Comment & Controversy

“TRANSFER TO THE HOSPITAL
FOR WOMEN PLANNING A
HOME BIRTH: A HIGH-RISK
OBSTETRICS PROBLEM”
ROBERT L. BARBIERI, MD
(EDITORIAL; AUGUST 2014)

Uterus ruptures at home

A woman (G4P3) had undergone two
cesarean deliveries followed by suc-
cessful vaginal birth after cesarean
(VBAC) in hospital. During her sec-
ond trimester, the patient decided,
against the advice of her ObGyn,
to have a home delivery. Her mid-
wife was present when, after several
hours, the mother felt a sudden sharp
pain. When the midwife detected
fetal heart-rate tones of 60-70 bpm,
she called 911. The patient was
transported to the labor and deliv-
ery (L&D) unit where I was the in-
house ObGyn on call for unattached
patients.

In triage, the baby’s heart rate
was in the 60-bpm range. I found no
presenting part of the fetus on vaginal
examination; the patient had a surgi-
cal abdomen on palpation. She was
immediately taken for an emergency
cesarean delivery. We found the baby
halfway out of a uterine rupture. The
placenta was still partially attached
to the fundus.

The baby’s blood gases were too
low to register on the machine. She
was resuscitated, but still had no
suck or gag reflex when discharged
from the neonatal intensive care unit
(NICU), with minimal brainstem
function.

The mother didn’t require blood
products because the rupture was
barely bleeding. The uterine rupture
occurred over the entire scar area
from previous cesarean deliveries.
The mother was in our hospital for
a total of 14 minutes before delivery
occurred.
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I have no collaborative agree-
ment with any midwife for accepting
their failed home birth attempts.

Kevin Fulford, MD
San Diego, California

A horrible experience with an
unlicensed birth attendant
The worst experience I've had in over
20 years as an ObGyn occurred at
a small community hospital with a
very popular collaborative certified
nurse midwife (CNM)/MD practice.
Despite our low cesarean delivery
rates and well-loved CNMs, some
women still seek out unlicensed birth
attendants for home delivery.

I was called in to see a 17-year-
old mother (G1P0) brought to the
hospital by her parents after being in
labor for 3 days. The “notes” from the
birth attendant consisted of 3 prena-
tal visits and a one-paragraph labor
note that did not include any vital
signs or fetal heart tones (FHTs), only
a comment that the patient could
feel the baby move. The patient had
spontaneous rupture of membranes
on the first day of labor, onset of
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contractions on day 2, and had her
only vaginal examination on day 3
(approximately 12 hours before arriv-
ing at our unit), when it was noted
that she was “complete.”

There were no FHTs on admis-
sion to our hospital. The patient
exuded an extremely foul odor, had
normal vital signs, and 2.5 liters of
urine in her bladder. Her white blood
count, blood urea nitrogen, creati-
nine, and liver function levels were
elevated. The patient was given an
epidural. When vacuum extraction
was unsuccessful, I placed low for-
ceps. The baby was in the posterior
position and I encountered severe
shoulder dystocia. I was ultimately
able to deliver the posterior arm.
The baby weighed 9 1b 4 oz. Postpar-
tum, the mother was hospitalized for
5 days with high fever, elevated blood
pressure, and prolonged urinary
retention.

We learned that the unlicensed
birth attendant had been a certified
professional midwife (CPM) in Ore-
gon and had voluntarily surrendered
her license due to a very similar case
10 to 15 years earlier. Because of the
lack of appropriate laws govern-
ing unlicensed birth attendants in
Hawaii, we could not pursue this. The
police could not take action because
the parents did not press charges.
Fortunately, the patient has no mem-
ory of the delivery and still has her
uterus.

Patricia A. Gunter, MD
Kameula, Hawaii

A perfect candidate

for home birth?

In my last call as a resident, a patient
arrived at L&D after arrest of labor
at 5 cm for many hours. The patient
was a G1PO at term with twins and
the presenting twin was in a known
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breech presentation. The patient
quickly agreed to a cesarean delivery
and has two healthy babies.

Iwill never forget the patient’s lay
midwife telling me that the mother
was the “perfect candidate for a
home birth” She seemed so disap-
pointed by the patient’s decision to
head to the hospital. It made for a
memorable last night as a resident!

Erinn Hoekstra, MD
Grand Rapids, Michigan

Why women choose
out-of-hospital birth

As a Board-Certified ObGyn who
attends women at home, at a birth-
ing center, and in hospital, I find
this article lacking in two ways: why
women choose out-of-hospital birth
and why maternal outcomes at home
are never discussed.

Women choose out-of-hospital
birth because they are refused mean-
ingful decision making in their labor
and birth processes. They are refused
VBAGCs, vaginal delivery of breech
presentations, food and drink, and
are forced to accept continuous elec-
tronic fetal monitoring (EFM), to
name but a few. They also choose to
stay away from the hospital because
of the cascade of unscientific inter-
ventions that lead to unnecessary
cesarean deliveries.

Noted in the article are neona-
tal outcomes, but not maternal out-
comes, which are universally better
outside the hospital. Fewer than 2% of
women birth at home. Therefore, they
can’t be responsible for the skyrocket-
ing maternal mortality rate, the ever-
increasing induction and cesarean
deliveryrates, and attendant accretas,
etc. We have reached the point that
Semmelweiss noted in Vienna in the
1800s: women who deliver outside
the hospital are less likely to die than
those who deliver inside.

So much hand-wringing over the
few who stay away from the hospital
rather than reforming the practice
of obstetrics to make it safer for the
majority of women who go to hospital.

Katharine Morrison, MD
The Birthing Center of Buffalo
Buffalo, New York

» Dr. Barbieri responds

I appreciate the perspectives and case
histories provided by Drs. Fulford,
Gunter, and Hoekstra. As these case
reports indicate, home birth can be
dangerous for both the newborn and
mother. Drs. Fulford, Gunter, Hoek-
stra, and I agree with the American
College of Obstetricians and Gyne-
cologists (ACOG) and the American
Academy of Pediatrics (AAP) that
pregnant women should deliver at
certified birth centers or hospital-
based obstetrics units in order to
optimize outcomes for newborns and
mothers.

Dr. Morrison supports the ACOG
and AAP conclusion that women have
a right to exercise their autonomy and
choose a planned home birth. I know
that all clinicians are deeply dedi-
cated to continually advancing the
quality of care we provide to pregnant
women, regardless of their perspec-
tives on home birth.

“TRANSFORMING VAGINAL
HYSTERECTOMY: 7 SOLUTIONS
TO THE MOST DAUNTING
CHALLENGES”

ROSANNE M. KHO, MD
(SURGICAL TECHNIQUES; AUGUST 2014)

Additional tips

for vaginal hysterectomy

I concur with Dr. Kho’s recommen-
dations regarding vaginal hysterec-
tomy. Having been in practice for
32 years, I have performed more
than 2,000 vaginal hysterectomies
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and it continues to be my preferred
method.

As a volunteer faculty member
in the benign gynecology division of
a medical school, I am dismayed at
the lack of adequate training gyne-
cologists have received upon gradua-
tion—admittedly, some because they
choose something else or will per-
form only laparoscopic surgery.

Here are a few tips that I use to
improve my success:

o place indigo carmine in the bladder
before starting the case

e inject the vaginal mucosa with
vasopressin in saline solution to
decrease bleeding

o wear a headlamp like vascular sur-
geons use

e use an electrical sealer (Ligasure
Vessel Sealing Generator, Covidien)
to reduce knot tying.

I developed what I call a “baby-
lap” that is one-third the size of a
regular laparotomy that can be used
to push the bowel and other organs
away to gain better visualization
while removing the ovaries and per-
forming a McCall culdoplasty.

I tell residents not to miss these
vaginal hysterectomy cases instead
of attending lectures, but some-
times it falls in deaf ears. I consider
it my moral obligation to pass on this
expertise to young gynecologists for
the betterment of future generations.

Richard Nuila-Crouse, MD
Houston Texas

Why does vaginal
hysterectomy have to be
so complicated?
Adding more technology to a for-
merly straightforward procedure
causes additional problems for most
vaginal hysterectomies. I am a pro-
ponent of the “KISS” (Keep It Simple,
Stupid) philosophy!

I don’t agree with several points
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that Dr. Kho presents in her article
and video:

o The Magrina-Bookwalter Retractor
as used decreases exposure. On the
video, Dr. Kho could not even get
her small fingers into the vagina.
Positioning the surgeon in the
upright position (not sitting) makes
it much easier to perform the pro-
cedure, and aids the assistants.

Use a headlamp for a better lighting
source. A properly fixed overhead
lamp can also provide excellent
light to the operative field.

In well over 550 vaginal hysterec-
tomies, I never had to enlarge the
introitus with an incision. What
were Dr. Kho’s complications by
doing so? Has she ever entered the
rectal area with this incision?

In the video, Dr. Kho used a cautery,
something that used to be unheard
of due to its associated complica-
tions. What complications has she
had by using it?

New technology has not
improved the technique of perform-
ing a vaginal hysterectomy. Why
make this procedure so complicated
when, inreality, itis a simple, straight-
forward surgical procedure that can
usually be performed in less than
60 minutes.

Rudi Ansbacher, MD, MS

Professor Emeritus of Obstetrics

and Gynecology

University of Michigan Health System
Ann Arbor, Michigan

» Dr. Kho responds
I appreciate the comments of
Dr. Nuila-Crouse and Dr. Ansbacher.
The “baby-lap” that Dr. Nuila-
Crouse describes sounds very simi-
lar to the vaginal packing 1 use,
manufactured by Dukal Corpora-
tion. It is an 8-ply, 4” x 46” packing
that greatly facilitates the case, par-
ticularly with the adnexectomy and
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I have not had any complications
associated with the use of this relax-
ing incision.

“PREVENTING POSTOPERATIVE
NEUROPATHIES: PATIENT
POSITIONING FOR MINIMALLY
INVASIVE PROCEDURES”
TIFFANY JACKSON, MD; BICH-VAN
TRAN, MD; ARNOLD ADVINCULA, MD;
KAREN WIERCINSKI, RN, BSN; JULIO
LOPEZ (VIDEO; SEPTEMBER 2014)
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placement of the sutures on the utero-
sacral ligaments to support the vagi-
nal apex.

As I mentioned in the article,
it is time that we update our tech-
niques and incorporate available
surgical innovation and devices to
facilitate the vaginal procedure and
prevent its continued decline. The
use of the Magrina-Bookwalter vag-
inal retractor system eliminates the
need for two bedside assistants. The
self-retracting blades are also signif-
icantly narrower than the weighted
speculum and deaver retractors tra-
ditionally used.

In addition, electro-energy has
been available in laparoscopy for
more than 20 years. The same prin-
ciples are applied in the vaginal ap-
proach to prevent risks associated
with the use of energy.

In addition to the use of the
vessel-sealing device for hemostasis, 1
described the use of electrocautery to
create a superficial relaxing incision
in the mucosa of the distal posterior
vagina. This incision is no more than
2-3 mm deep and does not disrupt
the levator ani, much less the rectum.

Suggestions to boost safety
The patient positioning for minimally
invasive procedures demonstrated
in Dr. Advincula’s video has worked
well for me. However, I would like to
offer a few additional maneuvers to
increase safety:

o Preoperatively, tell the patient that
she will have received intravenous
(IV) medication to relieve anxiety
before entering the operating room.
Explain that she will be placed in
stirrups and covered.

¢ Once the patient is in stirrups, ask
if she is comfortable before she
receives general anesthesia. This
helps to identify pressure points on
the lower back.

o Undo the snaps/buttons at the top
of the hospital gown and remove
the gown from beneath the shoul-
ders to help prevent pressure points
on the shoulder girdle.
Before wrapping and tucking the
arms, cut off any plastic clips that
control flow from the IV line at
the wrist or forearm; the clips are
not needed and could potentially
cause pressure point injury. Also
place a piece of gauze between the
arm and IV connections to prevent
pressure point injury.

o Prevent calf pressure by placing the
heel against the back of the stirrup
foot-piece.

Ray Wertheim, MD
Fairfax, Virginia
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