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OSPECTIVE STUDY OF 100 CASES OF X-RAY PELVIMETRY
WITH CEPHALOPELVIC DISPROPORTION IN
FORMOSAN CHINESE WOMEN

CueN-Caun Wu

Department of Obstetrics and Gynecology, Mackay
Memorial Hospital, Taipei, Taiwan

As many authors have mentioned. it seems logical to assume that
factors such as standard of living, daily diet, living customs, climate and
race can affect the size and structure of the pelvis. The purpose of this
study was not t5 find criteria for the contracted pelvis in Formosan
' Chinese women. but rather to seek more knowledge about their pslves
that will be helpful and important in our daily obstetrical practice. On
the basis of these results. it may be possible to draw certain conclusions
" yegarding the points which constitute the main indications for possible
surgical intervent_ioh for dystocia in Taiwan.

naga® in 1942 reported the actual
nts of skeletal pelves of thirty-
‘mosan Chinese women. P. Y. Wei, H.
Y. P. Chen® in 1956 and 1957, reported
‘ of three hundred and fifty-three
d patients, including 2127 difficult
y the Colcher-Susman radiographic
In 1962 the method and the limits
cy of X-ray pelvimetry, and in 1964
of normal Formosan Chinese bony
and their relation to height, were
by Wu and Chang®.®

QUE OF X-RAY PELVIMETRY

films were taken in the X-ray
of the study. Inlet view; the
in the semisitting position, to
 pelvic inlet parallel with the film.
W ; ‘a picture was taken in the
lateal view, with the patient
Outlet view; An X-ray picture
ith the patient sitting in a
' position with the abdomen

tlpe thighs, to make the

In X-

ray pelvimetry of a dried bony pelvis with

subpubic arch parallel with the film.

this technique, Wu and -Chang found that
listortion in diameters of plus or minus 0.3
cm. was unavoidable. From the clinical point
of view, although it is preferable to assess
the pelvis with the most accuracy, the method
has to be simplé and not too costly. What
is most important is to familiarize oneself
with a certain technique and interpretation

of these pictures.

MATERIALS

In 6 years, from July 1961 until June 1967,
there were 7,033 deliveries in the Mackay
Memorial Hospital, Taipei. The rate of
forceps deliveries was 4.82% or 340 cases.
The rate of cesareansection was 4.5627, total-
ing 321 cases.  From the latter we have col-
lected one hundred cases, in which cesarean
section was performedsolely for cephalopelvic
disproportion. Namely cesarean section per-
formed for obstructed labour was 1.422. To

discuss the abnormal pelves of Formosan
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Chinese women, it was necessary to h'ave a
general idea of their normal counterparts.
The measurements of pelves of ‘normal
Formosan Chinese women are shown in the
following tables for ‘comparison. Two cases
of grossly distorted pelves and four cases of
large babies weighing more than 4500 Gm.
were yliscarded from the statistics. Except
for eight elective cases and ten primipara
breech cases, the cesarean sections were
performed after a trial of labour of at least

12 hours duration.

RESULTS

The age and parity are shown in Table 1.

0. G. China

The youngest was 19 years old and the oldest
41. The mean age was 27.8 years. There were
70 primipara and 30 multiparous patients.
Among 30 multiparous patients, 18 cases were
repéated cesarean section, and the rest of 12
cases were cases of cesarean section with
previous vaginal deliveries which were
analysed and discussed®.

The height of the patients; Table 2 shows
the distribution of the height of 82 patients
on whom we had records of the measurement.
The mean value of height was 148.024+0.6 cm.
S.D. is 5.80 cm. When compared with the
average height of our normal series, 154.8%

0.44 cm. the difference was 6.78 cm. and S.E.

Table 1. Distribution of the age and parity.

0 h

N U ot PTG (L S e B IS s T R R T

19
20

Age in years/para 2

21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41 1

W = W

N W= N

1
3
3
7
4
9
9
6
7
7
3
1
2
2
2
1
1
1

1

3

|
4 ) TR \ 12
! BN

sRace
|

o
o
1

|
=

|

l
7
%
|

: |

e >
wWHme#WKD@OOl\‘)’\ﬂ\IWW!—‘

et

Total 70

PRCRIT PSR B

|
b oo |

1 |
‘

1 \\1

' ‘1\2
1|

100

Age Mean=27.8

Median =26.9




ean is 0.6 cm. The difference was
jcally highly signigicant. (P<0.001) It
Llear that the taller women had much
_incidences of cephalopelvic dispropor-
" There were only 11 patients whose
s wére above 155 cm. which was the
height of our normal series. In 164
ts who had smooth vaginal deliveries,
were only 4 patients whose height was
145 cm. It might be reasonable to
7 t the possibility of cephalopelvic dispro-

ights are below 145 cm.

ble 2. Distribution of the height
of the patients

Number’

1

10
11
14

> o N W

82

d=6.78

S.D. 5.80
Largest 163.0

sition of the fetus; Table 3 shows
1 of the fetus confirmed at opera-

presentation 10, occiput anterior

in Formosan Chinese women, when

‘_ ;ﬁo- 1 C. H-Wu '

44, occiput posterior and ocgiput transverse 43,
face presentation 3. It is worthwhile to notice
the considerably higher proportion of abnormal
rotation of the bfesenting part. In our exper-
iences there were many borderline cases which
would not need repeat cesarean section in
subsequent deliveries when previous section

was for cephalo-pelvic disproportion.

Table 3. Fetal Position at the Operation.

Breech: . ! ‘ 10

0. A.
Vertex { o
OP. and O, T. 43
Face 3
Total 100

The weight of babies; The average weight

of 69 primiparous babies was 313050 g. S.D.
465, and of the 30 multiparous babies 3207+
75 g. S.D. 410. The average weight of 97
babies was 3149441 g. S. D. 405. The distribu-
tion of the baby weight is shown in Table 4.
" The shape of pelvic inlet; The shape of
the pelvic inlet by Nicholson’s Classiﬁcétion“)
was as follows, Round 52% (in normal 89.3),
Scutiform 17% (in normal 0). Narrow 5%
~(in normal 7.1) and Flat 262 (in normal 3.6).
There was a 37.3% decrease in the number
" of round type pelves and a 22.425 increase in
the number of flat type pellves. The other
 remarkable difference was a 17% incidence of
‘scutiform type pelvis, which was zero in 164

normal patients.
* Nicholson classified the pelvic *brim as
follows,
Flat: Brim index 81 per cent or less

Narrow: Brim index 104 per cent or more
Scutiform: Sagittal index 30 per cent or

jess with brim index of between 81 and

‘104 per cent.
Round: All the remainder

There was a slight decreaxse in the number

of Narrow type pelves. It was interesting to

e




X-ray Pelvimetry With Cephalopelvic Disproportion 0.G. China

Table 4. Distribution of the round group by the Nicholson classification.
weight of babies The other figures classified by both methods -
Weight o Para 1 st remained almost the same.

g. p and over The measurement of 100 cesarian section
2,100 i 1 1 3 cases with that of the 196 normal cases were
2,200 1 arranged in tables A-R. The smallest, the
2,300 2 2 largest, mean value, standard deviation, and
2,400 2 2 : % A
2500 3 3 median of each measurement were included in
2:600 6 6 these tables. The differences and the critical |
2,700 7 1 8 ratio between normal and abnormal were also
2,800 & 1 5 indicated in these tables. The differences
2,900 5 5 i st e :

i all d
3,000 5 5 10 were statistically significant 1n 1 diameters
3,100 6 ' 2 8 except spino-sacral tip diameter, intertuberous
3,200 5 5 10 diameter, sacral inclination and subpubic
3,300 6 4 10 angle. The reason being that in abnormal
S % | . . cases there were more atients who had ex-
3,500 5 3 8 p
3,600 4 k 1 5 tremely large or extremely small subpubic
3,700 3| l 1 2 angles and the same Wwas true for sacral
3'333 2 2 inclination. It is important to realize that
i’ dbo | highly significant differences existed in
4:100 1 1 2 anteroposterior diameters, posterior sagittal
diameters and circle fit of inlet. For these
Total 67 30 97 d
Mean | 313050 3207 +75 3149+41 measurements the critical ratio g g Was
S.D. | 405 410 405 more than ten. The another important finding
was the shortness of the posterior sagittal
find that 31 cases of the mixea type by Cald- diameters in the three planes of the pelves.

well and Molloy classification fell into the

Table 5. Nicholson’s and Caldwell Molloy’s Classification
of the Telvic Inlet.

é‘{ia(;};?ili?;(;ﬁzn Normal Contracted Contracted C%?:;:}}icg?}}:y
I
20% Small Gynecoid
Round 89.3% \b52% 322 Mixed type
Narrow 7.1%
4 5% 3% Anthropoid
Flat 36% L
x26% 282 Platypelloid
Scutiform 0.0% \
: ~17% 182 Android
Number of casse 196 100 | 100
(100%%) (00%6) | (00%) |
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Table A. Inlet: Anteroposterior diameters Table C. Inlet: Available transverse

of the normal and the cesarean diameters of the normal and the
section patients. cesarean section patients.
Diameter in cm. Normal { C. Section Diameter in cm.| Normal l] C. Section’
1
8.0- 1 9.0- i
8.5~ 4 9.5~ 4
9.0- 10 10.0- 9
9.5- =8 10.5- 4 13
10.0- 3 29 11.0- 11. 27
10.5- 19 23 11.5- 36 19
11.0- 42 18 12.0- 62 15
11.5- 28 3 12.5- 49
12.0- 48 2 13.0- 20 3
12.5- 31 - 13.5~ 11 1
13.0- 20 14.0- 2
13.5- 5 14.5- g
Total 196 100 Total 196 99
Smallest 10.1 8.2 Smallest 10.9 9.1
Largest 14.1 12.1 Largest l 14,5 13.5
Mean 12.01+0.05 10.400.08 Mean 12.42:£0.05 11.450.09
Median 12.38 10.43 Median 12.38 11.43
S.D. 0.74 0.79 S.D. 0.70 0.87
d d

d =161 SEd =17.1 d =0.97 SEd =94

Table D. Inlet: Posterior Sagittal diameters

Table B. Inlet: Widest transvers diameters of the normal and the cesarean
of the norm’l and the cesarean section patients.
section patients.
Diameter in cm.| Normal C. Section
Diameter in cm.| Normal C. Section :
1.5-
10.0- 4 2.0-
10.5- 10 2.5~ 12
11.0- 2 14 3.0- 1 29
11.5- 10 21 3.5~ 53 27
12.0- 32 25 4.0- 21 12
125- 46 24 45- 4 i

13.0- 42 9 5.0~ 40
13.5- 14 1 5.5- 43 1
14.0- 6 2 6.0- 31
14.5- 1 6.5~ 11
Total 196 100 Total 196 100
Smallest 10.8 10.2 Smallest 3.0 1.8
Largest 14.2 14.3 Largest 6.9 5.5
Mean 12.64+0.05 | 11.99:0.09 Mean 5.2740.05 3.62:0.08
Median 12.30 12.02 Median 5.34 3.56

S.D. 8.74 0.86 S.D. 0.76 0.79

d =0.65 T%jd—.—_s.a d =165 _S.’dE.—d— =17.6

QP =




Table E. Inlet: Circle fit diameters

X-ray Pelvimetry With Cophalopelvic Disproportion

of the normal and the cesarean

section patients.

of the normal and the cesarean . °

Table G. Midplane: Interspinous diameters

_section patients.

0.G. China

Diameter in cm.| Normal C. Section Diameter in cm.| ' Normal - C. Section
| . 60- . 8.0-
L 65- 9 8.5-
| 9.0- 9 9.0- 7 13
‘ 9.5- 23 9.5- 30 13
10.0- 15 3 10.0- - 40 18
105~ 50 18 10.5- 46 15
11.0- 48 3 11.0- 35 15
115~ 48 115 20
12.0- 26 12.0- 3l
12.5- 9 12.5- 4
Total 196 100 13.0- 1
Smallest 10.0 6.2 13.5- 1
Largest 13.2 11.1 Total 196 26
Mean 11.37+0.05 11.014:0.06 Smallest 9.2 8.2
Median 11.34 10.11 Largest 12.8 13.8
S.D. 0.65 0.64 Meéan 10.7940.06 10.394+0.11-
d Median 10.73 10.31
d =136 SE4d -4 S.D. 0.83 1.07
d =0.40 S, g: a =3.20
Table F. Midplane: Anteroposterior Table H. Midplane: Posterior sagittal

diameters of the normal and the diameters of the normal and the

cesarean section patients cesarean section patients.

Diameter in cm.| Normal C. Section Diameter in cm. Normall C. Section

9.5- 4 2.0~ | 1
10.0- 2 21 2.5- l L Zz
10.5- 6 20 3.0- 2 5
11.0- 22 \ 27 35 9 18
11.5- 28 ‘ 16 4.0- 31 30
12.0- 44 vh 4.5- 37 18
12.5- 38 5 5.0- 53 13
13.0- 34 587 41 ik
13.5- 7 6.0- 14 2
14.0- 3 6.5- 1 3
14.5- 2 7.0- 2
Total 196 100 Total 196 99
Smallest 10.0 9.5 Smallest 34 2.2
Largest 14.8 12.9 Largest T3 6.9
Mean 12.440.06 11.100.08 Mean 5.160.06 4.5040.09
Median 12.45 11.09 Median P 4.40
S:D: 0.87 0.75 S.D. 0.77 0.85

d d
d =1.36 S E.d =13.6 d =0.66 m=6.1
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Table 1. Midplane: Spino-sacral diameters

in the normal and the cesarean

~ section patients.

FRRPE NS T o D TN

4 Diameter in cm, Normal C. Section
2.0- 2
2.5- 13 9
%0 32 22
g 35- 59 27
1 4.0- 55 2"
' 45- 19 7
5.0~ 12 8
5.5~ 4 2
Total 196 f 99
i Smallest 524 2.5
Largest 5.9 5.9
Mean 396005 | 3.900.07
" Median - 393 3.89
S.D. 9.69 0.72
d =0.66 SEg=070

Table J, Midplane: Spino-symphyseal
diameters in the normal and the

cesarean section patients.

" Table K. Midplane: Spino-conjugate
diametersin the normal and the ces-
arean section patients.

" Diameter in cm.| Normal: C. Section
-3.5- 51
4.0-
4.5~
5.0~ 5 3

| 8- 32 27
6.0- 86 30
6.5~ 55 16
7.0- 18
7.5-

8.0-
Total 196 100
Smallest 5.2 2.6
Largest 73 84
Mean 6.38:0.03 6.08£0.07
Median 6.35 76.0
S.'D. 0.46 0.70
d =0.30 —d——=3.90

S.E.d

Table L. Sacal inclination in the normal
and the cesarern section patients.

— 39 —

S Diameter in cm.| Normal C. Section
Diameter in cm, Normal C. Section PPLT,
70- 1 9
il " 75- 13 16
6.0- 24 80- A4 15
i - 90- 51 14
7.0- 51 30 95— 21 13
- 75- 72 13 100- 1 8
8.0- 50 3 105- 1
85- 13 1 110-
9.0- 1 1 115- 1
oL 196 9 Total 196 100
Smallest 6.1 5.9 Smallest 72 70
Bargest 9.2 90 Largest 105 117
asH 7774004 | 698006 Mean 8824014 | 87.50%094
Median 7.7 6.98 Median 87.78 87.17
S.D. 051 0.64 S.D. 5.75 9.36
d =079 a0 d=071 g =070
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Table M. Outlet: Anteroposterior diameters
of the normal and the cesarean
section patients.

Table O. Outlet:

0. G. China

Posterior sagittal

diameters of the normal and the
cesareans ection patients.

- U7 IR Diameter nicm.| Normal C. Section
Diameter in cm.| Normal C. Section -
5.5- 2
8.5- 2 6.0~ _ 3 [
9.0- 14 6.5- 10
9.5- 12 70-"" 15 18
10.0- 19 20 e 17 17
10.5- 31 26 8.0- 41 16
11.0- 41 13 8.5- 44 13
- 115- 53 8 _9.0- 34 14
12.0- 35 3 9.5- 21 3
12.5- 6 10.0- 12
13.0- 6 1 10.5-
Total 196 99 11.0- .
Smallest 8.9 8.8 Total 166 99
Largest 134 | 13.0 Smallest 6.3 5.5
Mean 11.4540.06 10.4940.09 Largest 1953 10.0-
Median 11.52 10.45 Mean 8.820.07 7.99:0.10
S.D. 0.79 0.87 Median 8.69 7.97
T e S.D. 0.95 1.00
S.E.d »
d =0.83 S| q =680

Table N. Outlet:

of the normal and the cesarean

Intertuberous diameters

Table P. Outlet:

Anterior sagittal diameters

of the normal and the cesarean

section patients.

section patients.

Diameter in-cm.| Normal. C. Section Diameter in cm.| Normal C. Section
g.s_ 1 1 3.0- 2
.0- 3 3.5-
8.5- 1
9.0- 6 9 4.0- 2 19
9.5- 19 10 2
10.0- 48 13 45- 34 21
10.5- 30 19 0-
11.c- 27 12 - ” )
11.5- 27 12 5.5- 48
12.0- al 8
125- 6 5 6.0- 19
13.0- 10 1 2
1€.5- 1 - :
14.0- 1 Total 166 99
}éjg: 1 Smallest 41 3.2
Total 196 97 L 3
Smallest 8.1 7.7 el o -
Largest 13.0 15.0 Mean 5.4040.03 4.87+0.07
Mean 11.0240.07 19.914-0.13 :
Median 10.88 10.81 Meglian 5.34 491
S.D. 1.04 1.27 S.D. 0.45 - 0.66
d d
d =0.11 "SEd =0.70 d =053 SEq =70
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Table Q. Outlet: Subpubicangle angle
of the normal and the cesarean
sectiont patiens.

; Diameter in cm.| Normal C. Section
65- T
70- 3 74449
75- 11 5
80- 18 l 13
85- 41 l 21
90- 54 22
95~ 42 21

100- 21 7
105- 6 1
110- 1
Total 196 97
Smallest 73 68
Largest 180 110
Mean 91.9940.53 90.21+0.88
Median 92.32 *90.13
S.D. 7.45 8.43
d=1 . i d
=177 SEd_ 1.70

Table R. The main pelvic measurements of 196 normal

and 100 cesarean section patients.

Normal Cesarean Section d
Inlet dSEd
No. Mean S.D. | No. Mean S.D; T
e P. 196 | 12.01+0.05 0.74| 100 | 10.40+0.08 0.79| 161 17.1
Widest transverse 196°| 12.64+0.05 0.74| 100 | 11.99+0.09 0.86| 0.65 6.3
Available transverse 196 | 12.42+0.05 0.70 99 | 11.45+0.09 0.87| 097 94
" Posterior sagittal 196 | 5274006 | 076| 100| 362+9.08 | 0.79| 165 17.6
Circle fit 196 | 11.37+0.05 0.67| 100 | 10.01+£0.06 0.64| 136 17.4
Midplane:
B P. 196 | 12.4 +0.06 0,87| 100 11.19:£0.08 0.75|- 1.36 13.6
~ Intérspinons 196 | 10.7940.06 | 0.83 96 | 10.39+0.11 1.07| 040 3.2
Posterior sagittal 196 5.1640.06 0.77 99 4.5040.09 0.85| 0.66 6.1
- Spino-sacral-tip 196 3.96+0.05 0.69 99 3.90£0.07 0.72| 0.66 0.7
Spino-conjugate 196 6.3840.03 1 064| 100 6.08£0.07 0.70| 0.30 39
Spino-synphyseal 196 7.77+0.04 0.51 99 6.98+0.06 0.64| 0.79 110
Sacral inclination 196 8.2 +0.14 575| 100 | 87.500.94 9.35| 0.71 - 0.70
Outlet:
Intertuberous 196 | 11.02 +0.70 1.04 97 | 10.91+0.13 Y277 011 0%
A P. 196 | 11.45+0.06 0.79 99 | 10.49+0.09 0.87| 096 &9
Posterior sagittal 196 8.82:0.07 0.95 99 7.99+0.10 1.00| 0.83 6.8
Anterior sagittal 196 5.40+0.03 0.45 99 4.87+£0.07 0.66| 053 7.0
. Subpubic angle 196 | 919 +0.53 | 745 97 | 90.2 +0.88 843| 1.7 iy
st WL i
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The sacral inclination and the subpibic angle -of individual type of pelves:-

Table 6. .The sacral inclination of individual type of pelves

'Pg;geigﬁlu Pure andro?d Pure Anthropoid | Pure platypelloid

Number 19 16 4 24
" Degree 90.5% 84.5° 89° - -89.9°
L |
Table 7. The subpubic angle of individual type 6f pelves

Pgu;:e:ﬁﬁll " Pure android | Pure anthropoid Pure p}atypelloid
Number 19 16 4 24
Degree 89.3° 84.2° .80° 93.5°

In the android type pelvis, the subﬁub‘ic
angle was narrow and the sacral inclination
was forward. The platypelloid type pelves
had a wider subpubic angle, and the anthropoid
type pelves had a narrower one. In platy-
pelloid type pelves, the sacral inclinations
were for the most part extremely Backward'
but sometimes were extremely forward.

To understand the pelvic causes of
obstructed labour in Formosan Chinese women,
we adopted the suggestions made by Berman(?.
Namely, inlet contraction was defined as a
shortening of either anteroposterior or trans-
verse diameter of the inlet by 2 cm. or more,
or as a diminishing of both of these measure-

ments by 1 cm. or more. Midpelvic contrac-

tion was defined as having a normal inlet
and outlet associated with a shortening of
either the anteroposterior

interspinal = or

diameter by 1.5 -m. or more. Qutlet contrac-
tion was defined as having a normal inlet
and midpelvis associated with a contraction
of 1 cm. in the intertuberous and posterior
sagittal diameter or a contraction of 2 cm. in
either diameter. The subpubic angle less
than 80 degrees was usually associated with
Y short_ened intertuberous diameter. Compar-
isons of the diameters were done with the

standard pelvic measurements of Formosan

Chinese female pelves which were made by
Wu and Chang®.

Table 8. Variation of contraction of 100 abnormal pelvis

; ; : : : Abnormal
Inlet Midpelvis Outlet Complete |[Upperpelvis|Lowerpdvis in-let Total
; shape
l
30 12 1 | 18 14 12 13 100
|

According to the above definition, varia-
‘tions of the contraction were classified as
follows: - Inlet contraction was 3022, midpelvic |
‘contraction 122, outlet contraction 1%, com-
plete contraction definend as contraction at.
all the three levels 182, upper pelvic contr-

action 1495, lower pelvic contraction 122,

abnormal inlet shape defined as having the
diameters all within normal limits but with
the shape of inlet not “Round” 137.

Inlet contraction, upper pelvic contracion,
complete pelvic contraction and abnormal
shape of inlet will be obstructed at the level

of the inlet. Thus in 752 of all cases operated

— 42—
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due to cephalopelvxc disproportion, the pre-
; ‘sentmg part had not engaged after the trial
. of labour.
operated cases, the deliveries were obstructed
at the level of the midplane. There was one
pex, cent pure outlet contraction.

Comment: T homs’s® - position for the
picture of the pelvic inlet. and Chassard and
Lapine’s® position for that of the subpubic
arch were valuable because the inlet, and the
outlet of the pelvic cavity were made parallel
: with the film, which gave us their real shapes.:
The classification suggested by Niccholson
was more objective to ‘decide the type of
shape than was caldwell-Molloy’s classifica-
tion.

To understand the relationship between
difficult labour and pelvic structure, the
differencés between the measurements of
pelves which have had smooth vaginal deli-

veries and those which have had obstructed

labour gave us useful information. Clinical

In midpelvic contraction and lower -

pelvic contraction amounting to 24% of all the.

. Gl Wi T i

4 experiences had shown the danger of putting

too much emphasis on the so called criteria

" of pelvic. contracion.

s

The ma]onty of Formosan Chinese were
Fu-Kienese in race and like the Cantonese in
Hongkong(“‘) were, shorter compared with
Europeans, but the average measurements of
the diameters at all’ levels of pelvis, the
“shape of the brim. and the g}ﬂ;pubic angle

jndicate ‘that ' they were more frequently

" gynecoid.. Even among one hundred cesarean

section cases, fifty-two had small gynecoid
It was interesting to note that
Fu-Kien

women as well as in Cantonese women’ was

type pelves.
the predominant type of pelvis in

gynecoid.

In poorly developed short women, either
(1) all of the pelvic measurements were more
or less proportionately shortened making a
small round pelves or (2) the posterior seg-
ment was flattened making a scutiform pelvis

or flat type pelvis.

Table 9. The shape of pelvic inlet in Formosa, Hongkong and Scotland

Formasan Chinese (Wu)

Hongkong
Chinese
(Chun, Kan)

Scotland (Bernard) (11)

S

N R SR
Normal average
height 154.8 cm.

% 148 cm. %
Round 88.2 52°
Narrow 3 o
Flat 36 26
Scutiform Nil 17

Cesarean section | Average-height
average-height

150 cm. Height under Height over

o 152 cm. % 162.5cm. % .
80.4 65. 87
13.6 Nil

5.4 34 7

0.6 } Nil

Chinese females are generally more toler-
ant to pain. They have : a racial advantage
in pelvic structures such as a more circular
brim. a more spacious posterior segment and
a wider subpubic angle. In Taiwan, at least
in the urban areas, due to improved diet and
living conditions ‘it is not very frequent to
find a patient whose pelvis is so cogtracted
‘that vaginal delivery is absolutely impossible.
Considering the average biparietal diameter

of the newborn head as 9.5 cm., the number

of patients whose circle fit of pelvic brim
was below 9.5 cm. was 19 in 100 obstructed
labour (Table E). This was ‘only 0.28% of
all the 7.033 deliveries; ]

However, thefe is reason to doubt the
advisablity of allowing delivery from below
under circumstances of apparent cephalopelvic
disproportion, due to fetal death from lacera-
tion: of the ‘tentorium, and possible damage to
fetal mental status. At the same time, the

mother’s soft parts sustain injury, bleeding,
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infection, and a relaxifig of pelvic floor.

: Présent day safety of cesirean -section
. would justify dealing with ‘borderline cases
of disproportidn by cesarean section in order
to protect the child and the mother. A trial
" of labour for a reasonable length of time with
an accurate knowledge of the fetal pelvic
relationship in~ all the _sﬁspective cases of
disproportion, no matter primipara or muiti-
para. should lead us to the most correct

decision.

SUMMARY

This paper records 2 radiological study
of pelves in a series of 100 cesarean section
patients, operated at tne Mackay Memorial
Hospital, Taipei in the years 1961-1967. A
summary of the results follows.

1. The frequency of cesarean section per-
formed due t6 cephalopelvic dispropartion
was 1.42%. There was only 0.282% namely
19 in 7.033 whose circle fit of the pelvic
brim was below 9.5 cm.

». The presenting part was not engaged after
a trial of labour in 75 per cent of-all of
the operated patients. Only one per cent
were really obstructed at the level of the
outlet.

3. There was a remarkable increase in the
flat type pelvis (3.6% to 2624) and in the
scntiform type pelvis (0.0 to 17%) and a
decrease in the round type pelvis (89.3%
to 52%).

4. The correlation coefficients of the measure-
ments were significant for evaluation of
the importance of each measurement of
the pelvis.

5. The shortening of the anteroposterior
diameters at the three levels of pelvic
cavity was due mostly to shorter posterior
sagittal diameters.

6. In many borderline pelves abnormal posi-
tion of fetus was the main cause of the
obstructed labour. There were 43 per

cent occiput transverse, and 4 per cent
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face presentations which - might have

smooth vaginal deliveries in- neXf pre-

gnancy.

7. The average height of the operated patients
was. 6.78 cm. shorter than that of normal
patients. This implied an important

" relation between the height of the patient
and obstructed labour. 'Formosan Chinese
women ‘whose heights are below 145 ém.
chould bé highly suspect to have difficult
labour.
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