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Once a Cesarean, Always a Cesarean?

Crarge 1. Morloy, MI, Anr Arbor, Mich,

HE DICTUM, “Onee a ecsarean, always a
coesarean,” was accepted as a sound medical
principle 25 vears ago, whereas today it s not only
questioned but &5 challenged by many** One of the
szcut fears brought about by this tum of events s
at trial of labor after previous cesarean secton
will be overused. In spite of this trend, it must be
realized that the thinking is not wniversal. Harris
states that it is not bevond the realm of possibility
thint the day will come when all women will be de-
livered by cesarean section. Others believe that the
rate of cesarcan scction will increase until anything
but the mast simple aperative vaginal deliveries
will become completely obsolete. With the ad-
vances in surgical technigues, changes in adminis-
tration of anedhesia, and improvement in posts
aperative care, one cannot belp hut speculate about
the care of this type of patient 50 years hence,

Significant progress las been made in cosarenn
seclions since the :1.1.}'! of :mg.'l!hn!uj.:y whien, of kit
has hoen geported,  Acsculapiss was  cdelivesesd
thraaigh the abdomen of his mortal mether by his
father—Cod Apollo—at the funesal pyre. Signilicant
progress has been made since the time when ce-
safean sections were reserved as a procedore to
b performed on the dead rather than on the liv.
imgz. 1t must again be pointed oot that Julius Caesar
was probably delivered vaginally sinoe lettors writ-
ten to his mother document the fact that she was
alive at the time of his hirth, Signiﬁuml PrOgnes
has beew made sinee the Thirtcenth Century when
4 teeree was handed down from the Council of
Colome stating that a weoman's mouth after death
must be kept open during the cosarcan section so
that the child would not suffocate. Historically
speaking. it was not until the Sicteentl Century
that cesirean sections were performed on the living,
however, the maternal mortality following this pro-
ceddure was so high the procedure was quickly
alandaned and forhidden |:|:,- law in many craniries
in Europe.

During the Grst half of the Twenticth Century,
the maternal and Ffetal rrpl)u'l;l'i{:,r wmoeialed witli
eemarcan section dropped  precipitously, and  the
attensling physician became satistiod with the exist-
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Dhering the past several years mioch
altemtion has been focused on the essene
tiality of repeal cesarean sceljon. Cur-
rently, theee are many who believe that
subsequent vaginal deliveries are safe
andl watpsfactory when the indication for
ihe provicus cesarcan sccilon was a tem-
porary condition. The propoments of this
principle gain support from the inercased
incidence af prt'n:la.luri'[j' in maany werics
of repeat elective ecsarcan section, IE,
however, certain criteria are met in estab-
lishing date of operation, this undesira-
I.Fh [.El.u'l' can :Il' .\ntdfa— ]TI a rrn'r.'w I"
215 cases of ropeated cecsarcan section,
the correeted promaturity rate was 047,
“qmnl cesarean  section  is  still  the
treatment of chioice when adequate pro-
frasional coverapge and proper physical
facilities are noi 11wa:|.-|. availalile.

i philosophy of onee a section always o section.
The conservative approach was accepted, since the
incidence of ruptured uteris was thought to be
significant and the resultant consequences were
alarming, It was taught that i the uterus ptured
at the site of a previous cesarean section scar, most
times the fetus would be sacrificed, often times the
uterus would be saerificed, and some times the
mother would be sacrificed.

In the last decade or 30, the philosophy through-
out the country bas clunged in many respects,
What this t!ungu of tradition means when a.pl'ﬂi(‘d
tor the prinviples reganding repeat cesarean section
can probably Best be onswered by discwssing
several questions:

What are we frging to prove? Are we trving to de-
termine what the uterine scar can withstand during
lnbar? Are we trying to prove how fast an emer-
gency cesarcan section cun be cperlormed—a so-
called fire deill? Are we trying 1o determine how
mueh e coronary arteries of the attending physi-
clan can tolerate sinee it has often been stated that
s the uierus contracts, the coronary arterics of the
physician constrict, Mo, this is pot the alm, but we
are trying to determineg what {3 safe and what is
best for the individual patient,

Wi the ixiue? As stated ahove what ic best for
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the mother and offspring under the existing circum-
stances B the first thing being sought. Secondly,
patients with a history of previous cesarean section
have on oocasion been admitted to the labor room
in active and advanced labor at which time the
gquestion whether or not to perform a repeat oo
sarean section has arisen, It has seemed unwise to
emply emorgency procedures at this time o ex-
tract the iofant abdominally becouwse of previeous
teachings. Thirdly, and most importantly, it has
been reported that the prematurity rate inoa large
scries of repeat elective cesarean sections is signifi-
cantly clevated when compared to over-all pre-
maturity statistics. In view of these experiences,
reevaluation of the existing therapeutic methods
seems justified.

1. What is the incidence of roptured uterus, ma-
ternal mertality, and fetal momtality under vanous
situationsr It s summardly estimated that the inc-
dence of uterine rupture through a classical
cesarean sockion scar is approcimately 2 to 4 per
cent. However, 50 per cent of these ruptures ocour
prior to the onset of labor. A rupture of the uterus
through a low segment cesarcan section ser oocurs
in only 0.25% of the cases. This type of rupture
not only cocurs more often when the patient is in
active labor, but is frequently an incomplete type
of rupture, In considering the maternal and fetal
mortality in association with a classical cesarcan
section scar Tupture, it is cstimated that the ma-
ternal loss is approximately 2 to 3 per cent, where-
as the Fetal loss is 50 to T0 per cent, The maternal
mortality asociated with a lower uterine segment
cosarean section scar dehiscence, however, is sig-
nificantly decreased and occurs (n less than 0.1 ol
1 per cent, whereas the fetal mortality under the
same condition s approximately T per cent. These
statistics suggest that vaginal delivery may be con-
stdered under certain circumstances when one ex-
cludes patients that bhave had previous classical
cosarean scctions. The significantly low incidence
of mipture of the uterus through o lower uterine
segment cesarean section scar gives suppart to the
propanents of subsequent vaginal delivery. Con-
versely, however, the maternal mortality in cesar-
ean sections fiself is less than 0.0 of 1 per cent, and
the fetal mortality under the same condition s
0.2%. Theee statisties tend to support the pro-
ponents of repeat cesarcan section. Mo one dis-
putes the fact that vaginal delivery following
previous cesarean scotiom can usually be executed
with & wide margin of safety, but it must be re-
membered that the excellent results from this type
of therapy are attributed to the fact that there have
been no compromises, that speciBc criteria have
been met, snd that the medical coverage for the
patient has been proper.

2 What are e criteria to be considesed? First
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torically documented either '|:|:|.- the patient hersclf
or by information obtained from the previous at-
!‘n‘ldilu{ pfl}-sii‘:iurl. If a low srpnenl SoRarean see-
tion was performed previously, then this eriterion
s met. I the patient has kad a previous eliussical
cesarean section, then irrespective of the primary
Indication, all subsequent pregnancies shoald he
terminated abdominally, Seeondly, vaginal delivery
may be considesed if the first oesarcan section was
for a temporary indication such as placenta previa,
abruptio placentare, or prolapsed wmbilienl cord,
Thircdly, it is desirable that the patient have had
some form of lnbar prlur to ihe Erst oesprean see-
tion, and the cstimated size of the child should be
compearablbe o that of it siblings, Lastly, mamy
people consfder infection or fever following (he
previous cesarean section, tesddeness in the reglon
of the utering scar, and placental implantation in
the scarred aren as contraindications to subsequent
vaginal delivery. It is diffcull to evalunte this cor-
relation.

Collectively, the above eriterin are egualled in
impartanes by the last criterion, which necessitates
the availability of proper facilities and adequate
personnel. It should be mandatory that the attend.
ing physician or other designated personnc] be
present at all times, that a full complement of
nurses be available, that at least 2 units of type-
specific blood be refriperated i the delivery room
area, and that the su:gi:ul team inel ulﬂjnx thie ames.
thesinlogist be on stand-by status througleout the
entive labar and delivery of this patient. If these
criteria cannot be met, then repeat elective cesarean
section should be given serious consideration.

3, What type of medical coverage is available to
ohstetncal patients ﬂu: Unitecd BEabes? 1:|:¢-;.TJI-,-, Tt
would be ﬂui::ﬁe Tor the sttending physician to
be present at all times, irrespective of the time of
day or night and without consideration for the
other professional demands on hds time. Since this
iz not feasible or possible, the medienl coverage
afforded these patients by the house staff must
therefore be considered. A recent report’ listed
3,800 hospitals with pecreditation by the Joint Com-
mittee on Accreditation of Hospitals in the United
States. OF these, omly 4T3 hospitals, or approsimate-
by 13 per cent, listed ohstetrics and gynecology
resiclency programa, with 2,EH residency positions,®
Unfortunately, over 50 per cent of these positions
are available in only 110 of the hospitals with resi-
deney programs. Again, can this eriterion bo prop-
erly met?

My opinion i that the mast serious threat caused
by t elective cesarcan section is the in-
crea incidence of prematurity reported by
others.” " Recently, 215 consecutive cases of e
peat elective cesarean section were reviewed of
the University of Michigan Medical Center. It
must be remembered that & comparative stedy i
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sidered, sinec the primary indication for the crigi-
nal cesarean section may itsell have added to the
maternal mortality and morbidity, the fetal mor-
tality and mocbidity, and the abnormally high
:Indélcnl:\r of prematurity, In the series reviewed,
there was no maternal mortality. Two hundred and
'.'wmt:,' infants wepe delivered of the 215 pu.!i-cnl:
(Tahle 1), Six of them died in the perinatal period,
a 2.7% uncorrected incidence of fetal mortality.'”

Table §.—Folal Mortality in 215 Repeated
Eiective Cesarean Sacbions

Total bo. of isfants ...
Totill oo of legal destds .
Unssrrvated Fatal Meriality
Cauge s Fylsl Marfalty
Kavere rrybhmblesiosls frtalls .
it cutireditel anoeaties
Flasrnis] ke fiens
Arbrrlasls Lo

Carribed Falal Martiity oo

Two of these infants dicd of severe ervtlroblastosic
fetalis. One infant had gross congenital anomalies
which were incompatible with life. One infant died
of prematurity by weight fellowing cesarcan sec-
tion at icrm, probably because of placental insulfi-
gieney, The mother of this infant lad recurrent un-
controlled loxemia of pregnancy which shortly
thereafter proved to be persistent essential hyper-
tension, Two of the § infanis died of atelectagiz in
the immedinte postpartum period, This gives a 0.9%
eorrected incidence of fetal morality in the repeat
elective cesarean section group, which is well with-
in the corrected national averages for all births,
In regard to prematurity in this group of 220
bahies (215 mothers), there were 14 infants de-
livered by repeat cosarean section who weighed
fese than 5 1b., 8 o, 3 6 per cont uncorrected inei-
1‘.‘[(:!101: of i::{'muhlﬂty {Ta'hl-u E:I. This COmpares
Favorably with the T per cent over-all uncogected
incidence of prematurity quoted by Mitchell and
Melsan for all hinhs" IF, howover, one oterecls
these Fgures, the incidence of prematurity in re-
peat elective cesarean section becomes negligi-
ble. OF the 14 premature infants in this stedy, 10
were delivered ﬂbdu.mﬁhu!l}' A5 an emeTREnCy [
codure al @ time anteccdent to the anticipated
time of repeat ocsarean section. In 4 of the pa-
ticnts (6 infants), the membranes ruptured spon-
taneoangly at between 33 and 36 weeks” geitat on,
and active labor cnswed. Since all efforts to stop
laboy [ailed and the threat of utering ruptuse in-
creasedd, the decision to perform emergency surgery
seemed indicated. In 2 patients {1 with twins) the
pregnancy was terminated earlier than desired be-
cause severe crythroblastosis fetalis existed, One
mother developed severe toxemia of pregnancy
which eould not be controlled medically, and 1
mather experienced o repeat abruption of the
placenta sufficiently severe 1o require immediate
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intervention. Two Megro mothers were sectioned
at u history of 40 weeks ion, The birth
weights were 5 Ib, 3 oz and 5 [b., 7 oz, weights
somewhat comparable to the weights of their sib-
lings. Prematurity in the Negro race is often con-
sidered to be 5 1b, or less.

Of the entire group of 14 infants, 2 wire pre-
mature for wo apparent medical reason, One infant
(Megro) weighed 5 Ib., 3 oz. and the other, 5 th,
T oz, and by history they were delivered at 38 and
3 weeks” gestation, respectively. Both wese alive
and well and were discharged from the hospatal
with the mother in 6 te T days, Therefore, the cor-
rected prematurity rate for repeat elective ce-
sarean section in this institution & 04% to 09%,
depending upon the definition scceptd for pre-
maturaty for the various races.

These figures are impressive enough to sugiest
the question, why not repeat cosarean section? I
prematurity i4 the greatest threat to this duestioa,
then every precaution to prevent ifs ocourmence
must be taken. The patients olstetricnl history
must be aecurate whenever ptmi'hlc., and the esti-
mated date of confinement must be carefully calou-
Buteed. The patient chould oot be given o bed reser.
vation far in advance of the anticipated time for
elective cesarean section, but pu-h!r:lrl}- a date for
recvitluation should be given. At that time, the
'hi.il-;'n'y Flwneld u.guin be reviewsd and the estimis
tion of the over-all size of the infant by abdominal
Eﬂpmmn and mensuration should be given un-

ivided attention. HReentgenopraphic  evaluation
showld pever be :t'nl'.dl.ﬂj, sineee much information
regarcing the maturity of the ofspring cam be
gleaned from this examination, The salient features
of the r.lr]:iu"|n3ic .ﬂm:l}r are the over-all size of the
feius, the presence or absence of the distal femoral
cpiphyses, the presence or absence of the proximal
tilial epiphyses, the width of the letal subcutane-
ous fat line, and the degree of cramial density or
calcification. If this type of investigation fails to
suppart your impression of maturity, then the on-
set of labor before performing a repeat cosarean

Tabdg 2.=Prematurity in 215 Repeated Elclivg
Cedarean Sectiond

Tolal pe of Bvlests
Total B of germsiune lofeass
watarrerind Premateity Bty ...
Unavoldabls Caumm of Pramalurity
Prrmuiure oowt of lelaor ...
Hevere ryifhenddastiels fe1alh
Larualiolind toarmis of pregn
Baveer abrupll placeniis
Fhiih welehd grewter Bhan 5 B, asd bes §h
L

Cosrrsctid Framalurity Bals ..,

section can be avaited. One would seldom be con-
fronted with rupture of the wterus during the early
phazes of labor,

The importance of close seruting and ohservation
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of patients on whom primary cesarean seclion is
being considered cannot be overemphasized. Un-
meCesEAry primary cotarcan sections are still done
today in cases in which incomplete evaluation of
the existing problem has occurred, in which inatro-
genie apprebension has ardsen, and in which rela-
tives and patient have influenced medical decisions,
We must continue to guard against these forces,
Avcordingly, in evaluating patients whe have had
& cesarean section previously, each one must be
individualized. If there was a tempomry indication
for the first cosarean section and a low sepment
cesarean section was performed, if the patient has
had a previous labor and the infunt is of normal
size, and if the physician is in constant attendunce
with blood readily available and the nursing per-
sonnel is alerted with the surgical team on stand-by
status, then o trial of labor followed by vaginal
delivery cannot be eriticized. If any one of these
"ifs” cannot be satisBed, then erase the guestion
mark and repeat the cesarean section. There are no
compromizes! Recently, o patient in o nearby com.
munity lost her infant, her uterus, and fnally her
life because her physician had allowed ber an un-
attended trial of labor, although she had had no
previcus labor, had had a classical ccsarean seetion
proviously, and proper faciliies were not nendil}r
available, This patient was compromised!

Conelusion

A comparative study of repeat clective ce-
sarean section and subsequent vaginal delivery
could not be undertaken since these philosophies
do not coexist in our institution. Ideally, if all the
criteria mentioned above could be fulfilled, then
each case could be individualized. Since this cannot
be accomplished today in over 85 per cent of the
hospitals in this country that care for obstetrical
patients; the wimlom, safely, and advisability of
changing the philosophy towand repeat elective
cosarcan section socms questionable. If a coneerted
efort is made to avoid prematurity by an ncouente
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interrogation of the patient, by proper physical
cxamination, and by adequate mentgenologic
evaluation, the one major problem about repeat
cesarean section can almost be eliminated.

In a review of 215 consecutive cases of
cesarean secting, the corrected fetal mortality of
0.9% and the comected prematurity rate of D4%
compared favorably with statistics presented by
preponents of subsequent vagginal delivery fiallow-
ing primary cesarcam section, In addition, sisce
arbitrary limitation of the number of cesarean sec-
tions per patient po longer seems justifed, it i
recommended that repeat elective cesarean see-
tion be considercd the treatment of choice for these
patients.
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