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pressure was applied over the shoulder in an effort to push the arm
forward within reach. When hope had almost been given up, the
shoulder flopped forward with a snap, and then the arm was drawn
down with difficulty. The head was then delivered by suprapubic
pressure and a very gently applied Mauriceau-Smellie-Veit grip.
The baby, though badly shocked, revived after a few minutes follow-
ing the administration of lobeline and O/CO. mixture. Subsequent
.x-ray examination of the chtild's shoulder showed a fracture about
the middle of the clavicle, which fortunately united satisfactorily.

Questioning the patient afterwards revealed that since the birth of
her last child some ten years previously a simple colporrhaphy had
been performed for prolapse, and when this failed to cure the condi-
tion a Fothergill operation with radical amputation of the cervix had
then been done. Unfortunately, and for obvious reasons, this history
was not obtained before delivery. Examination on the tenth day
showed almost complete absence of the vaginal portion of the cervix,
it being replaced,by a small hole on the anterior wall of a rather
narrow vault.

I hope that thi-s will serve to show how easily one can be
caught out by this unpleasant complication and to warn against
too hasty amputation of the cervix in women of childbearing
age.-I am, etc.

Acharacle, Argyll. ROBERT S. C. FERGUSSON.

Cervical Stenosis after Forceps Delivery
SI,R-Mr. Walter Calvert's memorandum on dystocia after

amputation of the cervix (Jan. 8, p. 58) interested me because
I have recently dealt with a similar case following previous
forceps delivery.
The patient was aged 41 and had had three labours, the

last of which ended in forceps extraction six years previously. Each
of the babies weighed between seven and eight pounds. When seen
by me in April, 1948, the patient was twenty weeks pregnant, and
routine examination disclosed gross scarring of the upper vagina,
the cervix being unrecognizable. There had been threats of abortion
at the 12th and 15th weeks. It was hoped that this scar tissue
would relax at labour, but she was booked to have her confinement
in King Edward VII Hospital, Windsor, the possibility of delivery by
caesarean section having been considered. Spontaneous labour
started at term on Sept. 3, and when I was called I found her to
be bearing down strongly and what at first appeared to be the foetal
head distending the perineum. On closer examination this was found
to be the thinned lower uterine segment covering the head, and no
os was visibleo or palp4ble.
Lower-segment caesarean section was at once performed and a

living child extracted. Again no suggestion of a cervical canal
could be identified from above, but since she had menstruated, con-
ceived, and had had two threats of abortion during the pregnancy
it was decided to wait and see whether lochia could be passed. On
Sept. 7, three and a half days after operation, the patient had
passed no lochia at all, and the centre of the lower uterine segment
was therefore incised and a catheter stitched in. About 2 oz. (57 ml.)
of thin, non-offensive, blood-stained fluid issued from the uterus.
On Oct. 25 the patient attended the post-natal clinic. There was
slight blood-stained discharge from the uterus, the latter being of
normal size, and per speculum a very small aperture was seen at
the upper end of the vagina.

It would appear that the previous forceps delivery had resulted
in severe laceration, if not avulsion of the cervix, with resultant
stenosis.
-I am, etc.,

Windsor, Berks. F. H. FINLAISON.
Neonatal Asphyxia

SIR,-Dr. W. N. Leak (Dec. 18, 1948, p. 1079) remarks, " I
would only add that experience with caesarean babies is not
quite applicable to normal births. For some reason caesarean
babies are much more liable than others to die rather quickly
and inexplicably."
My experience in general practice has also been that babies

born from caesarean section do not breathe as spontaneously
or as quickly as those delivered through the birth canal, and,
furthermore, I believe that caesarean sections performed on
patients in labour produc'e better-breathing infants than those
cajes where the operation is performed before labour has set
in. These phenomena can be satisfactorily explained if we
accept the actuality of foetal respiratory movements. Evidence
to this effect has come from three sources: clinical observation,
the presence of the contents of amniotic fluid in the lungs of
infants at necropsy, and the presence of amniotic fluid itself
in foetal lungs as demonstrated by the injection of contrast
materials into the amniotic sac.'

An experiment performed by myself last year confirmed Davis
and Potter's observations. The possibility that anaesthesia and/
or operative interference may account for the presence of con-
trast material in the lungs was completely eliminated in my
experiment by the demonstration of its presence in the lungs of
the intact foetus before hysterotorny. If, therefore, we accept
the aspiration of amniotic contents by the foetus as a fact, we
may account for the above phenomena of the caesarean'baby.
Two theories, a chemical and a mechanical one, suggest them-
selves to the writer. During the normal process of labour the
placental circulation is disturbed, with a resultant condition of
asphyxia, which sensitizes the foetal respiratory centre and pre-
pares it for the onset of extrauterine respiration. Secondly,
the process of labour, by squeezing the liquor amnii out of the
foetal lung, prepares it for the extrauterine substitution of air
for fluid.
The caesarean baby is denied both these beneficial effects of

normal labour. Its lungs at delivery are still full, or partially
full, of fluid, and its respiratory centre has not been sensitized;
very often this infant is truly "drowned," and unless adequate
measures are promptly taken it will succumb--hence the
comparatively high death rate and incidence of respiration
pneumonia in infants delivered by caesarean section.
The lesson then is that in all caesarean sections it should be

a routine procedure to do intratracheal catheterization as soon
as the infant is delivered.-I am, etc.,

Benoti, South Africa. E. JOOSTE.
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Classical Caesarean Section
SIR,-I would like to confirm the opinion expressed by

Mr. Percy Malpas (Jan. 22, p. 156) that the lower-segment
operation cannot always replace the classical operation.

Recently I had two similar cases, when the classical operation was
a blessing and not an abomination. Both were elderly primigravidae,
and each had a fibroid (the size of a foetal head) in the anterior wall
of the lower segment. To do a lower-segment operation in these
cases would have necessitated cutting through the fibroid. Such a
procedure would undoubtedly have increased the risk of operative
haemorrhage, post-partum infection, pulmonary embolus, etc. I was
very glad to be able to turn around and do a classical section with
no difficulty and much less risk.
-I am, etc.,

Sheffield. TIM BOLAND.
Death at Birth

SiR,-The annotation entitled " Death at Birth" (Jan. 8, p. 64)
stresses the need for more accurate information and certifica-
tion of the causes of neonatal death. It seems important to
draw attention to the fact that practitioners are often discour-
aged from the scientific approach to the problem and use of
terminology taught them as students because of the legal
problems involved.

In the terminology of the Medical Research Council's classifi-
cation of disease,' two of the most frequent causes of neonatal
death are (751) intracranial injury at birth, and (753) asphyxia
during or after birth, yet if either of these is stated on a death
certificate it is refused by the local registrar of deaths and an
inquest frequently ordered by the coroner. In my experience
several scientifically minded practitioners and resident medical
officers have performed post mortems on infants born under
normal conditions in maternity homes, and, on certifying the
cause of death as intracranial haemorrhage due to tentorial tear
or other type of trauma, have found themselves in the coroner's
court. They can hardly be blamed if on future occasions, in
order to save parents further distress or themselves frequent
attendance in the court, they retreat willingly to the vague but
safer use of the terms " atelectasis " or "prematurity."

In this country many large teaching maternity departments
can produce annual statistics compiled by their obstetric and
paediatric registrars in which an attempt is made to state an
accurate diagnosis. There is often a marked discrepancy
between these statistics for neonatal deaths and those given in
the annual reports of the medical officer of health for the
particular area involved, particularly as regards the use of the
term " prematurity " as a primary cause of death.
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