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CADUCEUS

DELIVERY AFTER PREVIOUS
CAESAREAN SECTION

l. Introduction

Thanks largely to the advancement in antibio-
tics, improved anaesthesia, and the availability of
blood transfusion, Caesarean section is now per-
formed with increasing impunity and frequency.
Maternal mortality rate has fallen from a level of
75% at the middle of last century to less than
10% at the beginning of this one and at present
the mortality is around 3.5 per thousand (England
and Wales, 1968)

Subsequently, more and more pregnant
women present themselves to our obstetrical clinics
with a previous Caesarean section scar in their
uterus, and the management of deliveries in these
cases continue to be of special interest to obstetri-
cians all over the world.

Il. Once a Caesar, always

a Caesar?

This previously well respected dictum was
challenged as early as 1930 by Williams, and
subsequently during the last 40 years by various
workers, more recent ones include Pauerstein
(1966), Donnelly (1967) Pell and Chamberlain
(1968), McGarry (1969) Kuah (1970).

The original reason for the avoidance of
vaginal delivery following a previous Caesarean
section is the probable rupture of the uterus
through the previous scar with an associated
maternal mortality of 50-70% and a fetal mor-
tality approaching 100%. However, today, with
most of our Caesarean scars being of the low,
transverse type and the improvement in the tech-
nique of management as well as operation, rupture
of the Caesarean scar has been low (table 1)

Table 1. Incidence of Rupture of Uterine Scar
Author Incidence
BHTbanm ~C1956) ~o ... 1.0
BIOwne (1951) ... . oo i, 1.0
Chesterman. (1953), .. .. .c....... 1.8
BERBARHIO68) S T s L 1.0
Douglas et al (1963) ............ 1.1
Stelomian (1964) ... ... .00 0.6
R S S |

Also, the maternal mortality rate from rupture
of a uterine scar is reported to be 0.1% to 4.0%
(Muller et al, 1961; Pauerstein, 1966). Thus the
risk of a patient with a scar in the uterus losing
her life in the process of labour is indeed small.
In fact, the latter author concluded that the
presence of a transverse lower uterine scar seemed
to add little maternal mortality and fetal risk to
that inherent in labour and vaginal delivery.

Further, Donnelly (1967) shows that in a
series of 486 cases, the perinatal mortality rate was
2% among patients who has repeated sections and
2.4% among those selected to be delivered
vaginally. Certainly, there was no indication that
elective repeated Caesarean section guarantees a
lower perinatal mortality rate than vaginal delivery
of selected gravidas with previous section.
Obviously with more careful selection of cases,
perinatal mortality rate can still be lowered even
further.

Thus in all the well-equipped obstetrical cen-
tres today, cases of previous Caesarean section are
admitted before term for carefu]l assessment and
selected cases are allowed to deliver vaginally.
(Table 2)

Table 2: Vaginal Delivery after Cesarean Section

No. of Vaginal
Author Patients Delivery %
Cosgrove (1950) 500 35.8
Schmitz & Gajewski (1951) 448 32.6
Wilson (1951) 167 33.6
Lawrence (1952) 195 21.6
Lane & Reid (1953) 114 16.0
Riva & Teich (1961) 214 73.8
Allahbadia (1963) 565 5%:9
Lawler et al (1966) 165 34.0
Chong (1967) 452 70.2
Kuah (1970) 454 55.3

Just as McGarry (1969) claimed that no
more than 12% of patients required a repeated
Caesarean section, in Kuah’s series (1970) of 367
cases, elective Caesarean was done in 29%, and
vaginal delivery was successful in 78% in the
remaining cases. Such a result is indeed gratifying
to both obstetrician and mother.

Ill. Management of Patients

previously delivered
by Caesarean Section

The following discussion assumes an up-to-
date and qualified care from an obstetrical
department.

Post-natal care after Primarv Caesarean Section
Poidevin (1965) first put forward concrete
evidence that hysterographic  studies  after
Caesarean section provide quite an accurate as-
sessment of the status of the uterine scar; and his
view has been supported by various other workers
(Pauerstein, 1966, Ruiz-Velasco, 1967).
However, in practice, this has not yet been
a widely accepted routine for various reasons, the
patient failing to return for investigation being one.
This is indeed unfortunate as an immediate post-
natal assessment of the uterine scar would provide
valuable reference during subsequent pregnancy.

Antenatal care of subsequent pregnancy

Patients who were previously delivered by
Caesarean section should be encouraged to present
carly during the prenatal period, when the ob-
stetrician concerned should

(A) find out the causes for the pre-
vious Caesarean section. The  argument
is that some factors may be recurrent ones (e.g.
cephalo-pelvic disproportion, contracted pelvis)
while others may not necessarily be present again,
€.g. placenta previa, toxemia of pregnancy. Kuah's
series (1970) revealed that only a small percentage
of patients had a repeated operation when the
original Caesarean section was performed for in-
dications other than disproportion (table 3)

Table 3: Indications
Indications
Prolonged “labour . L5l b At
Cephalo-pelvic disproportion
Placenta pracyia’ & oo r) it
Toxemia of pregnancy
Abruptio placentae
Fetal distress

Miscellaneous
Previous C/s +
TOTAL

unfavorable factors eg hlgh head

— R Law —

B) review the nature of the previous operation.
Tracing the previous records will reveal whether it
is a lower-segment transverse section or a classical
section or may be even some other types. The
surgeon’s comment on whether there is any tear or
difficulties in operation procedure (e.g. uterine
muscle may be edematous from too long labour)
should also be noted.

Note that a lower-segment scar usually heals
much better than a classical one. Although in
Browne and McGrath series (1965) of successful
cases, 21 (among 386) of the patients delivered
vaginally have had a classical scar, the obstetrician
should be on his guard if he ever allows these
cases to go into labour.

In any event, a hysterographic study record,
if available, would be most valuable.

(©) find out any history of mor-
bid pueparium in the previous section, -
It is generally taught that a weak scar

Julius Caesar . o i plie ]
his birth and death being associated with the
use of a knife.

for Caesarean Section
Primary C/s Repeated C/s
as for primary C/s New Indications
75 6 4
58 39 2
51 1 6
35 2 3
22 0 1
21 Y § 11
18 3 4
11 0 1
75 10 15
- 0 91
366 68 138

(Continued on Page 3)
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2—6 years: %—1 tablet, g.i.d. or td.s.
6—12 years: 1 tablet, g.i.d. or t.d.s.

over 12 years: adult dose.

Glaxo Hong Kong Ltd.
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Tel: H-719261
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TO BE
A-DOCTOR-AND-A-MAN

dent a goal which he must strive to
reach. That picture was upheld to
the physician of ancient Hellas in
the so-called ‘Hippocratic Oath’. It
was natural to link it with the name
of Hippocrates, for he ‘will ever re-
main the type of the perfect phy-
sician.” . It is only, however, in
modern times that society generally
has acknowledged in the medical
profession such a standard of pro-
fessional behaviour as the Hippo-
cratic Oath demands. The brilliant
dawn of Greek medical science was
soon overcast, and succeeded by the
‘cloudy and dark day’ of superstition
and barbarism.”

To make a point further, it might
seem appropriate here to suggest
that to be a doctor does not neces-
sarily equate with to be a specialist
of some kind. He is not educated to
pursue after honour or prestige
(and, of course, money, too.) He
needs not be a Nobel prize winner,
not even a MRCP or FRCS before
he can do something. As long as he
is a doctor, he is already entitled,
or perhaps privileged, to make good
service to people. I never mean a
doctor should not be a specialist,
but he never, I think, need to be
one with a long list of professional
titles.

Somehow, it has to be admitted
that a doctor may think too much
in terms of himself, too easy to be
satisfied in a vertical pursue. He
may be too ready to forget his res-
ponsibilities toward his people in a

horizontal direction. He would have
been ignorant of the fact that the
people outside have been paying a
large stake on the doctors and
medical students on training, hop-
ing that someday the younger gen-
eration of graduates may bring life
and happiness to the living of the
people. Yes, a doctor should be, and
should remain to be, a doctor of the
people. He should meet the needs
of the people, not those of himself,
for the people themselves are the
objects of all trained people even-
tually.

My last words are: never be a
trained doctor, who could have been
so easily replaced by a machine or
computer of diagnosis, for what dis-
tinguishes a doctor from a machine
is his individuality with distinct
judgment and personal understand-
ing, of the needs of his fellow-men,
who are men and not machines.

“May I never see in the patient
anything but a fellow creature in
pain.

Grant me strength, time and op-
portunity always to correct what
knowledge I have acquired, and al-
ways to extend its domain. For
knowledge is immense and the spirit
of man can extend infinitely to en-
rich itself daily with new require-
ments. Today he can discover his
errors of yesterday and tomorrow he
may obtain a new light on what he
thinks himself sure of today.”

Maimonides (12th century
Physician and Rabbi)

Fight, Fight, Fight and Fight to
be an ordinary doctor with a suc-
cessful career.
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TO BE

A-DOCTOR-AND-A-MAN

A man is a creature that can walk
and talk, take and give. smile and
lie, and love and hate.

A doctor is one who i expected
not only to restore a normal life to
those who are suffering. physically
or mentally, but also o give JOY 10
the sultering lives.

A-doctor-and-a-man is a man who
stands among the people as a doc-
tor.

To be a-doctor-and-a-man, 1 fur-
ther imply:

1. A doctor is not just a computel
nor a machine for diagnosis. He
is alvo @ man and similar to any
other man in any aspect. He
should he able to talk, read, ap-
preciate and so forth, like an
ordinary man.

patient relationship  into man-
man relationship in order that
the patient may be at case or feel
free 1o talk. For that matter, the
doctor has to be a ‘man’ in the
aves of the former.

A docor may wish to be @ man,
an ordinary man only, in some
drcumstances  al some  time,
rather than a doctor. one sup-
posed 1o act or speak in some
particular way. In this connec-
tion, he has to he always ready
to be a man. A kind of dissocia-
tion, vou may presume.

A doctor, as we all know, can-
not be perfect. He has weakness
both in body and soul, like a
man. which cevery doctor should
admit.

BERNARD LAU

3. One is not born o be a doctor.
He is born first of all to be a
man.

In & word. he cannot be a good
doctor without being a good man.
A-doctor-and-a-man  is more com-
plete in every way than a doctor. In
fact, for all the fact that he is quali-
fied as a doctor. he might still be too
immature to stand like a man
against reality.

To he a doctor is relatively easy.
As long as he studies hard enough
for the qualitying examination, no
one can prevent him from becoming
@ doctor. In contrast, 10 be a-doctor-
and-a-man demands a great deal of
cffort on his own part. He has to
make  ways into the horizons of
other fields. He must try to get in
touch with the core of life of other
people. He will need to search for
himesll and meaning of his life.

Let us veeall a passage from “The
Genesis ol the Physician's Ideal’ by
Bishop  Hensley  Henson (B.ALJ.,
1930):

“The physician in modern society

erally regarded with respect. It is
not merely that his distinctive ser-
vice is indispensable, and is univers.
ally required, but also that he com-
mands the public confidence in a
very notable degree, and has behind
him a tradition of professional be-
havior which is generally admired.
It is assumed that he will be ade-
quately trained; that he will be en-
tirely honourable; that he will be
patient, considerate and assiduous;
that he will be generous and even-
minded, giving his service as frank-
ly and fully to the poorest as to the
richest of his patients; that he will
be, in a quite astonishing measure,
disinterested. We expect the doctor
to _be something more than a scien-
tific specialist, skilled in his specific
branch of work. We look for educa-
tion and good manners. He must be
welcome in society for his own sake.
No doubt there is a measure of
idealising sentiment in this concep-
tion of the physician; but it is near
enough to general experience to
maintain itself in the teeth of all in-
dividual contradictions, and its ex-
istence is not gnly a remarkable evi-
dence of the high level of medical
professional habit in the modern
world, but also a precious possession
of the medical profession itself. The
ideal has, of course, never been
realised fully in any individual . . .
But the combination in a single pic
ture sets hefore every medical stu-

2. He would not take his patients 6. .\]):n‘_l lrom b_cig]‘g a ({().(!m’ in his
as mere patients, something or hUSpllél] or dlinig, he still assumes
someone to be repaired here and Womans - respomsibility in his
there. Rather he sees and treats family, society and country,
them as men, for he himself is 7. To be a doctor is his was o
also a man. stand among  and serve peéplc.

3. Somietimes it would seem advis- and o be w man is his aim in
able to  transform the doctor- life.

holds a very high place. He is gen

(Continued on Page 4)
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(Continued from Page 2)

results from pyrexia and wound infection at the
time of the primary operation, but Douglas (1967)
denies that this is so. Nevertheless, most obstetri-
cian would be more on the alert in this sort of
cases.

In addition, during the antenatal course, the
uterine scar should be closely monitored. The
patient must be reminded of the importance of
immediate reporting of any untoward symptoms.
And during each visit the scar should be palpated,
any progressive weakness would be significant and
any tenderness would be a warning signal of im-
mediate rupture.

Management of Near Term

All patients with one or more Caesarean
section scars should be delivered in a hospital with
facilities to perform immediate Ceasarcan section.

The usual practice is that the patient was
admitted at 38 weeks (some would admit cases of
classical scars at 37 weeks). Pelvic assessment
(usually already done at 36-37 week) and size of
baby reviewed to exclude any cephalopelvic dis-
proportion which is the most common recur
rent indication for repeated Cesarean section. New
indication (table 3) should also be sought and if
found the patient be subject to Cesarean section
again. If everything is satisfactory, which is by
far the majority (greater than 2/3) of cases in
modern obstetrical practice, the patient would be
allowed for vaginal delivery.

Induction of Labour

Previous Cesarean section alone does not
preclude the use of induction of labour (McGarry,
1969). However, this should be used with much
caution and close observation by the obstetrician
is required.
Management in Labour

During trial of labour for cases of previous
Cesarean section, the patient should be given bed
rest, nil by mouth, and closely watched. Cross-
matching should also be done in case any emer-
gency may arise.

The progress of labour should be closely
watched in case any indication, e.g. fetal distress

and uterine dysfunction, may arise for a repeated
Cesarean section. The uterine scar should also be
closely waltched for any signs of weakening or
tenderness. In this respect, the use of caudal block
analgesia is debatable, as it will mask this sign of
scar tenderness.
Mode of Delivery

Most cases would be delivered spontancously,
although low forceps or vacuum extractors can be
used. Any manipulation, c.g. internal version,
however, is best avoided.

Pueparium

Generally pueparium is uneventful: Allahbadia
(1963) and Klinges and Gaubrell (1967) both
reported a low incidence of morbidity in patients
with uterine scar and delivered vaginally, although
Kuah's series (1970) shows a higher incidence of
blood transfusion after repeated Cesarean section
whether elective or following trial of labour.

Before discharging, careful explanation re-
garding importance of hospital confinement and
probability of further successful vaginal delivery
should be done by the obstetrician to the patient.

Future Pregnancies

Whereas a successful vaginal delivery does
not guarantee similar success next time, a repeated
Cesarean section also does not preclude possibility
of vaginal delivery next time (Camillen and
Busuttil, 1968). Thesc workers based their argu-
ment on the established fact that hysterographic
studies porvide a reliable guide to the integrity of
the uterine scars, Their analysis of 58 cases shows
good results (i.e. satisfactory scars) in 72% and
they also claimed that the margin is good if (1)
both sections were carried out after onset of labour
and (2) interval between the 2 sections exceeds 2
years. But in any event, the obstetrician should
judge cach individual case on its own merits rather
than adhering to some fixed rules.

Multiple Cesarean Sections

Just to make the discussion complete, mention
must be made of the safety of multiple Cesarean
sections. In the literature, up to 14 successful
deliveries by Cesarean section have been performed
on the same wound. Cosgrove as early as 1952
has claimed that there should be no limit to the

(con’t)

number of Cesarean provided that the integrity of
the uterus is maintained.

Piver and Johnstone (1969) studied 123
women who individually experienced 4 to §
Cesarean deliveries and only 1 neonatal death and
no maternal death. Three uterine ruptures oc-
curred, all in classical section scars. Nine of the
14 eventual Cesarean hysterectomy were perform-
ed for thin scars which would doubtlessly have
been repaired.

Although all these figures support Cosgrove’s
claim, in practice, sterilisation is usually done after
about 3 or 4 Cesarean sections either on advice
of surgeon or will of the patient (or may be even
earlier if circumstances are compelling). Further.
in places where obstetrical care is not adequate,
repeated Cesarean sections may prove dangerous.

IV. CONCLUSION

In spite of the occasional antagonist, vaginal
delivery after Cesarean scction is gaining wide
support. The practice, if carried out in a good
unit with careful supervision, incurs little extra
risk for the mother or infant.
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the urine.

properly air-conditioned. ~Now

all the construction work seems
sent hot spell,

thing must be done about it.

night.
per 5ml.

makes you even more sleepy.

you can slip into the canteen in
has indeed been getting difficult,

is the lavatory.
walking for good health.

can just make it.
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ALL ABOUT THE MEDIC LIBRARY

Pothead

For months on end the Medical Library has not been

that the extension to the

Medical Library has been in service for more than a month,
the initial hope that good air-conditioning will come after

groundless. With the pre-

it is virtually impossible to study in the
Medic Library. The air inside is hot, humid, stagnant. Some-

Someone from the Education Department must come
here and have a good look at the state of lighting here at
Particularly in the Ground Floor, even in daytime,
certain parts have very bad illumination, which makes read-
ing harmful to the eyes, and perhaps even more important,

Though the professors may be happy about it, certainly
many medics feel differently. The new entrance to the Library
makes it indeed a long walk to the canteen, whereas before

no time and hang around

for a couple of minutes of obscenities and false hilarity. Life

It seems that one has always to come to it sometime. It
Maybe the architect is a firm believer in
In addition to keeping the lava-
tory out of the Library, he has made it so remote that you
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