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The elderly primigravida has long been a source of interest and snxiety
to the obstetrician and in view of the increasing numbers of the group, she is
becoming ever more important at the present day. Throughout the literature,
many writers from Mauriceaul to the present day have noted especisl risks
of pregnancy, labour and the puerperium in the upper age groups. On the
other hand we find such statements as "Most accoucheurs have been sgreesably
surprised by the ease and rapidity with which elderly primigrevidae have
delivered" (Hsrring?) Again, Schulze3 observes that "Practical experience
has shown thsat although a certain proportion of these women.do have serious
difficulty, even a womsn near menopausal age may have her firgt baby with
surprising ease and rapidity." She further points out that the dangers of
labour in the elderly primigravida have been somewhat exaggerated, and that
sbout twenty per cent of the women have strikingly rapid and easy labours.
It is obvious, however, when statistics are studied which enable comparison
to be made between the upper ags—groups and the average for all ages, that
the incidence of many complications at all stages of the reproductive life
is increased, In consequence of the apparent disparity betwsen this fact
and the views quoted sbove, the question arises as to whether the special
risks are evenly spread over the whole group of elderly primigravidae or
whether they arse incurred by a sub-group. Several writers have attempted
to describe special types in whom either easy. or difficult lsbour is %o be
anticipated ( Meyer4, Jaroschka ) but none has clearly defined these groups,

A study of the characters of the dystocic types as described by

these authors has led to a recognition of the fact that a marked similarity
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exists between the groups of elderly primigravidae in whom difficult labour
is to be anticipated and the women showing the dystocia-dystrophia syndrome
as described by De Lee , Bryan Williams , and others, On examination of =a
small series of twenty-iive personal cases of elderly primigravidae this
appeared to be borne out, and a more extensive investigation has been
undertaken at the Liverpool Matsrnity Hospital, where all cases of women of
thirty~five years of age and over delivered there during the five-year
period 1939 = 43 have been analysed, This Liverpool series numbered four
hundred and sixteen cases,

In this paper, I propose to record results of my investigation as
follows:~
l, Evidence that the elderly primigravida incurs a higher risk, and
conclusions drawn from this evidences,
2, Evidence that the features of the dystocia-dystrophia syndrome are in
many instances didentical with the complications encountered smongst elderly
primigravidse,
3, Eviaence that the groups of elderly primigravidae included a considersable
proportion of cases corresponding to the dystocia~dystrophis syndrome, and
that these cases incur the majority of the incressed risks attributed to the
higher age=group,
4, Factors of importance in the prognosis of dystocia snd their relationship
to the dystocia-dystrophia syndrome,
5. The practical application of these findings in relation to prognosis and

tresatment.
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The numbers of elderly primigravidae are definitely rising, and in
Liverpool have almost aoubled since 1939, This is shown in Table lé It
is interesting to note the v.,Krehninger-Guggenberger and Leutenmayer have
recorded a similar increase in Munich auring the war years. Some of the
incresse may be due to an increasing recognition orf the risks run by the
elderly primigravida and s consequent increase of hospitalisation smongst
them, but this is hardly likely to explain the whole of the additional

numbers, and social and economic factors undoubtedly play the major part.

1, Evidence that the elderly primigravida incurs s higher risk, and

conclusions drawn from this eviaence,

The characters of the elderly primigravidae noted by various writers
can be classeu as occurring before pregnancy, auring pregnancy, in labour
and in the puerperium, and it will be convenient at this Jjuncture to
recapitulate them and to consider the features ot the two series examined
in the present paper, together with the literature on the subject,

(a) Betore Preznancy.

Schulze has noticed. a late onset of menstrustion(after 17 years of
age) in 13% of elderly primigravidae, while the figure for all ages is 6‘0%
Dysmenorrhoesa, oligomenorrhoea anu irregular menstruation have been describea
as frequent, ana dyspareunia is a frequent complaint, In my personal series
the average age of menarche was 1446 years., and in six cases (24ﬁﬁ it was
delayed beyond the age of seventeen years, Four cases had suffered from
dysmenorrhoea, (16%) but in all but two cases menstrustion had been regular,

although in one case the intermenstrual interval had been rorty-two asays.

-2 U JAr
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Almost no details of menstrusl history are available for the Liverpool
geries, but scanty and irregular menstruation has been noted in four csases,
4
Meyer , Tew & Kuderg, JarOSth35 and others have observed that in
many cases & primigravids may appear in one of the higher age-groups becauge
of prolonged sterility, even although mesrriage may have occurred early., This

question will be more conveniently discussed later,

(b) During pregnancy.

The incidence of complications of all kinds is increased, The
10 11
outstanding increases are in toxsemis ana eclampsia (Gosta , Miller |,
EPN 13 14 3 25
Roeder , Horner , Quigley ) in fibroids (Schulze , Erving & Power ) in
15 16
pelvic contractions (Tew & Kuder , Daichmen , Duncan & Gibson , Wahrsinger
43 17
& Kushner ) and in malpresentations snd malpositions (Galloway & Paul
18
Nixon ) These are shown in tables 2 & 3,which also indicate that the present

investigation confirms these increases in both series. As a control group,
the figures for all admissions to the Liverpool Mesternity Hospital during the
year 1941, the central year of the quinquennium under review, have besn used,
The incresse in toxsemis as compared with the control group is just
under 4:1, This may be explained to some extent by the longer exposure in
these older women of liver and kidneys to the strains and stresses of life,
but thie is unlikely to be the whole story, and there seems to be no doubt
thet the elderly primigravida, quite apart from previous organic damage, is
more susceptible tg toxaemia of pregnsncy. The marked increase in eclampsia
0

describsd by Gosta and others, has not been found here, since no case

occurred in my personal series, snd the increase in the Liverpool series was

1+5:1 only.
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The higher incidence of fibroids was not associated with difficulty
during pregnancy except in five cases where pain and slight pyrexia indicated
gsome degeneration. Randall & Odelllg, reporting evidence of degeneration in
50 = 754 of all cases of fibroids during pregnancy, had to intervene in a
large proportion of their cases, usually carrying out total hysterectomy, but
in their present series, palliative treatment was all that was necessary in
any case,

The incidence oi pelvic contraction ss shown at Table 2 is over twice
as high in the Liverpool series as in the control. Both figures are high, as
the smallest deviations from the normal have been taken into account, but none
the less the differences are significant. The nature of the pelvizc contraction

16

has not until recently been studied, but Duncan & Giobson have noted “varying
types of pelvic deformity - the male type predominates)' while Tew & Kuder9
observe that "funnel pelves are definitely more predominant than smongst
younger primigravidae". MalpaBQO, discussing the features of the male type
of pelvis, stresses the small sacro-sciatic notch with short sacro-spinous
ligaments, the narrow pubic arch and contraction at the outlet, This type
of pelvis was noted in no less than_56ﬁﬁof my personal csseg, whilst in the
Liverpool seriesg the records show outlet contraction, narrow pubic arch, short
sacro-spinous ligaments and other male features in twenty-seven cases. In the
Liverpool series, full details of the type of pelvis are not always available,
and go, the recording of twenty=-seven pelves clearly of the male type is

suggestive, It is probsable that amongst the remsining cases of pelvic

contraction where exact aetails of the deformity have not been recorded,
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further pelvee showing male festurss have been present,

Mi]lerl1 has noted an increased frequency of accidental haemorrhage
in association with the higher inciuence of toxaemia, In my personal series,
no case of accidentel haemorrhage occurred, but the Liverpool series included
nine cases (2'2%) while the incidence in the control group was very little
less (2:0%)

Placenta prsevia occurred in one of my personal cases (4ﬁ) and in
seven of the Liverpool casss (1°7%) a considerable increase over the 1°07 of
the control group.

18

Nixon and others have stressed the frequency of prematurc labour
and sbortion emongst elderly primigravidese and amongst my persgonal cases,
three (12%} were premature, In no case had there been previous sbortion,
One case (4%) was postmature when labour ensued, In the Liverpool series,
delivery took place before full term in one hundred and forty-five cases
(34+89) Or these, forty-one cases (10°2ﬂ9 underwent elective Caesarean section
before term, and in twenty-four (5'9%) premature induction of lsbour was
carried out, Abortion during the early weeks of a previous pregnancy had
occurred in thirty-two (7-69%) of the women included in this series, Thirty-
eight labours (9+13%) were post-mature,

17 18 7

Schulze , Gallowsy & Paul , Nixon , Miller , ana others have drawn
attention to the high frequency of malpresentations amongst elderly
primigravidee, and their observations have been amply confirmad in the present
series as shown st Teble 3,

In the Liverpool series, the incidence both of occipito-posterior

positions of the vertex and of breech presentstions is almost three times as
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high as in the control group, whilst in my personal series, in more than
one fourth of all the cases the vertex presentea with the occiput posterior,
Phis high incidence of malpresentation is doubtless sassociated with the

increased frequency of pelvic contraction, and in this connection it is
21
interesting to note Hennessy's dictum that,"Delay in anterior rotation of

the head is the result of disproportion or of diminution of space in the

tore-pelvis". When this is considered in association with the finding of
16

an increased frequency of the male type of pelvis, (Duncan & Gibson ,

Tew & Kuder ) the connection is obvious,

(¢) During Labour.
22
Spilier has shown that the average auration of labour increases with

age anc almost all authors are agreed that labour lasts longer in the elderly
primigravida than in younger women, We have already seen that malpresentation
and pelvic contraction are coumon, and these features of the group explain

the prolongstion of luabour in some cases, but two further factors of the
highest importance must be considerea at this stage,viz, uterine inertia and
rigidity of the soft parts, Herringzhaa remarked that the uterine contractions
are less efficient that normal, while Nixonlsrafers to the'"sluggish uterus", and
Tew and Kndergdescribe "labour of the weak, unsatisfactory, desultory type" .
Every obstetrician is familiar with this type of labour, almost as distressing
to the attendant as it is to the patient, where labour drags on and on, and
where weak but none the less painful contractions fail to achieve cervical

dilatation or any other advance., Attempts to minimise the occurrence of

this type of labour by means of ante-natal quinine, oestrogens and other
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methods have met with indirferent success, and it remsins a problem which
must be faced whenever one deals with this type of elderly primigravida,
In some cases the inertia is the result of inaccurate filling of the lower
uterine gegment by an occipito-posterior head or by a breech, or it may be
associated with a high flosting head and cephalo=-pelvic disproportion. In
other cases the inertia appears to be due to the presence of intrs~mural
or other fibroids. When all these types of cases have been excluded,
however, there still remain a lsrge number where the failure sppears to be
due to an inherent lack of power to contract in the uterine musculsturs
or to a defect in its neural or hermonal control,

It is =2 matter of considerable difficulty in some casee to apportion
respongibility for delay in labour as between uterine inertia and rigidity

or spasm of the cervix. That these latter features also play their part

o]
A

is indicated by the figures of Schulzs who carried out manual dilatation
of the cervix in twenty eight cases, dilatsation with the Voorhees bag in
three cases, andDuhrssen cervical incisions in four cases, a total of
thirty-five cases or 1004ﬁ§of her series, In the Liverpool series the
incompletely dilated cervix was incisged as a preliminsry to forcseps delivery
in three cases (0°72ﬂ) while neither manusl dilatation nor the Voorhees
bag was employed in any case, The most commonly used method of dealing
with cervical rigidity wes lower segment Cassarean section which was
employed for this complicstion in five cases (1'2%) The disparity between
3

the total of these cases (1-94ﬁ} and the 10-4% of Schulze is explained by

the fact that cervical dilation or incision was carried out fairly readily
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in cases of inertia in the American series, whilst in Liverpool the
corresponding type of cage was trested by Caesarean section,

Rigidity and inelasticity of the vagins and perineum are a csuss
of delay in lsbour in the secona stage, and the recognition of this fsct
has led to the widespread use of episiotomy. Thue Duncan & Gibsonl6
report 1007 episiotomies in 1068 vaginal deliveries (94¢37%) While it must
be agreed with some authors that episiotomy is a "fashionable"procedure,
none the less that it is frequently necessary is shown by the high incidence
of perineal tears in cases where episiotomy has not been carried out. Bromberg
and Brzezinakig3 record sn incidence of 46%. Racker24 stresses the importance
of episiotomy in breech aeliveries, especially in elderly primigravidae, In
my personal cases, there were eight episiotomies and five tears of the
perineum in twenty-one vaginal deliveries, a total of 61-9%. Episiotomy weas
earried out sixty seven of the Liverpool csses, and the perineum torn in
sixty-two, a total of 43¢1¢ of all vaginal deliveries,

The actual figure for the average duration of lsbour varies considerably
in different reportz from the 17<4 hours of Erving & Ebwer25 to the 27°5 hours
of Duncan & Gibsonl . In my personal cases, the average duration of labour in
all cases delivered vaginally was 25°3 hours, whilst the corresponding figure
for the Liverpool series was 200 hours. In a control group of five hundred
consecutive first labours, the average duration was 15°75 hours. The longest
labour of my series was /0.0 hours, and the shortest 10<0 hours. In the

Liverpool cases durations of 111+85 hours ana 3+00 hours were recorded in

cages delivered veginally; one cass was successfully delivered by lower
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segment Caesarean section after labour hed been in progress for 136¢0 hours,

The method of delivery is shown in Table 4, The irequency of
gpontaneous delivery ahggs considerable variation in different hospitals,
from the 7°1% of Roeder +to the 71-7% of Bromberg & Brzezinski 23. It is
probable, however, that a racial fector plays its part in the latter series
where tZe suthorg, working in Paleetine, record no case of pelvic contraction,
Malpas3 , in a personalcommunication, has pointed out the existence of a similier
racial difference "closer at hand, viz, the low forceps rate of the Rotunds
(Dublin) snd the practice there of leaving the posterior position alone compared
with the high forcepsg rate and the frequent interference called for in the
Lancashire srea", V.Krehninger-Guggenberger & Leutenms.yer8 record 66'6%
spontaneous deliveries in their series treated in Munich, where a racial factor,
if it exists, is certainly not the same as in the Palestine series, if only for
reasons of ideology. In my personsal cases delivery was spontaneous in 36%,
and in the Liverpool series ths corresponding figure was 46°637 ; this liee
somewnere near the average for all recent British and Americen studies,

Delivery was by foreceps in 48% of my series; in the Liverpool series
the rate was 21-86%, or about four times the general forceps rate for the
hospitel, No case of high forceps delivery occurred in either series, and in
no cagse were forceps applied without some proper obstetrical indication, but
no Attempt has been made to distinguish between low end mid-forceps deliveries
in the table. Oniy twin deliveries, and cases of deep transverse arrest

aelivered by manual rotation and forceps have been considered separately, but

these have been included in the figures quoted above, High pelvic arrest of



ABLE 4.
TABLE 4, MODE OF DSLIVERY, [
i
- |
Herring. Schulze, Wahrsinger & Ervingé
Kushner. Power, |
i 1
Spontaneous Vertex. ) 534 i}
)  inel 1}
do Breech, ) low ) 5846 490 132
}  forceps,, ) ;
do Twin, % )
Forceps. Single. ) )
) 29°4 370 5207 |
do, Twin, )
Manual Rotation & Forceps, =
Breech Extraction, - 5+7 049 8.1
Caesarean Section (Classical) % |
do (lower Uterine Segment) g
do ( Extra-peritonesal) )
) 26+6 10-3 117 142
do (with Hystersctomy) )
) 1.6 :
do (high transverse incision)| )
Version and Extraction. = 095 - 102
Craniotomy, - 0+32 - -
Brow(Manipulstion) - - - =
Died Undelivered, - = - -

All the above figures are percentages. The control figures are

derived from a series of five hundred consecutive primiparse.
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irving |
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Tew &
Kuder.
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cages,

Liverpool
series.

Contzrol,

13:2

52°]

8-l

1442
1-6

10~2

717

253

3206

20-5

501

92

433

36+6

4+5

1259

1+6

044

6646

1646

36

16

45 19

0- 96

17.062 )
144 )21+86
304_0 )

192

3+13 }

23 32)

0°24 %27-17

024

0-24

0-24

)
)

0. 48 §46-63.
)

84°7,

0°7

719

1-0
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lsbour when it occurred, was usually treated by lower segment Caesarean
section even when, as in one emergency cage admitted late in labour, the
child was already dead, Here it was considered that craniotomy of a
head still above the brim of a contracted pelvis presented such riskg to
the mother that Caesarean section was preferable, Duncan & Gibsonl
recording 14 cases (1'2%} of high forceps delivery in their own series
comment ,"he high forceps group was the result of poor judgement!)

Amongst my personal cases, the child presented by the breech in only
one (4%) and delivery was by Caesarean section. In the Liverpool series,
of forty-seven ceses, (11°3% thirty seven were delivered by Caesarean
section, eight by breech extraction, and in only two cases was delivery
normal (by Burns'® method).

Seven cases of occipito-posterior position occurred amongst my own
cases, and in six of these rotation wes incomplete. Two cases were delivered
by Cmessarean section and four by msnual rotation and forceps. Of fifty-two
cases of occipito-posterior position in the Liverpool series, malrotation

occurred in thirty-three, in which delivery was completed as follows:

Caesarean section 11
Manusal rotation and forceps 14
Forceps delivery face to pubis 4
Sponteneous delivery face to pubis 1
Version and extraction 2

Craniotomy 1
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The high incidence of malrotation (63‘5% of all occipito-posterior
cages) consiuered in the light of Hennessy's statement quoted ahove, confirms
the view that the msle type of pslvis, with its narrow sub-pubic angle and
diminished fore-part, is common smongst these women,

Craniotomy was carried out in three cases of the Liverpool serises but
in none of my personal cases. In one case the heac was perforated after
forty-four hours labour, protracted by inertia and cervical rigidity. 1In
the second case prolapse of the cord wss associated with s persistent occipito-
posterior position, The third case was admitted as an emergency still in the
first stage after forty-four hours labour.After perforation and cleidotomy
a large child was extracted in s mscerated condition.

In one of the Livsrpool cases, a brow presentation was converted by
manipulation to a face, and delivered as such., The child was already dead
on aamigsion, rupture of the membranes having taken place premsturely four
days previously,

Caesarean section was carried out in léffof my personal cases, and
in 27°17% of the Liverpool series, This latter figure is the highest I have
found in any recorded series, although those of Roeder12(24°9%) and Herring2

26
(26'6%) approach it closely. On the other hand, Lozell records a figure

23
of 1°084 and Bromberg and Brzezinski 157, Of the cases in the Liverpool
series which were submitted to Caesarean section, two-thirds were elective
and were operated upon at or before the onset of labour, In the remaining

one-third, the operation was carried out sfter feilure of trial lsbour, in

severe inertis and in other types of prolonged or srrested lsbour. Csesarean
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section was carried out in 24:27 of the cases in 1939 and in 39°3% in 1943

which guggests that it is now recognised as having an even more prominent

plsce than the figure for the whole five-year series would indicate (see table 5)
The table also shows the incressing importance of the lower segment as compared
with the classical operation auring the period under review,

The low figure for the year 1941 may be due to the "blitzing" of Liverpool
during the first half of that year. This led in many instances to delay in
admission to hospital of cases in lsbour, owing to transport breakdowns, and
in consequence, cases tendeu to present themselves at a later stage in lsabour,
when vaginal delivery was thought to be safer., Further, a number in whom
comnlicstions of labour were anticipated, were evacuated from the city to
hospitals in "sat'e" esreas,

One case of the Liverpool series died undelivered at the thirty-fourth
week of her pregnancy as the result of an scute hepetic necrosis,

No multiple pregnancy occurred in my personal cases, but ten cases
(2‘4%) are included in the Liverpool series. These were all twin pregnancies,
of which four sets were delivered spontaneously and five sets by forceps to the
firet child presenting by the vertex, followed by breech extrsction of the
gecond, In the remaining case, the first child was delivered by forceps, and
the second by breech extraction, with forceps to the aftercoming head.

(é) In the puerperium,

The puerverium was morbid (B.M.A.standard) in no less than 28%4of my
personal cases, and in 12'7ﬁ of the Liverpool series, i.e, about four times

the average in the control, In my series there were five cases of local
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pelvic infection, one bresst abscess and one case of ilio-femorel thrombo-
phlebitis. In the Liverpool series, pelvic infection was noted in twenty-
six csses, mastitis or breast abscess in eight, pyelitis in six cases,
bronchitis or broncho-pneumonia in five cases of which two died, thrombo-
phlebitis in four csses, and paralytic ileg; in four cases following Caesarean
section, There was one case of B,coli septicaemia which made a good recovery
and one fatal case of uraemia, Puerperal haemorrhages occurred in thres
cases, on the second, sixth and fiftesnth day respectively; although all were
severe, all three recovered after blood transfusion and other meagures,

The higher incidence of puerperal morbidity amongst elderly primigravidae
ig clearly associated with the higher rate of operative intervention, and it is
worthy of note that the morbidity rete and the operstion rate are each about
four times thoss of the control. The difficulties associated with lactation
are reflected in the high rate of breast—abscess,

During the later post-natal period, the results of difficult vaginsl
deliveries begin to make themselves spparent, In four of my personal csses,
chronic cervicitis with backache and vaginal discharge was present. A further
four cases showed more or less severe veginal or uterine prolapee, aésociated
with backache, dragging abdominal pain and, in one case, stress incontinence,
No complete figures are available for the Liverpool series, but prolapse has
been recorded in several ﬁases.

Probably the most cdistressing feature of this stage was the psychological
response to loss of the child in those casee where still-birth or neo-natal

death had occurred. This is aifficult to assess in figures, but it is
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particularly severe in those long-sterile women who have "waited a long time"
for their babies ., The effect upon some of these women is very severe indeed,
and a8 further pregnancy is improbable, the ouvtlook for their whole lives is
changed for the worse, Whether or not the depression engendered in such cases
forms the starting=-point for msny of the cases of involutional melancholia which
follow within a few years, it undoubtedly does cause lasting unhappiness; so
gevere in fact, are the effects of loss of the child, thet even at the cost of

a slightly increased risk to the mother, in cases of long sterility, every
possible step must be taken in the interests of the child,

(e) The Children.

In my personal cases, there were thirteen male and twelve female
children, and in the Liverpool series, two hundred and six mele and two
hundred and twenty femsle ineluding ten cases of twins, This finding of
more or less equal numbers of each sex ie in accordance with recent work,
although older writsrs reported a preponderance of male children,

All the children of my personal series were normally developed, but
the Liverpool series included two mongoloid defectives, two cases of anencephaly
with spina bifida and other defects, one case of complete hare-lip and one of
polydectylism,

Birth injuries included four cases of tacial paralysis following
forceps delivery and four cephalhaematomata 21l of which made good recoveries.
One sterno-mastoid haematoma and one fracture of the humerus occurred in
cases delivered by breech extraction. These also recovered.

The average birth-weight of the children of elderly primigravidae has
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long been described as beino excessive, but most recent authors deny that this

is s0. In both the present series my findings are in agreement with this latter
view, In my personal series, the average weight of the child was 6 lbs, 11 OZB o,
and in the Liverpool series 6 lbs. 8- ozs, This compares with sn average weight
in the control series of five hundred consecutive primigravidae of 6 1bs, 8 ozs.

(f) Msternsl Mortality.

Amongst my personal cases no maternal death occurred, but in the Liverpool
series five mothers died (1-2%) This is sbout three times the averagze in
the control series, but is considerably lower than the figures of some authors
eZe Nixonls, v .Krehninger-Guggenbergsr & Leutenmayer? (see Table 6,)

The fatal cases were as follows:

(1) Act. 37 yrs, Scarlatina in childhood, Signs of severe toxaemisa
at 34th week, and so admitted to hospital for treatment., Sudden
deterioration in condition ten days later, with jaundice and smuria,
Died next day undelivered, Acute hepatic necrosis found et autopsy.
(2) Act, 38 yrs. Scarlatina in childhood, Severe nephritic toxaemis,
Pregnancy terminated at 33 weeks by lower segment Caesarean ssction,
but she died two days later in a state of ursemia,

(3) Act, 39 yrs. Previous history of several miscarriages.
Ventrifixstion, Caesarean section with high transverse incision at
38 wks, Died of broncho-pneumonis four days later,

(4) Act. 35 yrs., Admitted as emergency case sfter forty-four hours
labour. No foetal heart audible on admission, After a further twenty-

two hours labour, perforation ana cleidotomy of a macersted child weighing



° .l’age 17 os

8 lbs., 5 ozs. was carried out., The mother died of broncho-pneumonia on the
fourth day.
(5) Act. 38 yrs. Auricular fibrillation st times before pregnancy
began, Twin pregnanoy, Delivered by forceps (i) and breech
extraction (ii) after a long but easy first stage. Condition
gatislactory after delivery, but auriculer fibrillation recurred
and gshe wes trensferred to the Royal Infirmary, Liverpool, where
she diea four weeks later,

(g) Foetsl Mortality.

The gross foetsl mortality in my personal series was 12% (threo cages)
0f these, one died in utero at about the twenty-seventh week in the presence
of = severe maternal nephritic toxaemia, but the others were true "obstetrical
desths, one following prolapse of the cord and the other delivered with great
difficulty by manual rotation and mid-forceps after seventy hours labour
characterised by severe inertia.

In the Liverpool series forty cases died (9-61%} a8 compared with
819 in the control group (Table 6.) The differencé would doubtless have been
greater but for the high ratc of operative intervention. Seven infants died
durinz pregnancy and were born macerated. In one case, the mother diea
undelivered, In two cases, the child was still-born after prolspse of the
cord. In four cases of still-birth, there was maternal toxsaemia, whilst three
neo-natal deaths occurred in the children of toxic mothers, The child was
still-born in a case of concealed sccidental hsemorrhage. Three further deaths

were associated with prematurity, and there was one in a case of placenta praevis,
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Two cases showed anencephaly with other deformities, The child of one

chronic nephritic died of broncho-pneumonia., The remaining cases, fifteen

in number, were born in cases of prolonged labour, usually due to uterine
inertis, In three craniotomy wes carried out on a chila who was already

dead, In four cases, still-birth followed operative vaginal deliveriss, and

a fifth was delivered spontsneously. Two children, both persistently occipito-
posterior, died two hours and two days respectively after manual rotation and
mid forceps delivery. In four cases death occurred after Caesarean section

had been performed when inert labour had been in progress for some time, and in
the last case Caesarean section was carried out even although the child was
already dead in a prolonged labour with cephalo-pelvic disproportion, 1In this
connection EblakQBhas observed that "the stress of prolonged labour affects the
child no matter what the method of delivery", and the figures quoted above afford

ample confirmation of this view,

(h) The Significance of the Mortality Figurss,

The figures for both foetal and maternal mortality as shown in Table 6
are notably greater than in the control group, This fact is undoubtedly dve
to the higher incidence of complications and to the necessity for more frequent
operative intervention in the elderly primigravidee, but in some series
remarksbly low mortality figures have besn recorded, Thus Roedsr12 in his

very actively-treated series (92:9% operative delivery, 24:9¢ Caesareen section)

recorda6a maternal mortslity of 1767, but a foetsl mortality of only 0°86%,
2

Lozell , in a group treated much more conservatively, had no naternal desth, but

the foetal mortality was 13°0%. That conservatism does not mean saving the mother
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at the expense or the child, however, ie shown by Nixon (maternal mortsality

4%, foetal mortality 17+0%, in = series where the forceps rate was only 16%}

and v.Krehninger-Guggenberger & Leutenmayer8 (maternal mortality 2-7ﬂ,

foetal mortality 18°0¢, in their series where spontsneous delivery was allowed
n

in 66°6%) On the other hand, Bromberg & Brzezinski2j recorc no maternsl death

and 7-2% foetal mortality in a group with 71'7% spontaneous delivery, but we

have already seen that a racial factor msy play an important part in this

series and that their figures are therefore in all probsbility not strictly

comparable,

Amongst eluerly primigravidae, the life of the child sesumes an even
greater importance than in the pregnancies of younger women, Nixonls notes
that"the baby becomes more important as the age of the mothser increases", and
gven Holme329, who is inclined to regard the elderly primigresvida with less
apprehension than most obstetricians, concedes "It is of course trus that an
elderly primigravida may require special mansgement to safeguard her possible
last chance of reproduction.”" In view of the above, it is imperstive that every
possible step be taken to save the child, even at the cost of a grestly incressed
incidence of Caesarean section or other operative intervention. Schulze
points out that "most of the women are willing to sssume a slightly increased
risk to themselves to assure the safety of their children", and Nixonla,
observing that doubtless some of the infants (in his series) could have besn
saved by Caesarean section, suggests that "minor degrees of deviation from the
normal in an elderly primigravida might legitimately be rezarded ss indication

f

for Caesaresn section"., Munro Kerr has said "I allow myself considerable



sofage 20,..

latitude with regerd to Caesarean ssction in the elderly primigrsvida",

and Higgins has stated that, in dystocic cases, "Trauma to the mother is
less and the outlook for the child much improved if delivery is accomplished
by Caesarean section". There is a very considerable body of opinion, in
fact, in favour of the free use of Caesarean section in this group of cases.

(i) Dangers of Czesarean section,

The risks of Cseserean section have recently been considered by
several authors. Lulljf comparing two series of Caesarean sections in
Philadelphis, notes an increased incidence from l'éﬂ to 2¢57 of all deliveries
in 1941 as compared with 1931, with a decresse in mortality during the same
period from 6'80% in 1931 to 2'46% in 1941, TFoetal mortality in 1931 was
12°8%; in 1941 it had been reduced to 3+3%. He states "The decrease in
msternal and foetal mortality would indicate that Caesarean section is performed
now as a procedure of choice 2nd not so frequently as a lasgt resort when trial
labours and attemptsd vaginal deliveries have failed," Cosgrove and Nbrton32
describe a series of 637 lower segment operations with a maternal mortslity of
0°4719% and a foetal of 8°4]7, of which more than half were still-births.
Fells, in a plea for theearly use of Caesarean section observes "It is
extremely irfitating when timidity is allowed to masquerade s conservatism,
Procrastination and indecision are the cause of mortality, not Caesarean
section," Ehaneuf34 also stresses the importance of operating early in
labour, and advocates careful individualisstion =~ choosing the right method

for a given case. Even in "much neglected cases", however, who come under

consideration very late in labour, Cosgrove and Norton using the extra-
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peritoneal operation, have reported "extremely good results".

(j) The Place of Csesaresn Section in the Treatment of The Elderly Primigrsvida.

It is clesr from the foregoing considerations that Caesarsan section has
s wide field in the trestment of the elderly primigravida, since, under ideal
conditions, where the operation is carried out as an eglective procedure by a
skilled operator the risk to the mother is very small, and may often in fact,
be less than that of vaginal delivery, The outlook for the child is not so
clear in view of the high incidence of premsture intras=-uterine foetsl desath
(1-99 in the Liverpool series,) which, as Fs.llaa3 has pointed out, is entirely
unpredicteble in msny cases, The axcéusion, however, of those infant aeatﬁa
the result of prolonged lsbour (Pblak2 ) (367 in the Liverpool Series) by the
use of elective Caesarean gsection in the appropriate case, would go a long
way towards solving this very important question of infant mortelity,

Let us then consider in what cases we are to carry out Caesarean
section at or before the onset of labour., There is e small group where
the indication is quite definite = a central placents praevia, a fibroid
or an ovarian tumour lying in the pelvis so as to obstruct labour, definite
cephalo-pelvic disproportion and probsbly breech presentation in a woman
of this age-group, Apart from these, however, there is a very large group
of cases where the indications are not so clear-cut, especially during the
ante-natal period, This is the type of case where labour begins badly,
with uterine inertia leading sfter a prolonged perioa of labour to a state

ol hali-dilatation of the cervix with complete exhaustion of mother and

child, Tt is at this point that delivery,whether vaginal or by Caesarean
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section, may be fraught with such danger to both mother and child, and it
is in just such cases thet ante-natal recognition of the probable course
of labour is of such prime importasnce if we are to reduce our mortality
figures.

Ixtra-peritoneal Casesarean section, in the hands of an opsrator
skilled in its special technique,may give good results in respect of the
mother in these late cases, but it cannot prevent s large proportion of

still=births and neo-natal deaths, the result of the stress of prolonged

lsbour.

3

Schulze has observed that "a careful consideration of the patient
will enable one to mske a fairly accurate prognosis before labour starts",
and Pblakza affirms that "if we are operating in the interest of the child,
we should do it as an elective procedure,"

What then are to be our criteris in reaching a decision as to
whether or not we are fto carry out Caesarean section in a given case?

We must be prepared in every case to make our decision before the onset
of lebour, in the realisation that the operation must be truly elective
to achieve the best results, but that in many cases, as we have slready
seen, a rapid delivery without difficulty or danger for either mother or

child, may confidently be expected. In an attempt to answer this question

let us consider the dystocia-dystrophia syndrome.
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2., Evidence that the features of the dystocia-dystrophia syndrome are

in many instanceg identical with the complications éncountereq_gmongst

elderly primigravidae,

A congideration of the dystocic ‘ceses encountered amongst elderly
primigravidaz scon led to the recognition that they had many features in
common with the dystocia-dystrophie syndrome as described by de Lee ,
Williams7 and others,

De Lee records the following features of the condition:

1, Slight justo-minor or maéculine type pelvis, with other signs of
dystrophia adiposo=-genitalis,

2. Aged primiparity.

3. Prolonged pregnancy.

4, Non-engsgement of the foetal head at the onset of labour.

5« Occipito~posterior position.

6. Premature rupture of the membranes,

7. Weak pains with protracted first stage of labour.

8., Familial dystocia,

9. Tendency to eclampsia,

Amongst other writers, Hornarl3 describes a male distribution of
hair, heavy pelvic bones with narrowing of the pubic arch, and a tendency
to abortion and to toxasemia. Bryan Williams observes that the syndrome is
much commoner than is generslly recognised, and describes a series of sixty-

two cases of all ages, of whom nine (14'5%} were aged thirty-five years or

more. He stresses the high incidence of menstrual irregularity and sterility.



oePage 24..

35

Daniels describe the condition as "dystocias dysparpituitarism"
and considers the cause of the condition to be a dysfunction of the anterior
pituitary,. Malpasjb has pointed out the similarity betwsen the features of
labour in these cases and in treated diabetics, in whom also there appears to
be some asbnormality of pituitary function,

A study of a number of cases of the dystocia-dystrophis syndrome has
led me to the opinion that the condition is indeed the expression of a hypo=
function of the anterior pituitary, and that the features of the syndrome may
be described as showing incomplete feminisation of the subjeect, Thus, in
various respects, there is a tendency to o male rather than a female character
or a diminution in degree or delayed appearance of the femsle charscter. The
features of the syndrome, considered chronologically, may be tabulated as
follows:

(1) Late onset of menstruation, sometimes sssociated with irregular
or scanty menstruation and dysmenorrhoea. The pelvic organs show
genitsl hypoplasia and there may be persistence of such infantile
characters as sacute anteflexion. 1In association with the genital
hypoplagia there may be more or less dyspareunisa,

(2) Male distribution of hair, both in respect of fascial hair in the

beard snd moustache area and in the shape and distribution of pubic

and abdominal hair,

(3) Male type of pelvis, with heavy pelvic bones, small sacro-gciatic
notch, short sacro-spinous ligaments and narrow sub-pubic arch with
deep symphysis, Funnel-shaped pelvis with minor degree of outlet

contraction,



(4)

(5)

(6)

(7)

(8)

(9)

(10)
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Build heavy with brosd shoulders and thick neck, May be short
and obese or tall, mannish "sergeant-major" type.
Relative sterility, This is a further aspect of the defeminisation
of these patients. Tt is unusual for pregnancy to occur within
three or four years of marriags and it may be delayed very much longer.
Tendency to sbortion, This may be associated with anterior pituitary
gonadotrophic hormone deficiency, or to the genital hypoplasia noted
at (1)
High incidence of toxsemia of pregnancy and of eclampsia, This may
be associated with a further posterior pituitary dysfunction leading
to an over-secretion of the anti-diuretic factor.
Untimely onset of lsbour, tending in meany instences to either
pre-maturity or postmsturity. Since the pituitary is believed

a
to bs largely responsible for the initistion of lebour, (Samson Wrighiz
this may also be an expression of dysfunction of that gland, but it
may be associated with poor apposition of the foetal head and pelvis
as a result of (3) above,
Malpresentation and malposition of the foetus, non-engagement of the
foetal head, at the onset of labour and premature rupture of the
membranes as uescribed by de Lee , may all be associated with the
characters of the pelvis as noted at (3) This may also explain
indirectly,
Weak uterine contractions with prolongation of the first stage of
labour, Here again, however, pituitary dysfunction may play its

part (deficiency of oxytocic factor)
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TABLE 7, ANALYSIS OF PERSONAL CASHS AND ALLOCATION TO EUTROPHIC & DYSTROPHIC GROUPS,

Cass Age. age at Age at Menstrual Dyspar— Male

No . marriage, Menarche., Type. eunia. Hirs- Build. Pelvis., Pregns
uties.
1 B 32 14 1 N. Nil Nil Feminine, N,10" 11", 73" BNR}
28 Outlet norm.
2, 38 34 14 5-6 N, Nil Nil Feminine, N.93".103". 73" . B0 oo ..
28 Qutlet norm, g
|
S - 35 25 14 5-6 N, Nil Nil Feminine. N,10",11",73" ,PNR, Motma
28 Cutlet norm,
4, 38 37 15 6-7 N. Nil Nil Feminine., N,10".11",71" .PNB, Norina,
28 Outlet norm, |
s o 37 35 13 1 N, Nil Nil Feminine. N,92".11".75". PN Norme’
28. Qutlet norm,
6, 3 29 14 1l N Nil Nil Feminine., N.93".103" 73" B 1oxger
28 : Outlet norm,
Ts - 35 29 13 6 N, Nil Nil Feminine, N.10",11".73".PM Norma:
28 Outlet norm.
8, 35 P 14 7 Wy Nil Nil  Feminins, N,10".11".73".PN\ Norma]
28 Outlet norm.
gs 35 . 83 124 6 e Nil Nil Feminine, N,11",12",8" ,PNR,| Normal
26 Outlet norm,
10 38 34 15 4-5 N, . Nil Nil Feminine, N,104".114",74".% Normal
28 Outlet norm.
Normal
11 - 39 36 13 i N Nil Nil Feminine, N,10",11".7", P
28 Qutlet norm,
, | Normal
12 B 30 14 o N Nil Nil Feminine, N.lOi—“.llé—".?%".m
28 Qutlet norm,
_ . Toxaem
13, 36 26 15 3-4.Irreg, Nil Present .Obese., 10".11". 74" ,PNR.J:
28-42, Pubic Angle Cont!
. Nephri.
14, 36 27 14 3 ‘N, Nil, Present ,Short . 10",12",8" ,PNR.4" Toxaem
28 Obese, Pubic Angle Cmﬁﬁ

Sacro-spinous 11

(Cont 'd,



ABLE 7. Cont'd,
OUPs .,
Pregnancy. Prsesentation Onset of Remarks, Dystrophic or
& Position, Lavour(wks! Butrophic,
-FNR, Normal. V.L.O.A. 40 Hutrophic,
MePNR.|  roxaemia, V.L.0.A. 40 Eutrophic,
'«ENR, Notrmsal . V. L.,0.A, 40 10 yrs.sterility but Eutrophic,
no other suggestive
featura °
WENRe | Normsl, V.R.O.A, 40 Eutrophic,
'.FNR. |  Normal. V.L.0.A. 40+ Butrophic.
M PR, Toxsemis, V.R.0.A. 40 Contraception practised Rutrophic,
for 4 years,
'«PNR. Normal, V.L.O.A, 39+ Futrophic,
' PNR, Normal, Y.L 0P, 40 Rutrophic,
PNR, Normal . V.L.0.A, 40 Butrophic.,
15" .Pﬁ Normsl, V.R.O.A. 40+ Butrophic,
Normal, V.L.0.A. 39+ Futrophic,
Normal, V.RO.A, 39 8yrs.sterility sna 1 wk  FEutrophic
premature but general
developement normal,
Toxaemia V.L.0.A, il Contr.Pelvic Outlet. Dystrophic,
Nephritic V.L.0.A. 36 Male Type Pelvis Dystrophic,
Toxaemia,




TABLE 7. (cont'a.)

Case Age. Age at Age at Menstrual Dyspar- Msle F
No. marriage. menarche, Type. eunia, Hirs- Build, Pelvis,
uties

15 42 30 1] 3 .Occ. Pres Pres- Tall & 11" 12%.8" 431 ,4",
28 periods ent. ent, Broad, Contr.pubic arch.
Amenorrhoea i

36, 35 %0 14 5 Nil  Pres= Tall &  10".11",74".43% 3Lv,
28, ent. Brosad, Pubic arch contr.

17 40 == 18 3 Nil Pres~ Tall & 11",13",81" ,PNR.4",
28-35, ent. Heavy. Pubic arch contr.
Occ .periods
amenorrhoes

185 37 36 14 7 N Nil  Pres- Obese, 10".11" . 73" PNR, 35",
28, ent, Pubic arch contr.

19, 38 26 17 2=3 Irreg Pres— Pres- Obese, 9" 11",8i", 43" . 34,
28-42 Dys= ent, ent, Broad, Pubic arch contr,
menorrhoes.

20. 39 20 17 5 Slight Pres- Pres~ Tall, 10", M8 4k 33
28, Dys- ent, ent, Broad. Pubiec arch contr,
manorrhoes

5 W B 91, 15 4-5 N, Nil, Pres- Obesc, 10%,11".81" PNR.4",
281 ent, Pubic arch contr,

ans Ale | 25, 18 2=3 N, Nil Pres- Qbess, 93".102",8",4344,3L",
28 ent, Pubic Arch Contr,

23, 35 25 17 6 N, Pres~ Pres- Tall, 11v,13".8" FNR, 33",
28 ent, ent, Broad, Pubic arch narrow,

o4 '3 31 16 3 Nil Pres- Tall, 10".11", 72" PNR, 32",
28 ,Dys~- ent. Broad, Pubic arch contr,
menorrhoes.

25« 26 14 1 N, Nil Pres- Obese. ot Qg PNR, A,
28 ent Pubic arch contr.

Throughout this table the figures for pelvic measurements have been

expregsed in inches, and been arranged in the following order:

Interspinous cismeter, intercristal dismeter, external conjugate,

diagonsl conjugate, inter-tubal-ischial diameter,(if recorded)

Tc

Tc

N¢

T



TABLE 7. (Cont'd)
— '
Pregnancy . Presentation Onsst of Remarks, Futrophic or Dystrophic
& Position, Lebour .

"vﬁ"o Normal vV.k,0.P, 37 Male Type Pelvis Dystrophic
rc -
LY VoL O.k 36 Male Type Pelvis Dystrophic
ntr,
NR,4", Toxaemis Vi R0 Py 40 Male Type Pelvis Dystrophic
ntr. Unmarried.
NR.3:"! Normsl V.R.0.P, 40 Male Type Pelvis Dystrophic
ntr.
P Toxéamia V.R.0O.P, 415 Mals Type Pelvis Dystrophic
ntr,
'"g?%ﬂ Normal V.R.0.P, 40 Male Type Pelvis Dystrophic
ntr,
lNR 4" = .

L Toxaemia V.L.0.Ps AQ Male Type Pelvis Dystrophic
mtr. !
e 35" Nephritic VioR:0.,Ps 40 Marked outlet contrasction. Dystrophic,
ntre. Toxaemia
R 351 Normal VeR.0.Bs 40 Market outlet contraction Dystrophic
LITOW, Fibroids
NR.3|  Ante-partum V,L.0.A. 38 Msale Type Pelvie Dystrophic
mtr, Haemorrhage Placenta praevia
\R.4", Toxaemisa Breech.L .S .A. 39 Male Type Pelvis Dystrophic.
Jntrn
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3. Evidence that series of slderly primigravidae include a considerable

proportion of cases corresponding to the dystocia-dystrophia syndrome, and

that these cases incur the majority of the increased risks attributed to the

higher age-groups.

On the twenty-five cases of my personal series, no less than thirteen
showed features of the aystocia-dystrophia syndrome, whilst these were found
to be sbsent in the remaining twelve cases, Details of the cases are shown
st Table 7.

This table includes only features of the cases recognisable not later
than the onset of labour, and it is my purpose to show that diagnosis of the
syndrome can be mads during the ante-natal period, and theat from this the
type of labour can be prognosed with congiderable accuracy. In the table,
the cases have been arranged arbitrarily so that those conforming to the
syndrome ag described above are recorded last, The remaining cases (Nos,1-12
in Table 7) do not show the features of the syndrome and for convenience have
been termed"eutrophic" as opposed to the other "dystrophic" group.

In compiling Table 7, the following standards have besn used,
Dysmenorrhoea so slight that it hss never csused incapacity nor ;baence from
work has been ignored, o8 has slight dyspareunis during the first weeks of
marriage. Hirsuties has been noted as being present where the pubic hair
is continued over the lower abdomen up to the umbilicus; in addition, there
has usually been present facial hirsuties, and sometimes it' has been marked
in the pectoral area also, The measurements of the pelvic outlet, with

the exception of the inter=-tuber~ischial, were made with two fingers, The



TABLE 8, DYSTROPHIC, EUTROPHIC & CONTROL GROUPS COMPARED., (PERSONAL CASES,)

DYSTROPHIC. | EUTROPHIC. | CONTROL,
Aversgs Age at Menarche. 15°8 yrs. 13°8 yrs. 136 yrs
Av.time bet.marrisge & pregnancy. 95 ‘yrs. 5°0 yrs. 2°0 yrs
Toxaemia, 61°5 v 16“6% 7°0%
Pelvic Contraction, 100°0¢% 0°0% 8°5%
Placenta Praevia. 1°1% 0°0% 104 |
Fibroids. 1% 0°0% 5° 5%
Premsture Labour(Excl.Caes.Sec.) 44244 25*0% 18°5¢ |
Postmature Lsbour, 127% 8°39 4209 |
Uterine Inertia(®xcl.Caes.Sec.) 44'4ﬁ 8°3% 7*0% (
Presentalion.
Occipito-anterior 30" 8% 91+74% 89° 54 L
Occipito-posterior 61°67 834 8+0¢/ |
Breech. 7°7% 040 1454 |
Other, 0°0% 0°0% 1+09 |
Delivery. }
Spontaneous 2504 50207 79°5% :
Forceps (Low 7-7% 25404 345
(Mid 3854 25+0% 7-0%
Caesarean Section, 3089 0-09 2:09
Av.duration of Lsbour, 31-8hrs 23<3hrs 178hrs
Maternal Morbidity. B 5% 16°6¢ 12°54
Maternal Mortality. 0+0% 0+07 0-0%
Foetal Mortality. 2319 0-07 7+0%
1
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pubic arch was considered normal in configuration if two fingers side by
side and pressing forwards, were sccommodated by the arch, Similarly, the
sacro-spinous ligaments were palpated with two fingers pressing postero=-
laterally in the vagina, and were recorded as normal if two fingers could
be 1laid over the ligsments without overlapping‘either the ischial spines or
the sacrum, No account has been taken of uterine inertisa or of any other
feature not recognisable during the ante-natal period,

A comparative study of dystrophic and eutrophic groups of casss has
been recorded at Teble 8, where a series of five hundred consecutive
primigrevidee of all ages has again been used as a control,

It will be observed that the incidence of all the complications
attributed to the elderly primigravica is higher in the dystrophic group,
in some instances very much higher, Between the eutrophic and the control
groups, the disparity in the figures is very much less, and somstimes is
very small indeed. Thus the eutrophic group is relatively little more liable
to complications than the average woman of the younger age-groups, but the
dystrophic must cerry the burden of almost all the complications so often
described as features of recorded series of slderly primigravidae,

Whilst it would be dangerous to draw conclusions from such a small
gseries of dases, none the less the figures are very suggestive., Accordingly
it was decided to undertske 2 further investigation to ensbls an anslysis
to be made of a larger number of cases, and it wes primarily with this end
in view that the Liverpool series was studied.

Forty cases were found in the Liverpool series where the diagnosis




TABLE 9, FORTY CASES OF THE DYSTOCIA DYSTROPHIA SYNDROMS IN ELDERLY PRIMIGRAVIDAR,

(LIVERPOOL SERTES) Ayl
' : (yrs
No. |[Duration of Other Type of |TFeatures of | Presentation| Onset of | Remarks,
Sterility(yrs)] Features.|Pslvis pregnancy. |& position., | Labour, - -
1 16 1 mise, |? Normal,| - V.R.0.P, Prem, B |12
2 14 - Male - V.R.0.A, Post, L. | 10
Ve 12 - Male = V.L.0,A. = ! 7
4, 2 § 1 misc. Justo- Genitzl
D & C.1939minor; - V.R.0.A. - Hypoplasif® | ~
Se 17 - Justo=- Toxasmia, Vi Lo A, Prem, |
minor, 9
6, 5 - male - V.R.0.A, - i S
Te 15 Fibroids, {Male - Breech LSA, Prem , 9
8. 11 = Mele = V.R.0.A, Prem
9. 4= - Male Toxeemia, Breech RSA, - 2
A o 1] Short, Justo- - V.R.0.A, Prem 3 5
Obese, minor,
11 |8 - Male Toxsemia V.R.0.4, Prem ! .
3 |- e B G T511/Broad|?Normal , - V.R.0.A, -
13. | 10 - Mele - v.L.0.A, - . | -
4. | 10 - Sacral- | Plaec, Breech ,RSA, Prem, 3
isation,| Praevisa, °
LeDa
e 12
15, 11 = Normal . - VL0 Py -
165§ 4 = Mele = V.L.0.P, = ! 5
17 15 - Male Intra- V.R.O.A, Post F 19
Uterine i
death,
10
18, | 9 Menst.l/28 ?Normal J = vV,L,0,.A, *
irreg,




ABLE 9, (Cont'd.)
e o, Duration Other Type of Features of Prgéentaiggn Onset of
of Sterility. features. Pelvis, pregnancy. & position, Labour, Remarks,
(yrs) L.
1orks,
9 = = Male - Vol QLA . Prem,
0 . 1:2 Fibroids Male Toxaemisa, Breech RSA, Prem,
n. | 10 Hirsuties| ? Normal | Acc, V.L.O.A, Prem,
2 Misc., | ' Haemorrhage
|
b, | 7 & | Male - V.L.0.A,
|
el B0 | - Obesity. | Male - V.R.0.A, Post
poplasiy 2 Misc,
4 9 Dyspar Male = V.R.0.A,
eunisa,
e | 11 = ? Normal = V.R.0.A, Prem}
b | 7 Several ? Normal | Toxaemia Breech RSA Prem}
miscs,
J - Short, Male = VRO .A, Post }
obese
8 = Obesityr+ | Male = V.R.C.A, -
9 = Short, Male Intra~- V.L.,0.A, Post }
obese uterine
death,
0. - Short Male & Breech LSA.
obese
L, 3 D & ©.1943 Male High head | V.L.0,P. =" {{ 2Genitsl
at term (
( Hypoplasisa
P, 12 D & C.1942 Malse High head | V.L.,0.A, Post | (
at term
34 5 Fibroids | Male - V.R.0.P. "
4, 19 = High ass—-| High heau | V.R.0.FP, =
imilation| at Term
D 10 Obesity++ | Too fat High head | V.L.0.P, Post.
at Term
Conttd..;




TABLE 9, Cont'd.

No.| Duration of Other Type of | Features of Presentation | Onset of Remsrks,|
Sterility.| Features. |Pelvis, pregnancy. & position, Labour,
yrs.
? Genital
36 | 6 D & C.1942 |? Nomsl - V.L.0.A, Hypoplasi|
o s - Male o vV.L.0.F. Post.
38.| 11 Fibroids | Msle Toxaemis V.L.,0.A, i3
|
39.| 14 Misc.1938 | Male - V.. R.0.P. =
40,1 11 Menst.irreg, ? Normal| Toxaemisa V.RO.A, =
|
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of dystocia-dystrophia syndrome seemed reasonably certsin. These are shown
at Table 9, which records the features in each case which determined the
diagnosis. In each of the selected cases several features of the syndrome
were present, but in many other cases the diagnosis was doubtful, although
the presence of one or two menifestations of the syndrome was suggestiva.

In the latter group, details such as menstrual history, duration of sterility
etc., had not been recorded, and as the disgnosis could not be made with
certainty these were omitted from Table 9.

The pelvis has been classed as "?normal" in those cases in Table 9
where outlet messurements are lacking but where other features of the syndrome
and the subsequent course of labour lead one to believe that there may have
been some outlet contraction. In consequence, the figure shown in Table 10
of 75% + for contracted pelvis indicates 75% without the inclusion of any
case in which there is doubt, In this connection it is important to note
that the contraction founa in cases of the syndrome is rarely severs, anda that
the commonest finding is a slight deformity of ths pubic arch, with a consequent
diminution of the outlet and espscially of the forepelvis, Whilst this may
be so slight as to escape notice, since inlet measurements are usually
satisfactory, none the less it assumes & very considerable significance in
the elderly primigravida in view of the loss of mobility of the pelvic joints
snd consequent lack of such minor degrees of pelvic adaptation asg might be
found in younger women (Millerl})

The forty dystrophic cases sghown in Table 9 have besn furtner snalysed

and compared with the whole Liverpool series at Table 10,



TABLE 10, DYSTROPHIC GROUP (LIVERPOOL) COMPARED WITH ALL ELDERLY PRIMTGRAVIDAE,

DYSTROPHIC, ALL CASES. X
Toxaemia 209 | 22°594
Pelvic Contraction 757; 3 35’6%
Placenta Prsevia, 2459 174
Fibroids 10.0% 10°319
Premature Lebour (excluding elective 22°59 3484
Caesarean section)
Postmaturity 204 9+13%
Uterine Inertia 27°5% 964
Presentation,
Occipito-Anterior 6259 75%
Occipito-Posterior 22 ~5% 12 05:33’
Breech 15+0% 11e 3
Other. 0°0% 1*29
Delivery
Sponta.ne;)us . 31°5% 46637
Forceps. 25+0% 21867
Caesaresn Section, & fies) 27°17%
Aversgze duration of Labour 30 hrs.25 mins, 20 hrs, |
Maternal Morbidity. 22+5¢ 1274 |
|
Maternal Mortality. 2°5% 1-29
Foetal Mortality‘ 71+5% 9«61%
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As noted above, pelvic contraction is extremely common in the
dystrophic cases included in the table, and is at least twice as frequent
ag in the whols series, The incidaence of toxaemia and fibroids is much
the same in both groups,as is that of "untimely" labour, but the inertia
rate is three times as great in the dystrophic group. Occipito=-posterior
positions are almost twice as frequent and there is a slight increase in
the incidence of breech presentation. The forcepes rate is greater and
the frequency of Caesarean section increased by one-third in the dystrophic
group., Labour lasted on an sverage fifty per cent longer in those dystrophie
cases which were delivered vaginally, In five cases also, Caesarean section
wes carriea out as 2 secondary measure after labour had lasted on the aversge
45 hrs, 40 mins. The figure for foetal mortality is about the same in the
two groups, but would doubtless have becn higher in the dystrophic were it not
for the considerable increase in operative intervention, and sspecially in
elective Cassarean section which wes carried out in one case in every four,
Both maternal morbidity and mortality ere =2lmost doubled in the dystrophic
series.

Whilst these figures are less striking than those shown in Table 8
referring to my personal cases, it should be remembersd that Table 8 compares
dystrophic and eutrophic groups, whereas Table 10 compares the dystrophic
cases with = total series which doubtless includes a high proportion of
dystrophics. Were details available to enable a complete allocation of the
Liverpool cases to dystrophic or emtrophic groups, doubtless the figures

would be as sharply contrasted as in Table 8, [Even as it stands, however,



LA .P&g‘e 31.-0

Table 10 does indicate that dystoecias can to a large extent be foreseen,
and that in fact it is, as the very high incidence of Cassarean sections,

of which two thirds were elective, bears witness.
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4, Pactors of importance in the prognosie of dystocia and their

relationship to the dystocia-dystrophia syndrome,

(a) Long sterility.

In trying to sssess the type of patient in whom dystocia is to be
anticipated, various iuthors have stressed the importance of long sterility
(Graenhilifo Cornell4 ) Meyer4 propounded the theory that primiparse
who marry early and conceive late have more difficulty than those who
marry late and conceive early, and Herring? emphasises that genital
hypoplasia results in relative sterility and, in the event of pregnancy,
inertia and dystocia due to underdevelopment.,

"For many years I have.taught students that they will have the same
ease or difficulty whethsr the patient be fifteen or forty-five years. The
bony structure is fixed by the time the young woman enters the child-bearing
period," This doctrine of Holmes29 is dangerous, since slthough it is true
as far as it goes, it completely loses sight of the fact so excellently
expressed by Jaroachk55, "The difficulty in the majority of cases of elderly
primigravidae is not due to age st all but to the inclusion in this group
of women who marry late becsuse of obvious physical defects, or who conceive
late because of genitsl hypoplasia". Further, Schulze has pointed out that
dystocia is due to complicating factors rather than to age.

The factor of prolongsd sterility appeared to play its part in both
series examined in this review, Thus, in my personal casee, the aversge

duration of marriage before conception in the dystrophic group was 9«5 years,

and in the entrophic 5:0 years. In the Liverpool ssries figures are not



TABLE 11, THE EFFECT OF STERILITY ON PREGNANCY IN ELDERLY PRIMIGRAVIDAE,

Easy Labour.

Dystocia,

Pelvic Deformity.

Inertia,

Forceps delivery,

Cassarean Section,
Spontaneous Delivery,
Average Duration of Labour.
Puerperal Morbidity.
Maternal Mortality.

Foetal Mortslity.

Group A.

14 hrs, 30 mins.
5+0%
Nil

5+0%

Group B,

»%
459
24 hrs, 35 mins,
207,
Nil

157

Group A.comprises twenty cases married less than two yesrs;

Group B.twenty casos married ten years or overs
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usually available, but the average in the uystrophic group was 10+5 years.

In my own series, contrsception was practised regularly in only one
case, a msmber of the eutrophic group who was delivered six years after merrisge,
but only two yecars alter she cessed these precautions, 1In seven other cases,
four eutrophic anu thres dystrophic, contraception had been practised
occagionally during the first yeasr of marriasge but not subsequently. No
fijures are available for the Liverpool series,

Table 11 shows two groups each of twenity cases selected from the
Liverpool sseries, Group A.married less than two years, sna Group B. sterile
for ten ysars or more, The table, although the numbers sre regrettably smsall,
confirms the incressea liability to dystocia in the long-sterils, In this
zroup ghort essy labours do occur, but they are only one-third as frequent
as in the recently-married. That Group A, howevsr, is not strictly comparable
to the "eutocic" group is shown by the relatively high incidence of pslvic
contraction and of operative delivery,

(b! Build and Ceneral Appearance.

In both my personsl cases and the Liverpool series, the build of the

patient has dem=snded consideration, and it is interesting to note that in
5
1926 Jaroschka described two types of elderly primigravida in whom inertisa
and difiicult lsbour were particularly likely to occcur. These were described
ae follows.
1., Markedly obese with short thick neck, short fat thighs, sparse
pubic hair and large breasts with little parenchymsa,

2. Asthenic, with delicate bomnes, pale colouring, poor nutrition and

poor musculature,
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These are more or less the characters reespectively of the
secondary (pituitary! ana primary (ovarisn) hypogonadic types described

9

by Mazer and Israsls and the association in esch case with some basic
endocrine f=ault seems obvious. The second of Jarosohka?s types as

deseribud shove is in my experience rare amongst slderly primigravidae,

but the firgt type corrssponds broadly to the build of women of the
dystocia-dystrophia syndrome. Of my personsl cages, seven of the thirteen
dystrophice were of this build, The remasinder (describec as "Tall snd Broad"
in Taole 7) were less obviously obese; =lthough bulky, their weight was
better aistributed, None the less, this type oi build is considersd to be

a masculine feature ("ssrzeant-major" type) and these women are included in
the syndrome, Schulze describeu the short obese type in 12'5% of her cases
as showing evidence ol enaocrine dyscrasia, and records a high incidence
amonzst them of dystocia, In the Liverpool series, case records rarely
indicate the build of the patient,but saven of the dystrcphic cases are

describea as obese, and one ss tall and broad.

(c) Pelvie Deiommity.

The presence of pelvic deformity ususlly of the male or "funnel" tyrpe
has been described as a feature of the dystocia-dystrophia syndrome, and in
both series has been establishea as present in almost all cases classed as
dystrophic, By contrast, in the totel series of elderly primigravidae,
whilst the proportion of contracted pelves was high, there was a large

proportion of normal pelves,
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It will be noted in Table 9 that the pelvic deformity seen is
almost always ol the mele typs, but that in three cases justo-minor pelves
have besn recorded, De Lee has noted that the pelvis may be of the justo-
minor type in the dystocia-dystrophis synarome, In a further two cases
sacralisation and high assimillation pelvis have been present. Obstetrically
these pelves correspond closely to the "funnel" type, and csll for much the
same management,

There is clearly a need for further radiological research into the
question of how far the so-calleu "male" pelvis is a characteristic of the
dystocie-aystrophia syndrome, It is recognised that the androia pelvis of
Caldw=ll, Moloy & d’ﬂaop027 is not necessarily found in the syndrome and
occurs frequently in eutmwphic women. Limitations imposad by the war have
preventsd a full examination of this question and therefore, in the absence
of exact radiclogical data, it has been necessary to rely on the clinical

diagnosis of the mals pelvis.

(d)Untimely termination of prezmancy.

By this term I mean previous abortion, premature onset of labour and
post-maturity. Previous abortion had occurred in six of the dystrophic
cases of the Liverpool series (15%). These have been classed as primigravidse
although perhaps more correctly they should hsave heen termed primiparae,
Both premature and post-mature onset of labour were frequent in both series;
here is an important factor in fosetal mortality both in respect of the neo-natsl
death of the premature, ana the intra-uterine death asttributed to placental

senescence in the post-mature babies. This demands particular care in the
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last weeks of pregnancy that no extrinsic trsums or other fsctor be allowed,
to unbalance the already somewhat unsteble pregnancy, and algo inaicates
active measurements in those cases where labour coes not ensue at term.

(s) Malpressntation and Malposition,

Malpreeentation and malposition are notably more common in the
dystrophic groups, and this is what is to be expected in view of the high
incidence of pelvic defomity, Table 9 records "high head at term" in
four of the dystrophic cases (10ﬁ+. Tew & Kudar9 hav= described this as
a danger signal, and note that dystocia is particularly common when this
finaing is present at the onset of labour,

With regarda to mild or uoubgful disproportion which may be present
in thes=2 cases, Duncen and Gihsonl recommend that trial labour should
never be unaertaken after thirty-rive years ot sge, These authors also
consiaer that breech presentation, regardiless of the pelvic finaings, is
beat dealt with by Cacsarean soction. This opinion is echoed by Rackar24
who records = maternal mortality of 3¢125% and a foetal of 33+5% in his
series delivered vaginally, whilst in his cases delivered by Caesarean
section all the children survived. In both the pressnt series, all breech
presentations occurring in the dystrophic group were dslivered by Caesarean

gection,

(f) Familial Dystocia,

No details as to familial dystocia were obtained in the Liverpool
series, and in view of the associated sterility this is never likely to be

a prominent factor, as we have slready seen. Amongst my personal series,
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however, I founa one case in the uystrophic group whose sister had been

delivered by Ceesarean section in her first pregnancy at the age of forty.

This woman had been married at the aze of twenty-eight and, like her sister

haa the hirsuties and the masculine build of the aystrophic group, which,
50

as Malpashcnotca, suggest the possibility of a pelvic malformation, In two

other cases ol the dystrophic group, sisters had been married for eight

and twelve years respectively, without the occurrence of pregnancy.

(g) Uterine Inertia.

This is less a prognostic factor than a feature, possibly the most
important single feature, of dystocia, Inertis has been noted as a
characteristic of the aystocia-dystrophia syndrome, and =28 a common feature
of all series of slderly pririgravidae. 1In the dystrophic groups, however,
the incidence of this complication has been much higher than in the eutrophic
and total series. Schulzs/haa notec that "the quality of the uterine
contractions is of paramount importsnce" and this is really the factor in
dystocia so difficult to predict, A consideration of whether or not the
patient ghows other Ifsatures oi the dystocia-dystrophia synarome may aid

16
prognosis, here, as is suggested by the statement of Duncan & Gibson

thet "Sterility following merriage had a direct bearing on inertia particularly

as had also a history of late menarche ana menstrual irregularity". 1In the

prognosis of dystocia, we must attempt to foreseeinertia; when labour has

already begun, the presence of inertia together with the other factors considered

in this section indicates with even more certainty that severe difficulty is

likely to arise.
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5. The practical application of the above findings in relation to prognosis

and treatment.

A study of two groups of elderly primigrevidse, one a small series
of twenty-five personal casee and the other a series of four hundred and
sixteen cases delivered in the Liverpool Maternity Hospital during the years
1939-43, has leu to tne conclusion that the most hopeful avenue of approach
to the problem of maternal and foetal mortality is by the recognition of
charscteristics to be observed before the onset of labour which indicsate the
probability of aystocia. Thie has been previously stressed by Schulze?
McMann and others, A consiaerstion of the special complications which
affect primigravidae of these upper—-age groups has shown the close
relationship between these and the features of the dystocia-dystrophia
syndrome, Although ae Leeb describes elaerly primiparity as a feature of
the syndrome, Nilliams?has shown thst it msy be seen in all age-groups, and
in fact only one-seventh of his cases were over thirty-five years of age.

The conception of the aystocia—aystrophia synarome as an expression
of pituitary dysfunction has been put forward by Danielsjs, and this appears
to be confirmed by clinicel finaings. The syndrome may be defined as the
end-results of an incomplete development of feminine characteristics, with
a resultant tendency towards mesculinity in the secondary sex characteristics
(pelvis, build, hirsuties, etc,,) anc a ;aficiansy in the purely feminine
features which normally lead to success in the reproductive function, This

deficiency leads to sterility, complicated pregnancy snd dystocis, with an

abnormally high maternal and foetal mortality, Williama7 has pointed out
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that the group is much mors common than is generally rescognised.

For many yesrs writers have remarkea on the ease ana rapidity of lsbour
in certain elderly primigravidee, and yet they have recorded a2 high incidence
of complications at all etages of pregnancy and lsbour in the group as s whole.
In this review I have tried to aivide the patients into two groups, the first,
the dystrophic, showing the featuree of the aystocis=—dystrophis syndromes znd
the second, the eutrophic, showing a normal gynsecological history and normsl
development of feminine characters,

Jomparison of the two zroups in my smell personsl series has shown
them to be about equal in size, but that the incidence of all complicstions
is enormously bhigher in the dystrophic group (Table 8.) The sutrophic group
includes women whose pregmancies followsu closely upon marriasge, in whom
labour was rapid and essy ana mortality, both maternal and foetal, low.

This is the type of woman who has caused varicus suthors to question the snxiety
with which most ovbstetricians regard the elderly primigravida; in this group,
indeed, there is no more reason for apprehsnsion than with normal primicravidae
of all ages, as is shown by the close similarity betwesn the eutrophic ana
control group figures in Teble 8, The high inciaence of complications amongst
women of the upper age-groups is aue to the inclusion in these groups of a

high proportion or women of the dystrophic type. It is in these cases thsat
special care is necessary in the intersests of both mother and child, especially
as thess aystrophic women, much more than the eutrophic, have little chance of
a future pregnancy.

The most important factors in the production of dystocia in these



+.Page 40..

dystrophic women are the so frequent uterine inertia, and the male type of
pelvic deformity with its aesociagad cutlet contreaction. It is interesting
at this stage to note that Halpaawo has stressed the =association of the
develomment of the pelvis with that of the whole secondary sex apparatus.
Hiller'sll observation of impaired mobility of the pelvic joints in elderly
primigraviuse suggests that even the slightest departure from the normal
should be rerardeu as gignificant in these pstients, since they cannot
achieve the minor cegrees of compensation from pelvic movementes as can
younger women,

While my personal cases are so few that it would be dangerous to
draw conclusions from them alone, the figures are in themselves, very striking
Accoraingly, the larger Liverpool series has been studiea, and forty cases
found where the uiagnosis of aystocia-aystrophia syndrome appears clear. In
many other cases, because of lack of information, the diagnosis was doubtful.
but again a comparative snalysis revealed that the dystrophic cases incurrea
an inordinate proportion of' the risks anda complications found in the whole seriss,

The practical application of these findings is in the accurate prognosis
of the nature of the labour, ana the selection at an early stage in =ach csase
of the appropriate treatment., The single characteristic of labour most
difficult to foreseec is the nature and efficiency of the uterine contractions,
and the character of these may make =ll the diffs;ence in borderline cases

betwe:n essy and difficult labour, The extremely high incidence of inertia

in the dyetrophic group has alresdy been noted, and we have here an important

ruide to prognosis.
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It has already been observed that in elderly primigrevidae, 2s in
all other groups, in a proportion of csses the indications for Caesarean
aection are clear-cut, When these have been excluded, there remains the
great majority of eldsrly primigravidae, in each of whom the question of
whether or not she ghould have vazinal delivery, must arise, The
overwhelmin, consensus of opinion at the present Cay is in favour of routine
hospitalisaticn of primigravidae, and few will deny that this is more than
ever necessary in the older woman, In consequence, there is always a
tendency to sllow labour to proceed, anu in some cases to drag on, in the
knowledgze that facilitiees will be svailable ior late Caesaresn section
gshould the need arige,without undue risk to the mother. The outlook for
the child, however, in cases dealt with in this way, is poor, and foetal
mortelity is often unnecsssarily high, either wnere sn ill-advisea vaginal
delivery or a too-late Caesarean section has been unaertzken, The uire
significance of the loss of the child in these cases need not be stressed.
Qur aim must therefore be to assure the safety of the child, especially
where, as seems possible, this can be achieved without the imposition of
an even slightly increased risk to the mother, particularly in cases where
there has been long sterility.

Tt has boen shown that the aiagnosis of the dystocia-dystrophia
gynarome can be made bsfore, the onset of labour, and where this is found
then the use of elective Caesarean section must be considered. The dangers
of inauetion,especially oi surgical induction, in the dystocia—-dystrophia

syndrome hsve besn pointec out by Willisms , and need not be further stressed.
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Elective Caesarean section is likely to zive the beet rssults for both
mother and child, since ths operstive mortality under modern conditions
is certeinly less than 1'0% (Racker24i ana this is Jless than the average
mortality recorcdeu in all recent series of elderly primigravidse, Various

.
writers (v.Krehninger-Guggenberger & Leutsmmeyer, Bromberg and Brzezinskihjl
have opposed the use o1l Caesarean section ana have recorded high mortality
rates in cases so trested, but there is little doubt that this is due to
their reserving Caesarean section for use as a desperate measure '"when a
garious complication is associated with the age factor", As regards the
chila, the association with prolonged labour of a considerable proportion of
the foetzl ueaths has been noted in the prescent seriee as well as many others,
and the removal of thie danger to the child must result in a reduction in the
foetal mortality.

It may be objectea that certain cases, even although showing definite
features 01 the uystocia-uystrophia syndrome, have comparatively rapid and
easy labours. This type of labour, however, although common in the sutrophic
group, is rare amongst the uysirophic, and it is surely better to achieve a
lower msternal and foetal mortality by the free use of elsctivs Caesarean,
even at the cost of an occasional unnecessary operation, than to be faced at
a later stage of labour with the perils of procrastination as pointed out by
Falls,

In dealing with the remaining cases, the eutrophic elderly primigravidae

20

who shows no "eviaence of sexual mingling", (Malpas, ) treatment should be based

upon the same considerations as in younger women. Here we may look for a high
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proportion of normal easy and rapid lsbours, snd a low mortality. both

maternal and foetal,

To sum up, it should be poseible by ante-natal care to allocate esch

' elderly primigravida either to the dystrophic or the eutrophic group, The

best results for both mother and chila in the former group will be obtained
by the perlormance or Jaesarean section as an elective operation, whilst the

eutrophic group may be treated expectantly on the same basis as primigravidse

of any age-group.
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Two series oI primigrsviaae of over 35 years of age,

one of twenty-five and the other of four hundrea and
sixteen cases, have been analysed and compared with
control groups of all ages.

A high incidence of complications which correspond to

the features of the dystocia-dystrophia syndrome hsag

been noted in both series,

Fifty-three cesses of ths dystocia-aystrophia syndrome

are selected from the two series of elderly primigravidse,
and these dystrophic cases are shown to have a much
higher incidence of complications and a higher mortality
than the remaining "sutrophic" cases.

The way to lower foetal and maternal mortality in elderly
primigraviaae is by accurate prognosis of the type of
labour and the institution of the appreopriaste treatment,
This can be based upon the allocation of aachhcase either
to "dyetrophie" or "eutrophice" groups.

A plea is mage for the tree use of elective Caesarean
section in the dystrophic grouvp, whilst expectant treatment

is more appropriately reserved for the eutrophic.
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