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HE patient who, after many hours in labor with the membranes rup-

tured, fails to reach complete cervieal dilatation and shows evidence
of exhaustion with a gradual decrease in the effectiveness of the uterine
contractions presents one of the major obstetric problems, In some in-
stances of this type, delivery may be accomplished satisfactorily follow-
ing Dilhrssen’s ineisions of the ecrvix, This study was undertaken to
evaluate the results of this procedure and to determine the dangers asso-
eiated with it

This report eovers the period from Nov. 1, 1932 to Sept. 1, 1935,
during whieh 162 Diihrssen’s ineisions were performed. In a previous
report from the Chiesoo Lying-in Hospital, Hunt and MeGee® summa-
vized 592 cazes in whieh IMihrssen’s ineigions were done from 1917 until
November, 1932, Series have been reviewed in the literature during
the past ten years by Randall,® Shir,? and Abrams.*

Incidence—The 162 eases oceurred during the counrse of 15,520 de-
liveries. The incidenee is 1.04 per cent, In Table I, the ineidence at
vearly intervals is reeorded, In the fifteen vears previous to 1932, the
incidenee was 1.48 per cent as reported by Hunt and Meliee, There
has been a slizht deerease in the frequeney with which the procedure has
been emploved so that during the past vear the ineidence was 0.9 per
cent, Abrams reported a 6.0 per cent inecidence of Diihrssen’s ineisions
in his series; Randall, an ineidence of 0.37 per cent; and Shir, 0.62
per eent.

Tapre I. INCinExcE oF DiHE2SER '3 INciioxs

TUTAL T INCIDERCE

e PATIEX TS DUNPHARN. 5 PER CEXT
Nov, 1, 1952—June 30, 1954 4611 fE] 1.2
July 1, 1854—JTune 30, 1835 2,808 a8 1.2
July 1, V35— Tume 3k, 19346 2004 o 0.0
July 1, 1856—June 30, 1937 14 0.8
July 1, 1937—Aug &1, 1938 &0 0.5
Tatrl 1z 1.

TECITNIGURE

Adegualy exposure is ecssentinl, as it i preferable to make the eervieal in-
cigions wnder direet viston rather than by palpation. A deep mediolatoral episiot-
omy is porfermed and the cervixz exposed witlh hroad retractors,  Three incisions
are usually made at points eorresponding to 10, 2, and & on the elock, 1f the
corvix is approaching complete dilatation, bilateral incisions may Le sofficient
but there is greater danger of subsequent extension, The use of one incision is

*Road at the Annusl Moeeting of the Central Association of Obstotrlelans and
Grnecologists, Minneapoliz, Minn.,, Ootober 6 1o § 1338,
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type described as representative of the dystocin dystrophy syndreome. Dystocin of
this type was present inm 14 of the patients. Eight more of the patients {Table
IIT) were elassified in the dystocin dystrophy syndrome typoe but other factors
were more definitely deseribed as indieating the eervieal ingisions in their man-
ngement.

Taste 11T

—

Palvis:
Contracted 3l 19,155
Diyvstocia dystrophy syndrome fype 22 15,0685
Fotns:
Averape woight 3410 gm,
Under 2500 gm. a
Crver 4,000 gm. 17
Pains:
Weak or irregular it 42555
Adequate i ST
Tanry IV, AGr DISTRIDUTIGN
YEARS = NUMEER IFER CEXT
17-14% 1] 4
20)-24 a8 &34
25-20 G2 382
5034 37 22.8)
dua-nd 14 2061580
40-42 2 1.2
FaRITY
FARS O PARA T PARA 11 FARA I
144—58.95% 14—8.75% 3—1.80 1—0.6%

— rrrrzEzTa

Edema of the eervix sufficient to obstroet the progress of the labor was preseat
in ¥ instances, In 20 ipstances {Table VI) eervieal edema was & contributing
foetor, Undoubtedly edema of the corvix iz due in most instanees to the slow
progress of labor in these pationts resulting in intecference with the lecal cireu-
lution =o thet it should aot be considered as the primary eomplication. The
prosence of odemn dees decrense the probability of eomplete dilatation being
renched and it wsunlly beeomes o progressive condition ending in necrosis of the
cerviz. 1t 15 for this reason then that Dithessen s incisions become indicated in
these patients where edema of the cervixz complientes n prolonged lahor.

Fuilure of progress with incomplete eervieal dilatation was the indieation for
ineision of the cervix in 45 patients. In many of these patients, the fetnz was
in # posterior position, and doe to the partinl defleetion of the fetal head with
poor aecommodation between the fetus and the birth eanal, rotation was slow and
incomplete,  After a prolonged period of labor often complicated by inndegquate
uterine eontructions, progress ceasced for w period of seversl hours. When such
a situation develops in spite of adequate supportive trentment and rest, it iz
frequently safer for both the mothor nnd infant te complete the delivery arti-
fleinlly. In somo instanees in this gronp, the dovelopment of evidenco of fetal
distress was the deciding factor az it was felt that without interferoneo the risk
for the infant would be inereased.

Maternal exhoustion was the predominant factor in 15 instanees, It 35 prole
able that these patients might be grouped with those showing o failure of prog-
ress but the presence of exhaustion was more marked in this group and they are
necordingly Nisted separately. It is to be understood that gxhavstion developed
in spite of adequate sedation and supportive therapy and was the result of the
prolonged peried of labor in patients who may have been helow par physically.
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Uterine inertia was the indication in 13 patients althewgh the uterine contrac:
tions were classified as weak or irregular in 80 (426 per cent) of the group
(Table 1T}, Tt iz supgested that induction of nbor may hove Deen o factor in
sopee of these cnses,

Complicating conditions, sweh ns the toxemins of pregnaney amd heari disease, may
be seeondary factors in the decision to perform Diihrssen's incisions, In 13 paticnts
in thiz series toxemin of pregnaney woe present owd wns oo undoeubied facter in
hastening the deeision to incise the cerviz; but in no instance was the procedure under-
taken becanse of the texenin alone, Similarly in one patient with cardioe disease,
Dvalirzzen "2 ineisions were done at an earlier time than woulid have been indicated had
it not been hoped to sparve the pationt the strain of an anduly prolonged labor.

The incidence of contracted pelvis is higher (than usual in this series.  Thirty-
ong patients (101 per cent) of the group (Table TIT) showed some degree of
pelvie contraction, In 13 of these patients, eephalopelvie disproportion of mild
degree may well lave been o factor in the prolonged labor.

The infants were in many mstanees Jorger tan wsoanl (Table 110, Althowgh the
average woight was 3410 gm. which @2 not much above average figures; 17
weighed over 4,000 gm., 61 weighed over 2500 gm., and 9 weighed under 2500 gm,

CONIMTIONS

Cf equal imiportance with the indieations for which this procedure may be
performed are the econditions under which it iz justified.  INiihessen’s incisions
should be looked upon us o major obstetrie procedure to be done only in a auit-
able environment by a teained olstetrician, The eerviz must be completely
effaeed although dilatation is ineomplete. An adeguate period of labor without
further corvieal dilatation should have elapzed unles: sudden exigencies demand
the completion of the dolivery. The sitwation should be such that delivery is
indieated and possible except for the condition of the corvix,

AGE AND PARITY

The age of the patients in thiz series varied from 17 to 42 (Table IV}, The
largest #roup wa: between 25 and 29 vears, Approdimately one-thied weee 30
venrs or older.  This s significant when one considers that enly 18 of the group
were multiparas; 888 per eent of the patients were primiparas, In one-third of the
multiparas the condition of the fetus was the determining fastor in the decision
to perform Dithrssen's inctsions while there was an indieation from the standpoint
of the fetns in only 14 of the 144 primipareas.

ONEET AND DURATION OF LABOR

The incidence of induction of Iabor was approximately twice that recorded
for all the patients delivered during (he same period of time (Table V). Ap-
proximately one ont of every 3 potients opon whom Diihrssen’s ineisions were
done had either o medieal or mechanical induetion of labor. Labor was induecd
medically in 4.8 per cent of the group and mechanically in 4.5 per cent.

Tarte ¥V A, Oxser or Lason

N, [XDTCED MEDICAL MECTIANICAL
Total series 15,520 1572—100g;  1,241— 7.04% Jal—2 0
Thihrssen ‘= 162 Al—1034% 4—14.5% T—4.3e

Tarte ¥V B, Durariox oF Lapor, AVERAGE 27.8 He.

TOTAL MO,  UNDER 25 HE, 2550 R, OVER 30 TR,
Primiparas 144 18—12.5%; I —Fih_ 1k 25—17.40%
Afultiparas 1% 11—61.15% T—aB.Beg
OVER 93 1R
Triilarssen fs 162 155—52, 760

Totnl series 15,520 $BE— .05
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FOLLOAW-UT" STURIES

Intormation was available concerning the post-parium condition of the cervix
in 100 of the 162 epses (Table X1, The cervig was well healed in 41.4 per cent
of the total group. [t was poerly healed fn 7.4 per cent and deep sears were,
present in 124 per cent.

Three of the patients returned o the elinie beenuge they wers unable to bo-
ecome pregnanl againe  No reeond of subsequent abortions was obtained.  There
have leen 19 pregnancies concerning which we have konowledge in this group of
patientis.  There have been 16 deliveries in the hospital among these patients
{able XTI} The svernge interval between the performanee of the Dilirssen’s
ineigtons nud the sccond delivery wns 239 months, The avernge duration of

Tanne X1, Fonnow-Up Sromes

N, FEE CENT

CONDTION UF CERVIX:

Well healed i 41.4

Poorly healed 12 Tl

Doep sears 21 120

No record 2 583
SURSEQUENT HISTORY :

Sterile 3 Abortions 0 Pregnancies 19

N, COMPLICATIONS _FF.TAL DI‘.ATHS__

SUBSEQUENT DELIVERIES:

MNatural 0

Law foreeps 2

Mid{oreeps 3 Prolapsed cord 1

Breeel extraetion 1 Prolapsed comd

Didlere=en 'z 1

Averge durmtion of 1.:||H|nr1 1ih honrs
Avernge interval between labors, 28.9 months

Iahor was ten hours,  One patient delivered twiee, the first delivery being com-
plicated by prolapse of the cord and resolting in o stillbirtl, This was the enly
Fetal mortality in the group. Nine patients delivered nntorally, there wers 1 broech
extragtion and 5 foreeps deliverics,  To one instapee o sceond Dhibrssen's incision
wis performed, These 2 deliveries were twenty-zix months apart. The firat labor
lmsted 495 hours with sdequate uterine contraetions and o breeeh presentation,
The infant was stillborn following brecel extruction subsequent te 3 incisions
in o ocervix 8 em. dilated.  The second labor was complicated by an oecipilo-
posterior position with poor wterine comtractions. It was terminated when the
cervix was 7 em, diluied after 255 hours of labor by 3 Diihrssen s incisions and
midforeeps extraction because of the development of irregular fetal henrt tones
The patient and her infant left the hospital in good condition.

BUMMARY AND COMNCLIZIONS

This review of 162 instaneces in whieh Dilhrssen’s ineisions of the
corvix preceded delivery shows that the proeedure is not without danger,
It should be eopsidered az a major obstetrie operation indicated only
in earefully considered civeumstances where termination of labor be-
eomes imperative in the interests of cither mother or infant. Tt should
not be postponed, however, until the condition of the patient and her
baby inereases the danger associated with its performance, Diihrssen’s
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ineigions were nob to be considered at the onset of labor as 2 method of
facilitating the delivery., The following statements concerning their
employment seem justified :

1. Diihrsszen’s incisions are indicated in a limited group in instances
where the eervix is effaeed but ineompletely dilated.

2. In most instanees indications for their use arvise in the presence of
prolonged labor with failure of cervieal dilatation and the developrment
of maternal exhaustion and uterine inertia,

3. The unrotated or incompletely rotated ocecipitoposterior position
is a factor in the produetion of conditions indieating Diihessen’s in-
cisions,

4. Diihirssen's ineisions are indieated twiee as frequently following
induction of labor as they are subsequent to the natuval onset of labor.
Induction of labor in the presenee of a firm, long, undilated eervix is
often. dangerous from thiz standpeint.

5. The danger of hemorrhage subsequent to ineision of the eervix is
inereased where difficult operative delivery is necessarv. It is alwavs
a real danger as shown by a 16 per eent incidenee of hemorrhage over
00 e

6. Three cervieal ineisions are assoeiated with less danger of extension
or cervieal laceration than where one or two ineisions are made,

7. The morbidity of 27.2 per cent assoeiated with patients in this
group is high. Infection should not be ignored cven thoush there were
no maternal deaths in this series.

8. The fetal mortality of 13,0 per eent is high but the review sugmests
thal some fetal lives have been saved.

9. Subsequent obstetrie difficulty is not demonstrably inecreased hy
the performanee of Dhihrssen’s ineisions.
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DIRCURRION

DR, LAWRENCE M. BANDALL, BocHESTEE, MINNESOTA-—Some vears age 1
wrole o paper on this sobject catitled, ©f Hysterostomatomy,’’ which according to
the medieal dietionary is the correct term for Dibirssen®s incisions, The latter term
hus, however, been assoeinted with this olstetric procedure for so long o time that
itg wse shoull probably be continued. Our iscidence for the use of this procedure
15 im the neighborhood of 1 per cent,

There are one or fwo peints in regard to this procedure that T think should D
emphasized, Tn the first place T am sure we shonld give these potients o sofficient
test of labor te prove definitely that the cerviz i3 not goine to dilate, It moust
also be emphasized that unless complete effncement of the cervix exists that
Diihrssen’s ineisions shoulid not be done, The renson for this is obvious, for if
the eervix is not completely effneed the danger of hemorrhage aml extensive lueera-
tions iz greatly ineressed. The presenting part should Le definitely engaged and
there should not be any great dispropertion in size between the presenting pari. amd
the pelvis. Thr. Huber has said that he prefers to do three ineisions in all enses,
We have varied from this procedure. Not infrequently it will be Toumd that the
posterior portion of the cervix is very long. Tu theso cases an incision of thisz long
pesterior lip from the os to the fornix may sufliciently enlarge the es to permit of
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delivery of the presenting part through the cervixz. After making this posterier
ineision, if it becomes apparent that the eerviz is not sefficiently dilated, then the
anterior incisions may be made. Tt secems logieal after this procedure hns leen
performed to procesd immediately with delivery rather than to wail for the
natural expulsive efforts.

DR. TLOUIS RUDOLPH, Cricace, Tun—Cervienl dystocin i3 n misnomor, and
has no place in obstetries. It is vsed in such a manner that the cerviz would appear
to be separated anatomically and physiologieally from the rest of the oteras,  The
cervien]l changes are actunlly indices of the changes of the wierus as a whole, or,
in other words the cervienl changes tell us what Is taking place in the lower
wterine segment and the corpus,

Now, cervical dyatocia, ns the term is weed, means either functional or mechanical
dystocin (eervical stenosis}.  The mechanieal dyvstosia is o rare eomplicstion during
labor, Tn profonged labor, we nrve, however, frequently confronted with o funetionnd
dyatocia in which we have a pathologie physiology of the nterus as o whele,  When
o functional ecrvical dystecin complicates a labor, we can state that spontaneons
rupture of the uterus will net oecur, anless pressure neerosis takes place,

Diihrssen’s inecisions and operative delivery are seriows operative procedures, and
franght with serions potential possibilities which is agrecd to by Dr, Huher, Tle
reports o fetal mortality of 13 per cont pnd no maternal mortality,

At the Cook County Hospital, we are conducting an investigntion of prolonged
labor with the requirement of eomplete eorvical dilatation before undertaking opera.
tive delivery. Our fetal mortality is & per cont and there has been me maternal
martality.

The question arises, is it worth while to jeepardize the prrturient by Diilhrssen s
incisions plus operative delivery? Tt ean be veadily appreciated that {he untreined
geeoucheur may inerease the fotal and maternal mortality by this method of delivery.
I it pives o fetal mortality of 13 per cont in the hands of tho expert aecowchenr,
i5 it justifinbkle to jeopardize the partoricemt?

T believe that awaiting the second stage of labor Lefore imstitwling operative
delivery ia still the safest procedurs for the trained obstotrician, as it 18 for the
weneral proctitioner. T Tor, Wuber had awnited the seeond stage of Iabor and then
performed aperative delivery, T believe las felal mortality would sob lave besn any
higher, and the risk fo the parturionts less

A vory common eomplieation of prolonged labor is constriction ring Jdvatocia,
which should be recofmized before making the cervieal incisions by o proper intro-
utering examination. Tn the presence of & eonstriction ring then the Dithrsson
technigqee 2 eontraindicated.  Tn many cases following Diilirasen’s teehniguee, we
find that we have a diffieslt foreeps deliviry and frequently find the parlurient
poing into shock during or after the delivery of the child, When a dificolt foreeps
operution in an apparently normal cephalopelvie relation is Tollowed by shock,
we ean assume that o constrietion ring was prosent.

DR, J. L. BUBIS, CLeveLaxn, O.—If the cervix las beoen taken up, but fhere
is @ tight external es dilated only to 2 or 3 eme in dismeter, you may ba able
to wait for twenty-four or even Torty-cight howrs, but i then the eorviz will not
dilate any more, it may be important to terminate Iabor. 1T we can apply foreeps
first and then do rhe Diihrssen’s incision, it makes the procedore less harardons
wnd diffieult.  The foreeps are in place and vow can go abead with deliveey. Tt
is not very oftem that vou can pull e cerviz down as Dr, Huber has shown amd
make 1he Dilhragen®s ineisiona pecording to that technigue.

DR. GEORGE F. PENDLETON, Kaxsas Oy, Mo—I disagree with D, Radolph,
Of the two types of eazes that might need some sort of manual dilatation or eatting
of the cervix, the first would be the renl Bandl's ring. In these cases, I womTid
eertainly advecnte cesarean gection i it b2 possible, But in seme enses pn ineision
is mecessary,  The second indieation is in placentn previe or abroptio placentae,

Of eourse, if the head of the baly is o perfeet homisphere presentation, dilatation
of the cervis and effacement shonld he exactly aymmetrical. TL there i3 an ovoid
presentation, effacement ia difficult, and one side is thinner than the other long
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bofore the start of labor. The result is that veu get tears of the cervix, not
anteropesteriorly, hmt laternlly. This i3 because an oveld presentation always
dilates the cerviz more on one side than the other, and the weakest spot is the one
to Eear.

T do not like three incisions. [t seemns to e it b5 wiser to cut the very thin
apots—n little hit of the thin spot om each side. You will get a much hetter
eervin afterwards, You may lave to ent o little Tarther up, but you will have two
cuts instead of three

DR. HUBER (closing)}.—We have not felt that DMihrssen’s inecisions should in
any way compete with eesnrenn section, and {lnt Dilhrszen’s incisions should be
reservied for these patients who during the course of labor hove ununticipated dif-
ficulty. We have folt that we lave heon conservative in choosing Diihrssen’s inei-
sipns for the patients in thizs group.  We believe that by doing Dithrssen’s incigions
some infants have been saved that swoold otherwise have bheen lost,  We must
anticipate a considorably higher fetal moriality in =weh o group than we would
have in ol eascs en the service,

We have very little trouble in obtaining adeguate exposure of the cervix, woid
these ineisions ean uwsually be performed under direet viswalization, T helieve
that less difficalty will be encountered if the incisions are made before 1he forecps
are applied, ns the presence of the forecps inside the eervix docs interfera with
adequate exposure.





