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prevented it. There is little doubt that such treatment would
also avoid the later complications of feeble initial respiration
-i.e., pneumonia, etc.

I may perhaps also recall a case I reported in 1940, a boy
drowned from long immersion who recovered rapidly after
treatment based on the assumption that this basic pattern of
respiratory response to cutaneous stimuli persists, as at birth,
after the response to carbon dioxide has been lost through
poisoning of the respiratory centre. The bearing of this
supposition on the treatment of anaesthetic as well as drowning
casualties is obvious. These are all problems of applied
physiology, and I suggest that it is not to the credit of British
medicine that in this country, where the key was found, they
have been so long and so disastrously ignored by those whose
work the discovery would most benefit.-I am, etc.,

Winsford, Cheshire. W. N. LEAK.

Ruptured Uterus
SIR,-I am in agreement with Mr. C. Scott Russell (Oct. 16,

p. 722) in his condemnation of classical caesarean section. It
is an operation practised all too commonly in this country. 1
would go further and suggest that in abdominal hysterotomy,
with or without sterilization, it is possible to perform a lower-
segment operation but in miniature. The uterus can be incised
transversely above the internal os and the peritoneum of the
utero-vesical pouch used to cover the incision.

Recently I saw a case of rupture of the uterus at term which
followed an abdominal hysterotomy for placenta praevia at
the 24th week of a first pregnancy. The rupture of the uterus
extended from fundus to cervix as in Mr. Keith Vartan's case
(Sept. 25, p. 602). It was possible to conserve the uterus,
and the woman has since menstruated normally. The trans-
verse fundal incision for abdominal hysterotomy carries with it
not only the danger of rupture but also intestinal obstruction.-
I am, etc.,
London. W.C.I. W. C. W. NixoN.

Classical Caesarean Section
SIR,-Mr. C. Scott Russell (Oct. 16, p. 722) surely uses

rather harsh words when he condemns as an " abomin-
ation " an operation (classical caesarean section) which has
saved countless foetal and maternal lives. Though the classical
caesarean section is admittedly not an edifying spectacle and
has certain disadvantages, including occasional rupture of the
scar subsequently, one can recall so many classical operations
in the past that have had a happy outcome both at the time
and in subsequent pregnancies. Lest one be carried away by a
youthful enthusiasm for the lower-segment operation to the
exclusion of any other it might be well to remember that there
are still certain cases in which the classical operation is probably
safer.
The type of case I have in mind is that in which, on opening

the abdomen, one sees an enormously rich venous plexus over-
lying the lower segment, sometimes associated with placenta
praevia. I have often in such cases retracted or enlarged the
abdominal incision upwards and performed the " abominable "
operation with a sigh of relief. It is better, I think, provided
it is a "clean " case, to accept the relatively slight and more

remote risk of subsequent rupture of the scar than the imme-
diate one of severe bleeding. Surely this is an example of
where one must adapt the operation to the patient, not the
patient to the operation.-I am, etc.,
EXetcr. P. M. G. RUSSELL.

SIR,-Mr. Keith Vartan's medical memorandum on
"Ruptured Uterus" (Sept. 25, p. 602) has reopened the
caesarean controversy, and I am interested to see the fervour
with which Mr. C. Scott Russell (Oct. 16, p. 722) condemns
the classical operation. He follows the fashion of the moment
which condemns the older operation out of hand. Other opera-
tions have suffered the same unthinking treatment and have
subsequently been received back into favour by a later genera-
tion which has found out advantages which their fathers were
too blind to see.
The lower-segment operation has such obvious advantages in

most circumstances, for reasons which are too well known to
repeat here, that it is rightly used in the great majority of
cases. But there will always remain a small number of young

women in whom an elective section is necessary and in whom
there is good reason to expect a normal delivery in a future
pregnancy. It is very necessary that the form of operation
performed in such patients should not prejudice this possibility,
and I have the idea, backed by a reasonable amount of personali
experience, that the transverse scar of the lower-segment opera-
tion interferes by its interruption of the neuromuscular path-
ways both with the proper relaxation of the cervix and with
the reflex from pressure on the latter which helps to maintain
the pains of labour. I have often been disappointed in the
progress of labour in women who have had a previous lower-
segment operation, even to the point of having to perform a
further section for no other reason than mere lack of progress
after many hours of poor pains in the absence of any other
complicating factor. On the other hand, it is the usual experi-
ence that in similar circumstances the woman who has a
classical scar has a quick and easy labour. Some will counter
this by saying that the incision in the lower segment should be
longitudinal; but if a woman is only in the early stages or
not in labour at all an up-and-down incision becomes a lowly
placed classical one-and this is the right position for a classical-
scar anyhow.

I seldom perform the classical operation myself, but I am
sure that this complete condemnation of it is illogical. From
the physiological aspect the transverse incision is wrong, but
we accept it in most cases because there are other more
important reasons for doing so. But there is no reason to
persist when none of these reasons is present and there' is a.
strong desire to preserve a fully physiological organ. I do' not
believe that a lowly placed classical scar-that is, one which,
follows an incision which is started as low as possible in what
there may be of a lower segment at the time and is continued,
upwards only as far as may be necessary--is more likely to
rupture than one wholly in the lower segment in whatever
direction it may run.

Until more is known about it I shall continue to avoid
cutting across the uterus for this reason and shall be content to
make my incision in the up-and-down direction in the few
suitable cases, even if this means that I must occasionally
trespass into the forbidden upper segment. My lower-segment
operating record will be sullied, but I shall have, I believe, done
the lesser evil, and perhaps I shall be doing fewer repeat
performances.-I am, etc.,
Swindon. Guy ROWORTH.

Post-gastrectomy Syndrome
SIR,-In the annotation on the post-gastrectomy syndrome

(Sept. 11, p. 524) the following statement is made: "This
conception is of particular interest in view of the similar syn-
drome which is known to follow vagotomy for duodenal ulcer,
and careful observation of these cases is indicated."

I feel that this statement may arise from a misunderstanding,
for I have not observed a single example of such a syndrome
during the follow-up of seventy cases of vagal section, nor
have I seen a single reference in the literature to it (as an
abstracter I have access to most of the literature on the subject).
Reference to the text of the article by Dr. W. T. Irvine (Sept. 11,
p. 514) on which your annotation was based lends support to
this view, for your meaning could be read into one sentence
taken out of context: " Moore et al. (1-947) also observed
such post-prandial symptoms following vagotomy."

In its context the meaning of that sentence is that most
gastric sensations, as for example a feeling of distension, could
still be appreciated after vagotomy. The observation was
made to support the thesis that sensation is not carried in the
vagal nerves. In Moore's' article the relevant passage is
" Nausea, vomiting, and epigastric sensations of fulness may
still be experienced." But this does not indicate that they
are experienced as a syndrome, as can be seen from the sense
of the rest of that sentence, " . . . and there is no change in
the sensory threshold to balloon distension of the oesophagus,
stomach. duodenum. jeiunum, and ileum."

T would be grateful it you would clarify the point by pub-
lishing the reference to the work in which the report of a
"post-gastrectomy-like" syndrome in vagotomy cases .s
made. If it is a fact that it has occurred. then, as you
state. it is important enough to warrant careful observation of
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