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HE several collective surveys of the status of cesarean section in va-

rious large cities of the United States (of which ours from New
Orleans was the first}® have brought out several points rather clearly.
Oine especially o be noted i3 the fact that the operation is performed at
times when it hardly appears to be indicated, and it is also to be noted
that the conditions under which it can be carried out with safety to the
mother are frequently disregarded. Our survey was presented to the lo-
cal profession with the hope that it would bring these points home to our
obstetricians and surgeons, and would stimulate them to a more careful
selection of cases, and to a scrupulous observance of the contra-indica-
tions. In those surveys in which comparisons were made between the
classical and the low section, it has been clearly set forth that the latter
has many advantages over the former, the chief one being the lower
maternal mortality rate,

These studies, together with others that have been made, notably those
presented to the White House Conference, have emphasized the fact that
cesarean section is performed too frequently, and it is hence our duty,
by teaching and practice, to restrict the indications for the operation as
much as possible.  On the other hand we are all familiar with the numer-
ous articles that have appeared in the past few years, advocating the more
freguent resort to cesarean section in the treatment of placenta previa,
The questions arise, is this policy a sound one, and will the better results
obtained by the expert obstetric surgeons in carefully selected cases be
offset by injudicions aperations performed by those with insufficient
obstetric experience ? T do not feel that eategorical answers can be forth-
coming al present. [t has seemed to me, however, that g review of some
of these articles, together with a survey of my personal experience, might
aid in determining the present status of the problem.

Gordon,' in the Brooklvn cesarcan section series, reported ninety-eight
operations for placenta previa, with seven maternal deaths, or seven plos
per cent, and a stillbirth and neonatal mortality of 18 per cent, in which
prematurity played a considerable part.  In the cases of the central type
there were two deaths out of forty-seven cases, or a mortality of 4.2 per
cent: in thirtv-eight unclassified cases, two deaths (3.3 per cent). This
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favorable rate for the central cases is not explained, nor is there a dis
cussion of the relative mortality figures of the ninety classical sections
and the eight low operations.

Johnston and Smith,® reviewing the cesarean sections in Houston over
a period of six vears, found thirtv-one operations for placenta previa
with three deaths, all due w infection, a mortality rate of 10 per cent ; the
fetal rate was the same.  They question whether section is often indicated
in placenta previa, but think it is probably the best method when the case
is handled by a general surgeon; the well trained obstetric surgeon can
individualize his patients,

Thompson,*® in the Los Angeles series, reported sixty-eight cases of
placenta previa treated by cesarean section with a maternal mortality of
4 or 6 minus per cent, all due to infection. There is no note as to the fetal
death rate, nor as to the tvpe of previa or kind of operation employed.

Welz," who compiled the Detroit figures, found fourteen operations
for placenta previa with no maternal deaths, and one fetal death. Al
were classical sections. He feels that the bag is preferable, as a rule, but
that cesarcan section has certain indications, chief of which is the condi-
tion of the cervix,

Greenhill® feels that the treatment should vary with the conditions en-
countered, chiefly the state of the cervix, He contends that abdominal
cesarean seclion pives better results than any other method, especially
when combined with transfusion.  In 118 cases treated al Chicago Lying-
In Hospital by various methods there were three maternal deaths (2.6
per cent ), one after spontaneous delivery, and two after version and ex-
traction.  In the forty-two sections in this series (eight classical and
thirty-four low ) there was no maternal death, giving a 4 per cent mortal-
ity for the other methods combined.  The fetal mortality is much lower
in the cesarcan scetion cases, and Greenhill feels that the operation should
save every baby which is not premature nor a monstrosity.  He quotes
Frev of Zurich, who reported cighty-cight consecutive sections for pla-
centa previa with one maternal death, Von Mikulicz, with a 3.3 per cent
maternal mortality rate for cesarcan section, and Kosthauer, with a 6.9
per cent maternal death rate for placenta previa thus treated, In case
imfection 15 present or is strongly suspected, Greenhill prefers the Porro
operation, especially if the woman already has several children.

Kellogg™ states that at the Boston Lying-In Hospital, immediate version
and extraction was the rule in the early years (1895-1915) with a mater-
nal mortality of 19 per cent. Then more conservative methods were
adopted, chiefly Braxton-Hicks version and slow extraction, with a
maternal mortality of 6 per cent, Dut there was little improvement in
the rate in the central varicty, which was 36 per cent in the ecarly series
and 25 per cent in the period from 1919 to 1926, He fecls that—

1. All cases of central or partial placenta previa are best treated by
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abdominal cesarean scetion, whether the baby be viable or not, living or
dead.

2. Marginal cases are best treated by the Voorhees bag,

3. Moribund or very ill patients should be given morphia, should be
tightly packed, fundal pressure should be applied, patients should be
transfused, and the appropriate operation (frequently hyvsterectomy)
should be performed after reaction has been secured, followed by a see-
ond transfusion if indicated. He feels that hysterectomy after seetion
should bic more frequently practiced, especially if there is risk of sepsis,
or bleeding persists, and more especially if there are several children,

Since 1926, twenty-six sections have been performed in the Boston
Lying-In Hespital ( 80 per cent in multipare), twentyv-one of the classical
type, two Parro, one classical with tubal higation, and two of the low cer-
vical type.  In these two much bleeding was encountered, so he prefers
the classical section, There was one maternal death in one of the low
sections in a woman with free bleeding before and after admission, who
died of exsanguination (autopsy fAnding) in spite of repeated transfu-
sions, Of the children, eighteen of a possible twenty-three (one case of
twins) were saved ; two of those lost were hopelessly premature, weigh-
ing less than 4 pounds,  Thus there was a fetal mortality of viable chil-
dren of 10 per cent, as against 40 per cent in patients delivered vaginally
in the earlier series. By contrast, his colleague, Irving, prefers Braxton-
Hicks version, and has a very low maternal mortality rate, but his fetal
mortality is high and his percentage of postpartal infection is consider-
able.

Skeel and Jordan,' in a survey of 147 sections in Cleveland, found
137 for placenta previa, with a maternal mortality of seven, or 3 per cent,
and a fetal mortality of thirty-one, or 22.5 per cent. In the larger hospitals
(reporting 100 or more sections cach) the maternal mortality in placenta
previa cases was 3.3 per cent (three out of ninety), while in the smaller
institutions it was 89 per cent (four out of forty-seven). They feel that
section is the best treatment unless the cervix 15 well dilated.

Countiss and Figher.? in reviewing 1,000 cases of cesarean section, re-
ported 43 per cent for placenta previa, with three deaths, or 6.9 per cent
mortality.  All these occurred in the thirty-one classical operations, while
the twelve women who had low sections all survived. No deaths in the
series of classical operations occurred in patients admitted withoul pre-
vious attempts at delivery. Two of the low section patients were frankly
infected, but survived. The fetal mortality was 2005 per cent ; deducting
the nonviahle and premature feti, we have a corrected mortality of 6.8
per cent, all in the classical group.  They feel that the low operation is
the one of choice in placenta previa,

Bill* as is well known, inclines to section for placenta prewvia, prefer-
ring the classical operation. Tle. reports eighty-two cases, with two



222 RIXG

maternal deaths, or 1.9 per cent. The gross fetal mortality was 3076 per
cent, partly due to prematurity,  He feels that most maternal deaths in
vaginal deliverics are due 10 hemorrhage and consequent uterine atony
with more hemorrhage as a result, hence a vicious circle is established.
He advocates the free use of blood transfusion, before or during the de-
livery. If the previa is of the marginal type and the os is considerably
dilated, he prefers delivery by version or forceps; in all other cases he
employs cesarean section irrespective of the condition of the baby. In
the paper under discussion, 104 cases were reported, of which cighty-two
were treated by cesarcan section,

Peckbam® reports on the resulis in 140 cases of placenta previa treated
at Johns Hopkins Hospital. There were sixteen maternal deaths, or 10,96
per cent, The rate was 19.23 per cent in the Arst fourteen vears, 10.26
per cern in the next period of ten vears, and 864 per cent in the last
ten vears, The higher rate in the first period was due 1o use of accouche-
ment forcé and 1o the lack of transfusion.  In the marginal cases the
mortality was L7 per cent (one in Aftv-seven ), in the central 2143 per
cent, and in the partial 142 per cent.  The mortality before the last
month of pregnancy was 4355 per cent, while at or near term it was 15.58
per cent. It was 4.6 per cent in primipare, 1145 per cent in multiparz,
and ZB8.08 per cent in multipare with ten or more children, inercasing
with the age, heing 31.26 per cent in patients of forty or over ; thirteen of
the sixteen deaths were due to hemorrhage,  The gross fetal mortality
was 6781 per cent, but was much smaller in babies at or near term.
Peckham feels that cesarean section is rarely indicated in placenta previa,
andl is preferably restricted to cases of the central type, with the cervix
closed, or almost so, the child viable and in guru] condition. [t |nig|1l also
be used in case the mother is to be sterilized, or is very desirous of a
live child, He feels the operation is contra-indicated if the patient is in
poor condition, has bled frecly, or s potentially infected.  In this series,
the operation was performed five times, all being of the classical type.
We must note, however, his high mortalite (23 per cent) in the central
tvpe, and also in cases at or near term (1558 per cent ), as well as in
patients over forty (31.26 per cent). In this series the fetal mortality
was high, being over twice that of Bill's amd six times that of Kelloge's
cesarcan sechon cases,

Diavidson® fecls that section is especially indicated in placenta previa at
or near term with “central or definitely marginal placenta previa,” if the
patient has bled only moderately.  He prefers the classical operation.  He
states that in the Queen Charlotte’s Hospital forty-five eases of central
placenta previa were treated by vaginal delivery, with a maternal mor-
tality of 18 per cent, and thirty-four cases (presumably central) were
delivered by cesarcan section, with a mortality of 6 per cent,

Von Ammon,' in an exhaustive review of the literature, collected over
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30,000 cases treated by various methods. The maternal mortality varied
between 3 and 10 per cent, except in vaginal tamponade, where it was
20 per cent, and in version and extraction in the hands of men not em-
ploving section (13 per cent). The abdominal cesarcan section mortality
in 2,320 cases was 7.3 per cent, However, the fetal mortality in cases so
treated was much lower (184 per cent ) than in the other methods (28 1o
74 per cent ).

St. Mary's Hospitals, Manchester*® in 1928 reported fifty-three cases
of placenta previa in which three were treated by cesarcan section, and
Afty by varous types of vaginal delivery, There were seven maternal
deaths, all in the latter group, giving a mortality of 13.2 per cent for the
entire series, or 14 per cent of the cases delivered vaginally, The details
of thege deaths ag given in the report cause one to feel that possibly some
of these women might have been saved by cesarean section. T is inter-
esting 1o note that none of these Tatal cases were transfused, although in
several of them hemorrhage seems to have been partly responsible for
this fatal outcome., In this series the fetal mortality was 41.5 per cent.
and in children past the thirty-sixth week of gestation it was 39 per
cent.  Uhne might comment that this rate might have been improved by
more frequent resort to cesarean section in selected cases without jeop-
ardizing the mother's risk,

Of course, the above gquotations do not by any means cover the recent
literature on placenta previa, but they have been selected as being the
mast representative reports written by those especially well qualified, and
expressing the experience of large and well conducted institutions.  The
individualization of cascs is stressed in most of the discussions, and the
indications for cesarean section scem to he justified in those patients so
treated. Tt is observed that in the central type, especially at or near term,
with a cervix not at all or only slightly dilated, section is the treatment of
choice. [t would appear to be preferable in muoltiparie past forty, espe-
cially if the mother has had ten or more children ( Peckham . Tn par-
tial cases. there is great diversity of opinion, while in the marginal type
vaginal methods are generally preferred.  More frequent resort to blood
transfusion, no matter what the method of treatment, appears to be in-
dicated.

My experience with placenta previa covers seventy-five cases, treated
by myself and other members of my staff, of which forty-three were
treated by various methods of vaginal delivery, with ten maternal deaths,
or 233 per cent, and thirty-two were delivered by abdominal cesarean
section, with no maternal mortality. Thus 43 per cent of the patients
were sectioned.  The fetal mortality (uncorrected ) was thirty-eight, or
A0EG per cent, O these, seven were lost in the section group, a rate of
21.9 per cent, and thirtv-one fetal deaths occurred in the forty-three cases
delivered by the vaginal route, or a rate of 72 per cent, Tt i3 only fair
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to state, of course, that in the group of cases delivered vaginally the per-
centage of premature babies 15 much higher, as well as the proportion of
babies dead on admission.  Unider these conditions vaginal delivery would
naturally be preferred. Correcting the fetal mortality rate so as to ex-
clude the premature babics and those dead on admission, we find a loss
of four viable babies in the section cases (one dving of a eardiac mal-
formation), or 12.5 per cent, and thirteen viable babies born dead in the
cases delivered vaginally, or 30 per cent. OF the various methods of
vaginal delivery, the use of the bag was most popular, being resorted to
twenty times with one maternal death, Tn this last series there were fif-
teen fetal deaths, all but four of these babies being premature or dead
on admission. | might state that [ have never encountered a fetal mon-
strosity in a case of placenta previa, in contrast to Greenhill's experience,

OfF the thirty-two cesarcan sections, eighteen were of the classical type,
one was a Porro, and thirteen were of the low type. While 1 have for
vears preferred the low section, | was formerly hesitant about emploving
it in placenta previa, fearing hemorrhage from the placemtal site. The
cxperience of others, especially of the workers at Chicago Lying-In Hos-
pital, encouraged me 1o try the low operation in these cases, and [ have
found that my fears were not well grounded, so that of late we have
used the low section in placenta previa as well as in other conditions.

In our clinic, we have therefore arrived at the following working basis:
In case the baby is premature, we would prefer vaginal delivery, unless
we were dealing with a ease of central placenta previa, with a cervix only
slightly dilated. 1f the feius is dead, vaginal delivery is chosen, unless,
again, the previa 1s of the central type with little or no dilatation.  In
central placenta previa, so fearful are we of profuse hemorrhage, that
we would generally perform cesarean section, unless the cerviz was well
dilated and softened. In all cases the nearer the patient is to term, the
more we would prefer abilominal cesarean section, except in the mar-
ginal variety, when rupture of the membranes, with or without the use
of the bag, will suffice.  This applics to multipare as well as o primip-
aree, In partial cases near term if the cervix is partially dilated, so that
a bag can be inserted easily, this method is employed, otherwise a sec-
ticn is done. Where there g little or no dilatation, with doubt as to the
tvpe of previa, the patient at or near term and not infected, and the baby
in good condition, sectton is preferred.  Thus it will be seen that the
stage of the pregnancy, the condition of the baby, the state of the cervix,
the presence or absence of infection, and the general condition of the
mother are the determining factors, Transfusion is freely employed, and
we feel has saved several lives. The Porro operation might be used in
infected cases. Reviewing our cases delivered vaginally in the light of
these conclusions, 1 feel that four of the mothers lost could in all prob-
ability have been saved by cesarean section, and that in some of the
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other paticnts at o near term, section might have saved the babies with-
out increasing the maternal risk.

Finally, it must be stressed that cesarean section in placenta previa
should be done only by those fully qualified in the field of obstetric sur-
gery, and in properly equipped hospitals. In general practice, vaginal
methods are preferable, becavse of the limitations of cquipment and ex-
perience, and these methods should be carefully taught in detail to our
gtudents, The specialist, by careful individualization and selection of his
cases, can, we feel, lower both maternal and fetal mortality rates by the
emplovment of cesarean section under conditions as outlined above,

REFERENCES

1. |’i:|£11.. 2;? H.: Placemta previa,  Amer. Jour. Obstet. and Gynee. (Feb), 1931,

[

Couxniss, Nowws, nd Fraues, | G0 An analvtical study of 1,000 cnses

of cesarean section,  Amer. j:11|r Obstet. aml Genee, (May), 1932, 23679,

. Davipsow, A, H.: Cesarcan section:  Its history and present status. Trish
Tour., Med, S, Series 6, 1931, 642,

Gokpox, CHARLES A, A survey of cesarean scetion in the Dorough of Brook-

I‘;Zt.;: City of New York, Am. Jour, Obster. and Gynee, {Sept.), 1928 16.:307-

. Greesmiie, I. Por The present-day treatment of placenta previan, Surg,

Coymee, and Chstet. ( lam ), 1950, 50415,

G Jomxsrox, RoA and Ssirm, FL B Cesarean section in Houston, Texas: A
statistical study.  South. Medo Jose, (Awng ), 1931, 24:725-728,

7. Kouoos, Fo 5 Olservations on a shory serics of placenta previn paticnts de-
livercd by abdominal cesarcom section at the Boston Lyving=In Hospital,
Amver. Jour. Obstet, aml Goanee, { Nov )y, 1930, 200043,

B ONeEw Oreaxs Gyvyeomoarcan axne ORSTETRICAL SoCiETy: A study of the
cesarean scotions performed in the Hospitals of New Orleans from 1921
through 1926, New Orleans Med. and Surg. Jowr, (May}, 1927, 70815,

0. Pecknaym, C H.: A swatistieal stedy of placesta previa at the Johns Hopkins
Hazpital. Amer. Jowrs Chatet. amd Gymee. { Jan.), 1931, 21 :30,

10, St Mawv's Hosmrans, Maxcuester:  Heport of the \hl,cmu} Depariment,
1928,

1. Skem., Al _l and J'n’.mLu'\ . F.: A comsideration of cessTeRn sections with a
survey of LMY cases in the Cleveland registration area in five vears.  Amer,
Jour. Ohstet. and Gynee. (Felw), 1932, 23:172.

12, Tuosmesox, W, B An analysis of cesarean seetions performed in Loz An-
geles from 1023 1o 1928 inclusive,  Am, Jour, Obstet, amd Gynee, ( March),
1930, 19302105,

13, Vox Asson, Eexst: Treatment of placenta previa,  Zeitsch, §, Geburtsch.,
mnd Gynaee, 1923, 97 :201,

4 Wiz, W, Eo Abdominal cesarcan section in Detroit in 1926, Amer. Jour,
Obsiet, amd Gwnee, (Aarehd, 1927, 13:361-374,

s [
i

e



	1933-KING-Previa-1
	1933-KING-Previa-2
	1933-KING-Previa-3
	1933-KING-Previa-4
	1933-KING-Previa-5
	1933-KING-Previa-6
	1933-KING-Previa-7



