Under favorabIe conditions the cyst 
may be removed and the fetus then delivered 
from beIow by another operator before the 
abdomen is cIosed. Otherwise cesarean section 
is indicated. To perform oophorectomy and 
await vagina1 deIivery even though the tumor 
is thought to be the soIe cause of dystocia re- 
quires more courage than is possessed by most 
obstetricians. In this case peritonitis and septic 
embolism were in a11 probabiIity the resuIt of 
vigorous efforts to push a dermoid cyst out of 
the peIvis. 

* * * * 

CASE VIII. This forty-six year old woman 
died of hemorrhagic shock seven hours after 
lower segment cesarean section. Her obstetric 
history is of considerabIe interest. Married at 
the age of forty-three years, her first pregnancy, 
compIicated by acute degeneration of a fibroid 
had resuIted in stiIIbirth during the eighth 
month after she had spent severa months in 
bed. She was advised to have an operation for 
fibroids; but since no guarantee couId be given 
against hysterectomy, she decIined to do so. In 
spite of advice to the contrary she became 
pregnant again. 

Her prenatai course this time was singuIarIy 
uneventfu1, probabIy because of Iarge doses of 

progesterone and repeated periods of bed rest. 
During the sixth month a fairIy Iarge fibroid 
couId be felt abdominaIIy in -the right Iower 
abdomen. PeIvic roentgenography showed a 
gynecoid peIvis with essentially normal 
measurements. 

Labor began with irreguIar crampy pains two 
weeks past her expected date. Recta1 examina- 
tion revealed a mass on the right side bIocking 
the inlet. Six hours Iater upon admission to the 
hospita1 vagina1 examination was performed, 
with the same findings. After another two hours 
of good Iabor and another recta1 examination 
cesarean section was decided upon. 

Gas-oxygen-ether anesthesia was adminis- 
tered by a trained anesthetist. Induction was 
dificult, taking more than a haIf hour. Three 
times the patient became cyanotic and anes- 
thesia was discontinued for suction of mucus. 
The uterus was found studded throughout with 
fibroids Iarge and smaI1. After a peritonea1 flap 
had been raised over the lower segment, it was 
found that a tumor at this point made deIivery 
impossibIe. A fibroid about the size of a potato 
was then sheIIed out and vesseIs in the tumor 
bed were Iigated. A live fetus weighing 7 pounds 
was then deIivered. At this point the operator 
wished to perform hysterectomy but the anes- 
thetist decided that the risk was too great. 

During the procedure the patient was placed 
in the Trendelenburg position, given intrave- 
nous gIucose, oxygen, cortate, a heating pad 
and kept in the operating room for an hour after 
operation. When she had raIIied a little, she was 
taken to her bed and given 500 cc. of bIood and 
500 cc. of pIasma. The uterus bIed on and off. 
She was given oxytocics and oxygen. The puIse 
remained thready and her blood pressure low 
until she died six hours after operation. 

Questions. (I) Was the patient’s antepar- 
turn course we11 managed? (2) Was death due 
to anesthesia or to hemorrhage? (3) Was myo- 
mectomy advisable? (4) Was the operative 
procedure we11 considered? 

Answers. Antepartum care was good al- 
though it is unIikeIy that progesterone therapy 
was of value. Just why it was given is not clear. 
CertainIy it could not be expected to prevent 
the circulatory disturbance at the root of the 
degenerative process in a fibroid such as had 
occurred during the patient’s first pregnancy. 
Perhaps it was thought that it wouId prevent 
abortion; however, that, too, is unlikely. 
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Pelvic roentgenography is an unnecessary re- 
finement of prenatal care in a patient of this 
age. A fibroid bIocking the in1et and clinical 
fai1ure of the presenting part to engage were 
sufficient reasons for elective cesarean section. 

Induction of anesthesia was troublesome and 
probab1y complicated by aspiration. When this 
occurs, the entire period of anesthesia may be 
stormy. In the stage of induction self-control is 
abolished and the repressed fears and emotions 
of the patient compel her to resist induction. 
Anxiety for safety of the baby aIone will in- 
crease reff ex excitability so much that even the 
experienced anesthetist will have difficulty in 
the administration of nitrous oxide during ce- 
sarean section. 

Undue hemorrhage was the result of a con- 
viction that the uterus must be opened in its 
lower segment even though a Iarge myoma was 
known to be present there. The uterus was 
studded with fibroids, so possibIy no better 
pIace couId be found. Anywhere in the upper 
segment wouId have been better as hemorrhage 
would have been more readiIy controhed by 
simple extraction of the fetus. Decision to per- 
form hysterectomy might have been reached 
earlier. Myomectomy in the course of cesarean 
section is dangerous and should not be performed, 
except perbaps in tbe case of a simple peduncu- 
lated tumor tbat may be quickly and easily re- 
moved by ligation. 

Death in aI1 probability was due to hemor- 
rhage, yet no autopsy was performed. More and 
more we become aware of the frequency of 
atelectasis as a cause of death. Autopsy shouId 
be requested no matter how apparent the cause 
of death may appear to be. 

* * * * 

CASE IX. A twenty-one year old primipara 
who had Iost her baby through eclampsia con- 
sulted her physician early in her second preg- 
nancy. She repeatedly refused emptying of the 
uterus saying that she wanted the baby badly. 
In the second month the patient’s blood pres- 
sure was I 15170. At the beginning of the 
seventh month the blood pressure rose to 
140/80 and albuminuria appeared. She still 
refused interruption. The blood pressure which 
was taken every few days remained at about 
150/80 and albuminuria persisted. In a few 
weeks leg edema appeared. 

At the eighth month the patient told her 
physician over the telephone that she was “see- 
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ing double,” and he referred her to the hospital. 
There her systoIic blood pressure was found to 
be xgo. Later that day she had three convuI- 
sions and a lower segment cesarean section was 
performed. Death occurred a few hours later. 
The baby, weighing 3 pounds, 8 ounces, 
survived. 

Questions. (I) Should pregnancy have been 
interrupted early or at the beginning of the 
seventh month? (2) Was home treatment 
good? (3) Was cesarean section the proper 
treatment? 

Answers. This young woman had ecIampsia 
and lost her first baby. Early in her second preg- 
nancy her physician advised interruption. He 
must have insisted, for she did not simply de- 
cline to foIIow his advice but repeatedly refused 
to take it. In spite of the unfortunate termina- 
tion of this case, and it might have been other- 
wise, this was ill considered advice to give to a 
woman who wanted a baby-or to any young 
woman for that matter. This patient’s blood 
pressure and presumably her urine were normal 
untiI the seventh month. Previous eclampsia 
had left no mark upon her. Her chances for 
having a baby successfully were al1 in her favor. 

Early in the Iast trimester her systolic bIood 
pressure rose to 140 and her physician became 
alarmed. At that point instead of again raising 
the specter of interruption he should have in- 
sisted upon hospitahzation. Home treatment of 
pre-ecIampsia is unsatisfactory and hazardous. 
It must be reserved for the early or so-called mild 
case and only wben tbe patient is seen at tbree- to 
five-day intervals. Hospitalization becomes im- 
perative if improvement does not occur. The pa- 
tient was not advised to enter the hospitaI 
until shortly before the onset of eclampsia. Pos- 
sibIy as a forlorn hope cesarean section was 
performed after the patient had had three con- 
vulsions. Cesarean section should not have been 
performed at this time. No patient should be 
subjected to cesarean section or any other 
operative procedure during or shortly after a 
convulsive seizure, or whiIe in coma. As a 
matter of fact, at least twenty-four hours must 
have eIapsed before cesarean section may be 
performed. Of itself the operation may kill the 
patient. An occasiona patient subjected to 
cesarean section in the midst of eclampsia may 
survive, but the statistica odds are heaviIy 
weighted against recovery. 

* * * * 
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CASE x. A thirty-four year oId primigrav- 
ida had been in good Iabor for twenty-four 
hours when cIassicaI cesarean section was per- 
formed under genera1 anesthesia. At this time 
the vertex was R.O.P., unengaged and the 
cervix dilated 4 cm. A fibroid tumor about 8 cm. 
in diameter found in the Iine of incision was 
removed. 

The patient’s condition was fair unti1 the 
third day when she compIained of abdomina1 
cramps and vomited several times. Her ab- 
domen was somewhat distended but soft. An 
enema was effectua1 for ffatus and Iiquid bowe1 
movements and she seemed to improve. She 
was given a bIood transfusion and peniciIIin in 
Iarge doses, but this treatment did not help. 
She vomited and had pain occasionaIIy during 
the next three days. On the ninth day post- 
operativeiy a consuItant diagnosed intestinal 
obstruction and her abdomen was reopened. 
The iIeum was found greatIy distended with 
two Ioops denseIy adherent to the uterus over a 
wide area; the entire Iarge bowe1 was found 
coIIapsed. The adhesions were released and the 
abdomen cIosed. Death occurred six hours Iater. 

Questions. (I) Was this complication pre- 
ventabIe? (2) Did not the bowe1 movement 
argue against intestinal obstruction? (3) 
ShouId the diagnosis have been made earlier? 
(4) Would x-ray have heIped in diagnosis? (5) 
Is surgery the only treatment? 

Answers. Removal of a Iarge myoma found 
in the Iine of incision is inadvisabIe. Peritoniza- 
tion may be made more difEcuIt; secondary 
hemorrhage or edema in the tumor bed may 
separate the suture line and invite adhesion of 
bowe1. 

The experienced operator thinks in terms of 
prevention of intestina1 obstruction when he 
handles the tissues gentIy, uses pads and 
sponges sparingly and painstakingIy peritonizes 
all raw surfaces. To him distention, vomiting or 
obstipation propounds but one question. Has 
the patient intestina1 obstruction? Just think- 
ing of it is the key to earIy diagnosis and 
Iessened mortaIity. Timing of pain with bowe1 
sounds heard through the stethoscope is diag- 
nostic. He thinks first of smaIl bowe1 disorder 
for Iarge bowe1 obstruction is rare in his experi- 
ence. Flatus and feces may return with repeated 
enemas if obstruction is incompIete. In fact the 
result of the frrst enema may be exceIIent. 

X-ray is heIpfu1. It may be carried out at the 

bedside and without contrast media. The step- 
ladder pattern of smaI1 bowe1 obstruction may 
usuaIIy be seen. 

GastrointestinaI siphonage may be curative 
in adhesive obstruction such as this patient had. 
Whether she had a tube passed is not known. 
ProbabIy she did, as its vaIue is obvious and its 
advantages wideIy known. Water and eIectro- 
Iytes incIuding sodium, potassium and chloride 
lost in vomiting and with continuous siphonage 
must be replaced. If mechanical obstruction is 
compIete, surgery must be prompt. No time 
shouId be Iost if signs Iike marked tenderness, 
rebound pain and muscle spasm appear. 

* * * * 

CASE XI. FoIIowing myomectomy for a 
Iarge tumor a young woman was Iater delivered 
by Iower segment cesarean section on two oc- 
casions. When thirty-five years oId she was 
admitted to the hospital at term for her third 
abdomina1 delivery. The Iower segment opera- 
tion was performed under genera1 anesthesia. 
A great many adhesions were separated before 
the uterus couId be opened and deIivery of the 
fetus and placenta effected. Peritonization was 
performed carefuIIy. Because of oozing 6oo,000 
units of peniciIIin and a Penrose drain were Ieft 
in the peritonea1 cavity. 

During the next two days the temperature 
fluctuated from 100’ to IOI’F.; the puIse rate 
was 88 to 120. The abdomen became distended 
on the third day and the temperature rose to 
102.8’~. A diagnosis of peritonitis was made, 
and 1/i gm. of streptomycin and a smaI1 dose 
of morphine were added to the 50,000 units of 
procaine peniciIIin which the patient had been 
receiving intramuscuIarIy every three hours 
since operation. On the fifth day the tempera- 
ture rose to 104.4’~. and on the seventh day the 
temperature was 105.4’~. Fever continued high 
with sIight remissions in spite of continued 
antibiotic therapy unti1 the ninth day when the 
patient compIained of severe dyspnea and sud- 
denIy expired. 

Questions. (I) WouId uterine, cultures have 
been heIpfuI? (2) How did this patient get such 
a fierce infection? 

Answers. As a ruIe uterine cuItures are not 
so informative that therapy can be based upon 
them. The invaders are too varied to make 
determination of the causative organisms defi- 
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nite. The invader was exogenous and probably The usuaI dilution is I minim to IOO cc. with 
the hemolytic streptococcus. slow flow for the first half hour. 

The severity of infection depends not only 
upon the invasive power and numbers of the 
attacking organisms but aIso upon the IocaI 
and general resistance of the patient. According 
to the case report, “a great many adhesions 
were separated.” Although this was an elective 
operation, the operator left penicillin and a 
drain in the abdomen. Hemorrhage may have 
been considerable and the bowel may have been 
injured. The invader was exogenous. 

* * * * 

CASE XII. A thirty-five year old primipara 
at term whose antepartum course had been 
normal was admitted to the hospitaI one hour 
after her membranes had ruptured. Her peIvic 
measurements were normal, the vertex L.O.P. 
we11 above the spines and the cervix diIated 
one finger. Labor was poor, so I ounce of castor 
oil and 3 gr. of quinine were administered. 
Several recta1 but no vagina1 examinations 
were made during the next forty-eight hours. 
After off and on labor with very IittIe progress 
Norton extraperitoneal cesarean section was 
performed under spinal anesthesia. FouI, puru- 
lent material was present in the uterus. During 
operation 500 cc. of blood were transfused. A 
live baby weighing 7 pounds was delivered. 

It is common for patients with phIebothrom- 
bosis to compIain but IittIe, for subjective 
symptoms are minimat. It is cIear, however, 
that its earIy recognition should be the most 
important factor in prevention of thrombo- 
embolism. The first few days of the patient’s 
postoperative course were febriIe. Coincident 
rise in temperature, pulse and respiration 
(Allen’s sign) are said to be significant. Since 
the veins of the leg are most often involved, 
clinical evidence wil1 usually be found iJ looked 
for; swelling about the ankle, tenderness in the 
calf, pain on flexion of the foot (Homan’s sign) 
and perhaps undue prominence of the super- 
ficial veins. On good careful rounds this patient 
might not have been ahowed out of bed. 

The immediate cause of death was puImo- 
nary emboIism. If the uterine cavity were in- 
fected prior to operation, and presumably it 
was, no operation whatever the type couId be 
depended upon to make safe delivery certain. 
MortaIity rises sharply with a prolonged period 
of rupture of the membranes. 

After operation the patient’s temperature 
rose to 103.6’~. and the pulse rate increased to 
130. Every three hours IOO,OOO units of peni- 
cillin, 734 gr. of sulfadiazine and 735 gr. of 
suIfathiazoIe were administered. Culture of the 
amniotic fluid was reported as Staphyloccus 
aureus. After three days the temperature be- 
came normal, the pulse rate was go and the 
patient was up and about. Two days later she 
compIained of severe pain in the chest and ex- 
pired. At autopsy massive pulmonary em- 
bolism was found. 

ProphyIactic administration of antibiotics 
apparentIy was not considered in this case. In 
prolonged labor antibiotics in addition to the 
usual supportive treatment are advised as good 
prophylaxis for both mother and baby. Anti- 
biotic and chemotherapy failed to prevent 
death in this case. The great majority of organ- 
isms which cause puerperal fever are vulnerable 
to peniciIIin, yet surely no one should expect 
penicihin to be effective in every case. The 
fundamentals of good obstetric care are the 
same. No woman should be allowed to remain 
in Iabor for two whole days without progress 
and with membranes ruptured. 

Questions. (I) Are castor oil and quinine 
useful to induce labor? (2) Could pulmonary 
embolism have been prevented? (3) Should 
antibiotics have been given before delivery? 
(4) Would the Porro operation have been 
better? 

Answers. Castor oil shouId not be used to 
induce or hasten labor. It may not be relied 
upon and increases the hardship of both patient 
and nurses. Intravenous infusion of posterior 
pituitary extract wouId have been much better. 

August, rggr 

Cesarean hysterectomy should not be called 
the Porro operation if only because it is SO 
different. Let us expIain. On May 21, 1876, 
Edvardo Porro performed cesarean section 
earIy in Iabor on a young primipara with a 
rachitic pelvis. His uterine incision was made 
obliquely across the fundus from left to right. 
The fetus was extracted with diIhculty and the 
uterus was torn extensiveIy. Hemorrhage was 
formidable. A large wire snare was tightened 
over the Iower uterine segment and the uterus 
with the left tube and ovary was removed about 
2 cm. dbove the level of the interna OS. A 
smalI cyst of the right ovary was then removed, 
a drain puIled through the cervix and the 
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abdomen cIosed with four through and through 
sutures of siIver wire. The Iowermost suture 
included the cervica1 stump which was brought 
out to the IeveI of the skin. The patient was 
aIIowed out of bed about a month later. 
Cesarean hysterectomy today is not the Porro 
operation. 

COMMENTS 

No other operative procedure is compar- 
abIe to cesarean section, and not onIy because 
two Iives are at stake in every case. Often the 
patient’s vital forces have been seriously de- 

pIeted or Iife is actuaIIy ebbing before the 
operation is begun, The knife that frees the 
fetus from the uterus enters a cavity soon to be 
or perhaps already possessed by a Iegion of 
invaders whose business is death. The uterine 
incision, remova of the pIacenta or an atonic 
uterus may precipitate a hemorrhage crisis. 
With contractions of the uterus live Iochia may 
pour through the saIIy ports of the sutures. 
Whether peritoneum or parametrium is better 
for defense we do not know. 

Cesarean section is a major surgical pro- 
cedure. It should not be undertaken IightIy. 

SCHILLINE et al. recentIy used radioactive iodine on one of their patients 
with a Iingual thyroid and obtained good resuIts. The thirty year oId patient 
had a red noduIe 4 cm. in size at the base of her tongue. It was treated with 
IO miIIicuries of 1131 in 200 cc. of water. She did not have any hyperthyroid 
symptoms and her basal metabolic rate dropped from pIus I to minus 14 
within two months, necessitating the daiIy administration of thyroid 
extract. The patient was not operated upon unti1 some thirty months Iater, 
at which time a smaI1, atrophic and fibrosed IinguaI thyroid gIand was 
excised. (Richard A. Leonardo, M.D.) 
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