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Introduction

Obstetric procedures have a long history. Internal
podalic version has been performed from the times of
Hippocrates, and obstetric forceps have been in use
since the 1600s. In the past, obstetric procedures were
commonly practiced, because obstetricians were highly
skilled in them and cesarean section (c-section) was
neither as popular nor as safe as it is today. There has
been an alarming increase in c-section rates, especially
in developed countries, with a gradual loss of obstetric
skills, as the c-section has become an easy answer to
most obstetric problems. This trend towards a high 
c-section rate, with its consequences, can now be seen
in the third world. An international campaign was
started to decrease the c-section rate worldwide and
the World Health Organization stated that no region
in the world is justified in having a c-section rate of
more than 10–15% [1]. We want to report two cases
where c-sections, although justified, were avoided after
a successful trial of other obstetric procedures.

Case Reports

In the first case, a non-booked primigravida, 22 years
of age, presented in emergency after 12 hours of labor
pains. On examination, her fundal height was 36 weeks.
Lie was longitudinal and cephalic with an estimated
fetal weight of 3,000 g. Fetal heart sounds were absent.
She was having 3–4 moderate uterine contractions.
On vaginal examination, the cervix was fully dilated and
fully effaced with face presentation in the mentoposte-
rior position. The station was +1. Informed consent
was given for an attempt at manual rotation followed
by c-section in case of failure. An intravenous line was
maintained, blood was sent for cross-matching, and
routine baseline investigations including complete blood
analysis, random blood sugar measurement, hepatitis
serology and routine urinalysis were carried out. Com-
plete preparation took place for an emergency c-section.
With each uterine contraction, manual rotation of the
face was attempted towards the mentoanterior posi-
tion. This required more than half an hour to be com-
pleted. A forceps delivery with an episiotomy followed.
The birth weight of the baby was 3,200 g. No maternal
complication was encountered postpartum.

The second case was a non-booked case of a 
32-year-old, gravida 5, woman with four healthy children,
who presented in emergency with labor pains lasting
one night. On examination, her general condition was
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stable. She had a fundal height of 32 weeks with a
transverse lie and estimated fetal weight of 3,200 g.
Fetal heart sounds were absent. Vaginal examination
showed a fully dilated cervix with a hand prolapsed
outside the vagina. Consent was given for internal
podalic version and emergency c-section in case of fail-
ure of the procedure. An intravenous line was main-
tained, and the patient was prepared and transferred to
the operating theatre. Halothane inhalation was given
for uterine relaxation. When adequate relaxation
achieved, the prolapsed hand was replaced inside the
cervix, followed by successful internal podalic version
and breech extraction. The birth weight of the baby
was 3,000 g. There was no maternal complication (e.g.
uterine rupture, postpartum hemorrhage), and the
patient was discharged the next day.

Discussion

As a result of the availability of safe anesthesia and
antibiotics and the adoption of aseptic techniques, 
c-section has now become a common mode of delivery.
In the United States and Canada, over one-third of all
c-sections are repeat cesareans [1], and according to
the United States’ National Centre for Health Statistics,
the c-section rate is 29% while that in Australia is 34%
[2]. C-section has replaced the old procedures and
instrument use, but there has been no recognition that
c-section comes with its own complications, including
anesthesia hazards, hemorrhage, sepsis, possible dam-
age to other organs, the dangers of blood transfusion
and possible re-hospitalization [3]. A c-section costs
nearly twice as much as a vaginal birth. It also leads to
a scarred uterus and an increased risk in the next preg-
nancy with respect to labor induction and the use of
oxytocin. There is a decreased threshold for repeat 
c-section and above all, the risks associated with non-
booked patients with uterine scars being delivered by
untrained birth attendants at home, a very common
practice in third world countries. Face presentation is
a real problem with an incidence of 0.2%, and when it
is mentoposterior, a c-section is indicated [4]. Manual
rotation to the mentoanterior position followed by for-
ceps extraction is another option, which is safer than
application of Kielland’s rotational forceps particularly
when the fetus is dead. Similarly, internal podalic ver-
sion has, for centuries, been the practice for a neglected
transverse lie, but c-section is indicated nowadays for
a neglected transverse lie with hand prolapse to pre-
vent maternal and fetal trauma [5], although the pro-
cedure itself becomes difficult in those circumstances
[6] and is associated with multiple complications [7].

However, in experienced hands with proper precau-
tions, and assessment and selection of cases, c-section
can be avoided in such circumstances. The main prob-
lem arising from the cesarean-oriented culture for new
obstetricians and trainee residents is that they are nei-
ther familiar with nor well trained in assessment of such
cases and in performance of various procedures. This
has resulted in a c-section rate and associated maternal
mortality that is 2–4 times higher with a c-section than
a vaginal delivery. Even for a live fetus, the most common
argument presented by high c-section rate physicians
is the safety of the fetus. However, various studies have
shown that low c-section rates reduce maternal compli-
cation rates without any increase in perinatal mortality
[8], and there is actually a decrease in perinatal mor-
tality [9]. It is particularly important for developing
countries to transfer these almost lost skills to junior
doctors, because the success rate of internal podalic
version is high when carried out by a competent and
experienced operator and when certain criteria are met
[10,11], e.g. a relaxed uterus, absence of a previous
uterine scar, exclusion of fetal macrosomia and availabil-
ity of an operating theatre in case of a failed procedure.
Similarly, manual rotation is an effective technique for
reducing the cesarean delivery rate in patients with
fetal malposition [12]. This not only prevents scarring of
the uterus but also reduces the risk of uterine rupture
in a pregnant woman who lives far from a hospital and
does not attend an antenatal clinic because of logistic
problems or lack of awareness of the need to do so.
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