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normal propor-tions and in normal- position. The difficulty
of diagnosing anencephaly and congenital goitre has already
been referred to.

CASES OF INCOMPLETE DILATATION OF THE CERVIX.
In discussing occipito-posterior positioins I referred to

the slow dilatation of .the cervix in such cases. In my
series of 68 cases of contracted pelvis in which forceps
had been unsuccessfully applied, the cervix was still incom-
pletely dilated in 33 of the cases when the patient was
admitted to hospital. In two of this group the dilatation
was of such sliglht degree that it wma difficult to imagine
how forceps could ever have, been applied to the foetal
head. In all these cases there was a definite cause for the
delayed labour and the slow dilatation of the cervix, but
in 151 of all the cases reviewed by Dr. Miller there was no
evidence of any abnormalitv; yet forceps had been applied
before the cervix was fully dilated. In the 34 cases which
I contributed to this group one mother died from rupture
of the uterus, five had a morbid puerperium, but the
remainder had an uneventful recovery. There are prob-
ably maily of these women wlho will still require treatment
in gynlaecological wards, because traction through an
undilated cervix causes not only tearing of thle cervix, but
also forced descent of the cervix with subsequent uter ine
prolapse. However, it is whein we consider the results to
the child that the picture is blackest. Of the 34 children
15 were stillborn, and several of the survivors showed
extensive bruising at birtlh.

I think we must agree that the application of forceps
before complete dilatation of the cervix is a most dangerous
procedure; yet we see how often it appears to have been
practised. Efficient ante-natal care should identify the
cases where labour is likely to be protracted and dilatation
slow, but it is only effective teachinig which can prevent
the too early application of forceps in normal cases. From
my experience as a teaclher I know tllat on questioning
stude'nts tllere is hardly one who does not remember to
state that tlho cervix must be fully dilated before forceps
are applied.
The point on which I think teachers and textbooks do

not lay sufficient emplhasis is that manual dilatation of the
cervix is seldom justified, and, even when it is attempted,
is very often incomplete. I lhave even been informed by
a young graduate, negotiating for the admission of his
" failed forceps " case to hospital, that he had first
used gentle traction with the forceps to secure dilatation
of the cervix. The patient eventually delivered herself
spontaneously.

CONCLUSION.
In estimating how far tlhe cases of " failed forceps"

could have been prevented by efficient ante-natal care,
I have tried to show that almost all of the real abnor-
mualities could have been idenitified during the course of
pregnancy, and particulairly in the last month. There is
only a very small group of foetal abnormalities of the
developmental type which cannot be detected before the
onset of labour. Ante-natal supervision, however, cannot
prevent the too early application of forceps in normal
cases.
When abnormalities have been detected they may either

be corrected before the onset of labour, as in occipito-
posterior, breech, and transverse presentations, or sent to
a hospital or similar institutioni where appropriate treat-
ment can be carried out in the most favourable circum-
stances at the correct stage in labour.

It may be asked whether the ante-natal supervision to
wllich I have referred can be efficiently carried out by the
fE.mily physician. In maiiy cases it can, but theere must
always be a considerable proportion of cases in which
accurate diagnosis of pelvic disproportion or abnormal
presentation is difficult, even for the hospital physician
witlh special traininig. He may require the hielp of x rays
to establishi his diagnosis. It would appear, therefore,
thab an efficient obstetric service would requlire well-
equipped consultative .ante-natal centres to which the
cases presenting difficulties to the family physicianl canl be
referred. ~Again, work of this kind is far too responsible
and difficult for midwives, and I believe thlat a midwife

should not be authorized to undertake the care of any
pregnant woman without provision being mado for. the
patient to be examined carefully by a medical practitioner
before labour is due.
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IN tlhe last few years more and more attention has been
focused upon maternity practice; meetings of various bodies
outside the profession have discussed the subject, often with
great ignorance of the facts, and necessarily, from the
composition of these meetiings, the blame for tlie present
high mortality in childbirth has been thrown upon tLo
members of our profession.
In the great majority of instances these charges are an

inljustice, anid a slight knowledge of the facts would prevent
them froni being nmade; but in some directions obstetric
practice leaves much to be desired, and it behoves us, as a
pyofession, to take stock of our methods and see if it is not
possiblo to raise the standard. It is for this reason1 only
that we have -brought forward this subject for discussiol
before a meetilig comnposed largely of general practitioners.
We have stated our views as members of the staffs of
maternity hospitals, and we hope that general priactitioneis
will fullv state their views, and that the discussion wiil
bear fruit. In similar discussions in the past it has ofteni
been stated that the consultant speaks only from his expe-
rience of hospital work, and -compares his own results in
ideal circumstances with those of men who have to conduct
their cases in circumstances far from ideal. The fact is
overlooked that few consultinig obstetricians reach the staff
of their hospital without an extensive experience of mater-
nity work in the very poor quarters of their cities, and
therefore are fully alive to all these disadvantages. One
advantage, and one only, had we 'over the general practi-
tioner-we were doing obstetrical work only, and had no
anxiety about other cases being neglected when we were
engaged for a long period over one maternity case. If this
is a factor in bad midwifery, and I feel sure it is one of tImo
most important, it is better to face the facts and see if
a, remedy canniiot be found.
The aspect of maternity work we are considering to-day

is one of the greatest blots on our obstetrical escutcheon1.
The figures giveni by Dr. Miller occurred in tIme practice of
three large maternity hospitals, but these hospitals were
chosen at random, and there is no doubt that equally
co,nvincing figures could be produced from. every other
maternity lhospital in the country. The facts are there- andc
are incontrovertible. Dr. Miller has shown the types of
cases which result in forceps failure, and has analysed thle
causes anid discussed the diagnosis and treatmelit. He has
also detailed the appalling results to mother. alnd child,
results which could have been avoided with a little more
care and knowledge.
One of the most strikinig figures in this series is the laige

number of craniotomies performed. In the last twenty
years the number of Caesareani sections performied in e-cli
obstetrical unit has enormously increased, and the first
thought on seeing these figures is that many of these
children could have been saved by this operation. In con-
sidering this alternative treatment we must remember in
the first place that the majority of the children were dead
or badly damaged when the patient was adm1itted to
hospital, but a small number were alive and were
deliberately sacrificed to save the mother.
Caesarean section perfornmed upon a " clean patient

is n1ow a safe operation with a very low rmortality, but
Caesarean section performed upon a patient after attempts

* Read in a discussion in the Section of Obstetrics and Gynaecolozgy of
the Annual Meeting of the British Medical Association, Cardiff, 1928.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.3526.188 on 4 A
ugust 1928. D

ow
nloaded from

 

http://www.bmj.com/


UNSUCCESSFUL- FORCEPS GASES. r Txz D nxn 189L MmDiUAJ6 JOvMWAZ-

at forceps delivery is a very different matter, and is
followed by a dreadfully high maternal mortality, Eardley
Holland' in 1921, in a collection of 3,374 cases from the
large maternity hospitals of -the British Isles,- showed that
the mortality in cases in which the operation was per-
formed before the onset of labour was only 1.6 per cent.,
W-hereas in the cases in which it was performed after
attempts at forceps delivery it had risen to 26 per cent.
MeWith the introduction of Caesarean section through the
lower uterine segmenit and delivery of the placenta and
cord through the cervix and vagina after closure of the
utelrine incision, as suggested by Munro Kerr, there is
probably less risk of infection, and he has published a
nulmber of such ca.ses safely delivered. It is too early to
write dogmatically upon this, but this method does seem to
give much greater safety from infection in " suspectb"
cases, and there is a growing appreciatioln of its value.
Another factor which renders these cases more liable to

sepsis is that many of the women are admitted with
lacerations of the cervix and vagina produced by attempts
to deliver them with forceps; in many others the patient
is so shocked by the previous manipulation that an abdo-
minal section is quite out of the question.

In the majority of cases admitted after attempted
delivery Caesarean section is out of the question, owing
to death of or damage to the foetus, definite infection of
the mother, shock, or severe lacerations of the cervix or

vagina; and in the small remaining group of suspect cases
where none of these definite contraindications appear there
is a justifiable difference of opinion. Some operators, and
a growilng number, will operate through a lower uterine
incisio6n with delivery of placenta and membranes by the
vagina, whilst others conisider the risk of sepsis too great
even by this method.
When the dangers of Caesarean section were overcome

and the operation leaped into popularity it was expected
that the number of craniotomies would reach a vanishing
point, but this is far from being the case. In 1906 in
St. Mary's Hospital, Manchester, the number of Caesarean
sections was only four, whilst there were fifteen cranio-
tomies; in 1925 the number of Caesarean sections had
jumped to 132, but the craniotomies, instead of diminish-
ing, had increased to thirty. Craniotomy, nowadays, is
seldom performed except upon cases sent in after inter-
vention, and these figures are a strong indictment upon
one class of obstetrical practice.
Pubiotomy is another operation which may be employed

in this type of case, and a few operators do employ it,
but it has many disadvantages and has never become
popular. The only type of case in which it is useful is
one in which the pelvis has a degree of contraction which
just prevents extraction of the head, but which will just
allow the head to pass after it has been widened by the
comparatively small amount obtained by the operation.
If this amount is miscalculated there is great danger of
severe laceration of the soft tissues.

Dr. Henidry has pointed out how most of these cases
could have been avoided bv detailed ante-natal care.
What we have niow to consider are the main causes

idderlying this state of affairs and the best method of
removing these causes. There is little doubt that apathy
is the main reason-the general failure of both the pro-
fession and the laity to realize the risks of labour and that
special knowledge is necessary for the skilfuil treatment
of abnormal cases-and the crowding of obstetrical teach-
ing into any part of the curriculuim not already occupied
by medicine and surgery. These faults are due as much
to the apathy and ignorance of the lay public as to that of
our profession, and it behoves us, in seeking a remedy,
to stress the importance of the educationi of the laity.

In the minds of the laity labouir is a natural function-
if it ends successfully it is no credit to the doctor or the
nur-se; if anything goes wrong then the attendants must
be to blame. A practical outcome of this is the very small
remuneration paid for attendance upon a maternity case.
A doctor may attend a case for twenty-four or forty-eight
hours, may be up onie or two whole niglhts, may completely
dislocate the wlhole work of his practice for some days,
duiring which time he is worn out with anxiety for this

patient and the others he is neglecting, and yet when all
is gver he receives in remneration less than he would
for removing tonsils or any minor operation, and in credit
very -little beyond what is due to his pleasant and sympa-
thetic manner, as he has only been observing a normal
function.

If anything abnormal arises he is expected to recoginize
it and treat it; the fact that he is a qualified medical man

makes him, in the opinion of most of the laity, an expert
obstetrician capable of -tackling any obstetrical problem.
If, in his modesty, he recognizes that the abnormality
requires someone more experienced than himself, he feels
this means a loss of prestige in the eyes of the patient
and her friends and that he will be blamed for the extra
expense incurred.
Until the general public realizes the responsibility

entailed by every mnaternity case, no matter how straight-
forward, and the anxiety, dislocation of work, anid brokeni
rest which many cases involve, and until the general public
realizes the skill and patience necessary for the conduct
of the sim-plest labour-increased a hundredfold in cases of
delay and difficulty-and is prepared to pay fees coiimmen-
surate with the time and anxiety ilnvolved, so long will the
temptation remain to hasten delivery by every available
means.
This subject of fees applies to the nursing as well as

to the medical profession, and it is most noticeable at
examinations of the Central Midwives Board to find that
all the better class of candidates are taking this diploma
merely to help them to secure senior appoinitments and with
no intention of practising midwifery.
The fault, lowever, does not lie entirely witlh the lay

public; we as a profession must take a considerable share
of the blame for the state of affairs which can allow such
a series of cases -to be brought forward. In the past mid-
wifery has niot been taken sufficiently seriously. Until 1888
it was not compulsory for a student to attend any cases of
labour before qualifying, and even now it is necessary for
him to spend only one month in a maternity hospital,
whereas he must spend six months dressing in a surgical
ward. After that date he had to be signed up for twelve
and later for twenty cases, but it was possible to attend
these without seeing any abnormality, and so he entered

practice without any realization, other than theory, of the
serious difficulties to be encountered, and, never having
seen obstetrical operations performed, could not realize that
a trained obstetrician would perfor-m these operations more

skilfully anid with much less risk to mother and child than
he could do in his own bungling way.
When we remember the haste with which we completed

our twenty cases, the surroundings in which many had to
reside while attending these, the fact that many students
never saw a member of the honorary staff of the hospital,
or even an abnormality treated by a resident, can we

wonder that midwifery was looked upon as a bore and
every case of labour as a nuisance which must be
terminated as quickly as possible, and especially that the
student should soon consider himself, as did his neigh-
boutrs, as capable of colnducting a complicated case as any
specialist? The month's residence in hospital which is now
compulsory has improved this, and it must be impossible
for any student to spend this time in hospital without
seeing a considerable niumber of complications treated by
the members of the medical staff; but this time slhould be
extended.

It is the proud boast of many men in practice that they
have attended a certain number of thousands of labouir
cases and carried out all obstetrical operations, atld there-
fore know as mnich as, or more than, any youing coni-

sultant, though they overlook the fact that the consuiltant
will probably have more experience of difficult cases con-

centrated into one year of hospital life than the practi-
tioner canl acquire in- a lifetime, anld, moreover, learns to
perform these operations under men already skilled in
performing them.

It is- a great pity that there is this feelinlg of antagonism
to young consulting obstetricians; it does not apply to
young surgeons or physicianis or even to young .gynaeco-
logists, and it would be all to the advantage of a young
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practitioner if he would call to his aid in midwifery diffi-
culties a highly trained specialist who would show him how
best to deal with the problem.
The fact that the young graduate is not a specialist in

obstetrics and has not had experience in perfor-ming all
obstetrical operations is often laid as a charge against the
competence of his obstetric teachers. In the past there
was perhaps some truth in this, though the chief fault lay
in the regulations which allowed the student to attend a
certain number of cases without being in a maternity
hospital and without coming in contact with the teachers;
but that is altered now, and during the month's residence
there is every opportunity to hold classes, and although the
irregularity of the admission of abnormal cases makes it
impossible for the senior members of the staff to demon-
strate the operative treatment in all cases, they can hold
classes on the most important clinical subjects.
There has been a great revival in clinical teaching in the

last few years, and every large teaching maternity hospital
endeavours to make the best use of its opportunities, and
in the moutlh at their disposal give each series of students
a sounid clinical foundation for their future work; but it
must be emphasized that there are limits beyond which
they cannot go, and even with more time at their disposal
it is impossible to make every student a specialist, if for
no other reason. than that the number of abnormal cases
admitted even to the largest maternity hospital would not
provide sufficient material. If a graduate wishes to have
special experience in operative obstetrical work he must be
prepared to spend some time as a house-surgeon in a
maternity hospital.
In teaclling clinical obstetrics special emphasis must be

laid upon certain sections of the work, and if this is done
the graduate of the future will be turned out capable of
taking charge of normal cases, of recognizing abnormalities,
and of treating the minor ones, and with a sound clinical
foundation upon which to build with future experience.
The following four points are of importance and require
special emphasis.

1. Ante-natal Work.
More and more emphasis is now laid upon the importanoe

of the constant supervisioni of the pregnant woman. If this
is universally done the great majoirity of the cases of
eclampsia will be eliminated, defects in the measurement
of the pelvis will be detected and appropriate treatmiienit
undertaken, and defects in the position of the child recog-
nized and rectified. If this had been universally carr ied
out in these thr-ee-cities one large group of cases-tlhe con-
tracted pelvisv-would have been -eliminated from ouir tables,
and these women saved much mutilation and lhave
acquired living children.

It is almost unbelievable how little attention is given to
this in some quarters. One of the chief reasons is the
modern tendency of women of the working class to engage
a -midwife, who calls in a doctor only in cases of difficulty.
This is the wrong way round; every pregnant woman
should be under the care of a qualified medical practitioner,
and if no- abnormality is found the actual labour could be
attended by a midwife. Even with this defect it is difficult
to imagine the mentality of -a man who applied forceps to
a patient with a history of four previous confinements,
two of which- ended in craniotomy and two in Caesarean
section; and yet such a case occurs in the list from my
hospital.
Even the health authorities in many centres hardly realize

the special training required for the work, and appoint to
the charge of their ante-natal clinics young newly qualified
practitioners without previous experience in this work,
and with little or- no chance of acquiring it in the future
as they will not see any of these cases in labour and so learn
from their own mistakes.

2. Antisepsis.
It is impossible to o}verstress the importance of this, and

it is impossible to shut one's eyes to the fact thlat with
many practitioners this is of a most sketchy variety.
I cannot help thinking that the almost universal use of
coal-tar dlerivativels has had a bad effect. Us2ed in sufficient

strength to be really antiseptic they are hard upon the
hands, and so the tendency is to use them in insufficient
strength.

If thorough antisepsis had been carried out there is no
reason why these unsuccessful forceps cases should show a
higher morbidity than other forceps cases in the hospital,
but the figures quoted by Dr. Miller show these to have a
miiuch higher incidence than those treated primarily at the
hospital.

3. First Stage of Labour.
In a straightforward case this is undoubtedly the most

trying to all concerned. The patient and her friends
naturally desire its curtailment, and use what influence
they can upon the doctor to teriminate it. This, no doubt,
accounts for the large number of cases in our list in which
forceps were applied before the cervix was dilated, tlle
majority of -which delivered, themselves after time had beue
given in hospital for the cervix to dilate. These cases
admitted after forceps failure possessed stout cervices
which would not tear, but for each of these there must
have been- a large number in which delivery was accom-
plished by tearing through the cervix.

It is impossible for any practitioner to resist the impor-
tunities of the patient and her friends unless he has a
good clinical experience of this stage- of labour, and can
assure them that all will be well with a little patience.- The
old method of attending a certain number of cases gave no
experienice in this stage, but it is being emphasized more
and more to-day. In my own opinion-and I think all
teachers will agree with me-a student learlns much more
from attendance upon one case from the earliest part of the
first stage to the completion- of labour than upon a large
number observed only at the end of the second stage.

4. Importance of makintg a Definite Diagnosis before
applying High Forceps.

Forceps applied when the head is on the perineum often
relieves the patient of much sufferiilg, and with many
practitioners this is frequently done with great benefit, but
forceps applied while the head is at the brim should be a
rare operation, much rarer than it was in the past, as
Caesarean section has removed 4 large group which other-
wise would require this operation, and it should be
performed mulch less frequently than it is.
A rule should be made never to apply forceps with the

head at the brim merely because of delay in labour; a
definito diagnosis of the cause of delay should be made,
and if the practitioner cannot make this diagnosis he should
call in the help of one with more experience.

Occipito-posterior positions are very difficult to diag;.ose,
and tllose with the greatest experience will acknowledge
that they frequently fail to make this diagnosis until the
cervix is sufficiently dilated to aIlow a hainid to be passed
through tlhe external os and the ear of the child felt; this
is an infallible method, and if only it had been carried out
before applying forceps this very large group in our series
would have been eliminated. The treatmenit of occipito.
posterior cases is siiiiple, as Dr. Miller has pointed out-
if only thev are recognized, but to apply forceps at
the brim: with the head in that position is to court
disaster.

If only the rule of making a definite diagnosis before
applying forceps at the brim had been carried out practi-
oally all-the cases in our series would have been eliminated,
and many other women, in whom delivery was accomplished,
would have been saved from mutilation. WVith this rule
faithfully observed forceps would not have been applied
before full dilatation of the cervix, while cases with con-
tracted pelves and occipito-posterior positions would have
been recognized and easily treated.
This is a subject which behoves us, as a profession, to

study carefully; it has been brought forward in no spirit
of carping criticism, but in the hope that a free discussion
between so many of us interested in obstetrical work, but
looking at it from many anlgles, will result inl prac:tical
advancement.
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