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WHITHER OBSTETRICS AND GYNAECOLOGY?

The discipline of obstetrics and gynaecology is facing a
challenge as never before-not even in the days when the
efforts of Smellie, Semmelweis, Simpson and others even­
tually earned for 'men-midwives' a recognition of their
specialty parallel to those of medicine and surgery. And,
ironically, whereas these pioneers established the impor­
tance of obstetrics and gynaecology by saving mothers
and babies, their successors-by for ever improving
maternal and infant mortality statistics-have now left
the present generation of obstetricians and gynaecologists
literally holding too many babies. Controlling future
overpopulation of the earth is a problem the magnitude of
which requires no elucidation. The question is: who is
going to take the lead and bear the responsibility of
guiding the world?

At present, brilliant endocrinological and pharmacologi­
cal research has placed more and more reasonably accept­
able means of birth control at the disposal of our pro­
fession. The medical student of today already knows
more about hormonal contraceptive medication than about
the mechanism of labour, and the doctor of tomorrow will
be able to offer reliable and completely acceptable means
of contraception to both the sophisticated and the un­
educated. He will also be able to offer fertility to many
who would have to remain barren within the means at his
disposal today. Already many women, who up to a few
years ago were infertile due to failure to ovulate, can
now be made to do so and are conceiving and carrying
their pregnancies to a happy conclusion. Once problems of
spermatozoal antigenicity and tubal transplantation, etc.
are solved, the numbers to whom no hope can be given at
present will further shrink.

How will this prospective ability to offer fertility to the
woman who is at present barren, help obstetricians and
gynaecologists to face the challenge of guiding the world
to control overpopulation? The answer lies in the fact that
by working such 'miracles' among the rapidly multiplying
populations of the developing countries, the doctor will
gain the confidence of and be able to obtain the co­
cperation of these communities in controlling reproduction.
The press, governments and local authorities will not
succeed in putting across to these people the urgency of
curbing population growth. It is the doctor who will be
able, in future, to help many more of the infertile women
among them to bear children, who will be in the position
to enlist their support in enjoining their hyperfertile
sisters to heed the need for limiting the size of their
families.

The gynaecologist is in the key position. It is with him
the infertile woman and her husband seek counsel, ad­
mitting to frustration and failure. They are received with
sympathy and compassion, while he marshals the know­
ledge and skills of the various scientists he has brought
together under his leadership to investigate and attempt
to cure infertility. He has a responsibility towards those
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engaged in research in reproductive biology-the anato­
mist, physiologist, endocrinologist, immunologist, geneticist,
psychologist and urologist-the responsibility of stimulat­
ing clinical experimentation as a means to verify or refute
their laboratory experiments for future clinical usage.
Such verification can only be done by the gynaecologist in
his own office-that is his responsibility again to the couple
who came to him personally for counsel. Because when
all has been done and success is not achieved, it remains
his responsibility not to continue fostering false hope, but
to counsel acceptance of the verdict, and if desired, adop­
tion of a baby. Every gynaecologist who has learnt the
wisdom of this will testify that the gratitude of the parents
of these adopted children is no less enduring than that of
those he has been able to help to have their own.

This, then, is the spectrum of the gynaecologist's respon­
sibility in the clinical application of the problems of re­
production-at the one end his infertile patient, at the
other the woman who requires guidance in limiting her
family. Detailing some of his responsibilities has been
deliberate, because therein lies the answer to his retaining
the key position in applying the results of new advances in
research in reproductive biology, a new branch of science
attracting some of the most brilliant brains in medicine
as well as of the basic sciences, a science upon which the
future of the world clearly depends. At present, the gynae­
cologist still holds the executive position in directing the
application of the research products of this science, and
the importance of his continuing to do so, from his
patients' point of view, has been elucidated.

There is, however, a distinct danger of his losing this
key position. The first signs are there. In the newly­
founded Medical School of the University of the State
of Michigan, there are 3 major disciplines-medicine,
surgery and reproductive biology. The latter has replaced
the traditional discipline of obstetrics and gynaecology
and the chairman of the department is a paediatrician,
with an obstetrician second in command. The most recent
chair created in a newly established medical faculty in the
United Kingdom, at Southampton, is the Chair of Human
Reproduction. The reason for this shift in the balance of
authority is that the people who have the knowledge of
the new science which will answer the challenge of con­
trolling world population, the people who therefore com­
mand the ear of governments, medical research councils
and financial foundations, are the basic scientists. Obste­
tricians and gynaecologists, to retain their identity and
authority, will not only just have to acquire the knowledge
of what is new in their subject, but will have to strive to
direct the research towards finding the remaining answers
to what is still unknown. Complacency will undoubtedly
be the downfall of their specialty if they merely carry on
delivering babies and doing hysterectomies, leaving re­
search to workers in the basic sciences. They have to strive
to solve the remaining problems of fertility and infertility,
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the duration of pregnancy, the cause of the onset of
labour, the cause and control of dysfunctional bleeding.
etc. Fortunately, they still hold the top cards in 2 major
suits-teaching their subject, and their rapport with their
patients. The pure reproductive biologists lack entree in
the first and are void in the latter. and provided the
gynaecologists and obstetricians organize their training on
the right lines to strike the correct balance between stimu­
lating research and teaching clinical acumen, combined
with a compassionate approach to their women patients.
they are going to retain and enhance their rightful position.
This they may do by producing obstetricians and gynae­
cologists who are humane, trusted by womankind. re­
spected by their students for their clinical virtuosity. and
endowed with the knowledge to direct them to lead the
world in research towards. and execution of. the solution
of the challenging problem of controlling human repro­
duction.

At the niversity of Ann Arbor, Michigan, South
African-born Professor Sam Behrman is Chairman of
Obstetrics and Gynaecology. He has contributed much to
the understanding of reproductive biology and is the
leading authority on the immunological aspects of fertility.
His department has staggering financial backing for
research, sponsored by the Ford Foundation and others.
Engaged in research in reproductive biology he has 2 Ph.D.
graduates and 4 Fellows concentrating on reproductive
endocrinology; 2 Ph.D graduates working on physiology,
another two working on immunology, and 6 Fellows
working with these latter four: and one M .D. graduate
working in neonatology. Professor Behrman aims at
staffing his department with men who are clinically orien­
tated but have research potential and training-selection
is commenced among the premedical students. The 4 pre­
medical years include reading the humanities and classics
in the first 2 years. Selected students are financed for
research projects. The importance of knowledge of the
humanities is linked with research in. e.g. the effect of
space, pressure of work, noise. light, etc., on reproductive
potential, and the effect of changing of environment and
social factors. During the first of the 4 clinical years of
medical undergraduate training, selective research is again
encouraged and financed among students, and again
during the second year of residency. During the third and
fourth years of residency those who decide on pure scienti­
fic or academic careers branch off, while the clinician
continues for a further 3 years towards his Fellowship of
the American College of Obstetricians and Gynaecologists,
attained 16 years after entering medical school.

Profe sor Behrman has 5 interns and 5 residents in each
of the 4 years of residency: 25 trainee gynaecologists being
trained and training their juniors. Some. as mentioned,
decide to remain pure research scientists. others acade­
micians. Of those who remain clinicians and who will
instruct the students, interns and residents, the chairman.
associate professor, assistant and instructor are allowed
private practice. but only the first two are allowed to
charge fees.

The above. then. is the theoretical background for train­
ing the ideal gynaecologist-one clinically orientated but
with research potential and training. who will have a

humanitarian approach and cientific and technical know­
how to face the challenge of the future, produced by a
discipline with adequate financial backing to continue
taking the lead. Unfortunately, this ideal is seldom
achieved. One only has to read the presidential addresses
of the various leading gynaecological colleges and societies
of the world to realize that the wise old men of our
specialty, though aware of their own shortcomings and
the necessity for vigorous, knowledgeable leadership, have
grave misgivings about the maintenance of a healthy
balance between clinical experience and research drive
in the administration of departments of obstetrics and
gynaecology.

Israel.' in defining the difference between 'artful and
trade-school' philosophies, demanded that we turn out an
obstetrician-gynaecologist in the fullest sense, not merely
a surgically-minded one. The work of the gynaecologist
brings him into the inner circle of family life, and­
especially if he has had the advantage of general prac­
titioner experience-when he succeeds, keeps him there.
He is most likely to be the closest to being a personal
family friend and counsellor because of his intimacy with
crucial problems of the family life, sexual and otherwise.
More than any other practitioner, he must acquire know­
ledge of. and have respect for, the physiological responses
of the organs of reproduction and disturbances of these
tending to interfere with marital happiness and psycholo­
gical and emotional relationships.

aturally, knowledge of recent advances in the basic
sciences and re earch potential being the attributes of
younger men, the trend lately has been for appointments
as chairmen of departments to be made from their ranks,
and probably rightly so, provided the man is also an out­
standingly proficient clinician. Otherwise he lacks in stature
and fails to command that all-important prestige so essen­
tial in his own department, the medical school, the com­
munity, and on a national basis, with his professional
con/reres.'

He must have facilities for private practice, for how
else can he maintain his skill as a clinician and instruct
residents training in his department in the office practice
of gynaecology with private patients? * If-as is likely at
the time of his initial appointment-he has had little
experience of private practice and of the gynaecologist's
place in the patient's home milieu, Gardner furnishes the
answer for the young chairman who is fair, reasonable.
keen to continue learning from his colleagues, and above
all a modest and adroit administrator. His department
should consist of a nucleus of full-time men along with a
group of well-qualified volunteers from his colleagues in
part-time private practice. By no means may it be assumed
that academic talent will be found only in the full-timers
or that all part-timers are solely clinicians and thus to be
viewed as second-rate teachers.

Probably the ideal teacher of postgraduate obstetrics
and gynaecology other than the chairman experienced in
private practice. will be a senior part-time consultant with
an inquiring mind, conservative approach, and the will
to teach. who is entrusted with an autonomous 'firm' of
his own in which students, interns and residents will be
proud to work. He must be a patient senior man who is
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prepared to listen to the problems of, and then test and
develop the judgement of, his students, undergraduate as
well as postgraduate. This must apply in the day-to-day
clinical work of the outpatient department, wards, labour
ward and theatre, illustrating from his own experience and
always setting an example in compassion towards the
patient and courtesy towards the nursing staff. He must
also be prepared to assist his junior at operations and
teach them finer points of surgical technique repeatedly and
with patience and good humour, so that the trainee will
be encouraged to seek his guidance and to learn from
him. He must welcome the opportunity of coming to the
hospital in the small hours of the night to consult on a
difficult obstetric case and teach good judgement in how
often ature, when given a chance, can provide pleasant
surprises and leave the patient without a caesarean scar.
Positions in his service will be sought by appreciative,
modest junior staff who are eager to learn and not inter­
ested in exhibiting surgical speed or aggregates of pro­
cedures personally performed without senior guidance.

Teaching of medical students is once more undergoing
a metamorphosis. Mention has been made of attention to
the 'humanities' in the preclinical years and of stimulating
interest in research. There should be fewer didactic lectures
and more clinical tutorials. Technology has made available
instruction by audiovisual tapes and live closed-circuit
audiovisual demonstrations of obstetrical and gynaecolo­
gical techniques. In postgraduate teaching, individual and
departmental ('journal club') reading and the opportunity
of exchanging ideas through visits to and from colleagues
eminent in their field overseas or in other national centres,
exchange fellowships and exchange of residents between
departments and countries are excellent and essential
means of broadening the trainee's outlook and expanding
his knowledge. Combined with an ideal apprenticeship
with a senior gynaecologist experienced in private practice.
a'i already outlined. we need have no qualms about the
clinical excellency and finesse of the obstetricians and

gynaecologists of the future, who will remain autonomous
in a major discipline, directing re earch and not being
directed by it. They will employ technicians and not
themselves be little more than technicians who can do
caesarean sections and hysterectomies, employed by repro­
ductive biologists where they have failed to find other
means of cure short of surgery.

Finally, their strongest allies are their patients, and in
meeting their great challenge they shall stand or fall by
the measure of the faith and support they receive. What
is it that makes a good gynaecologist, who will be able
to play his part in meeting this challenge? Apart from
a sensibly trained use of the 5 physical senses plus common
sense,' knowledge of his subject and good judgement,
compassion is essential in establishing sympathetic rapport
with patients of widely differing cultural and social
backgrounds. The best way of establishing this rapport
and making the patient aware of the doctor's interest and
compassion, is by giving her the opportunity of talking and
unburdening. An adequate history should always lead to
understanding of a woman's anxiety and tension levels
and ego reactions. Such understanding is essential for, and
part of, successful therapy, and though reassurance is
often all that is required, the fact that the doctor listened
and gave her the opportunity to unburden herself, assures
the patient's confidence in her gynaecologist. If we build
on this philosophy, we will assure the continued autonomy
of obstetrics and gynaecology as a major discipline. If the
gynaecologists lose the faith of the women of this world,
more and more medical schools will replace them by
immunobio-endocrinologists in Chairs of Reproductive
Biology and they will not even be required to be present at
the birth of the first 'test-tube' baby.

I. Iq.el. s. l. (1965): J. Amcr. Med. Assoc .. 191. 393.
2. G.rdner. G. H. (1963): Amer. J. Obstet. Gynec .. 87. 56!.
3. Saint. C. F. M (194';): All IlItroductioll to C1illical Surgay. Cape

Town: Postgraduate Press.

*Yiews expressed in this smest editorial are not nece~sarily those of the
Medical Association of South Africa.

PLACENTOGRAPHY-COMPARING THE RETROGRADE ARTERIAL WITH THE
RADIOACTIVE CHROMIUM METHOD*

G. W. E. ROSE MA ,M.B., CH.B.. Regislrar in Obstetrics and Gynaecology, University of Cape TOlI'n, AND J. A.
S\1/TH, M.B., CH.B., M.MED. (RAD.D), Consultant Radiologist, Somerset Hospital, Cape TOlI"n

Patients presenting with antepartum haemorrhages before
36 weeks of gestation offer a problem in diagnosis and
management. If a placenta praevia can be excluded as the
aetiological factor and the symptoms abate, the patient
may be discharged and allowed to continue her pregnancy
with reasonable assurance.' Undue restrictions and pro­
longed hospitalization, with its economic burden to the
patient and the authorities, can thereby be avoided. The
heavy call on antenatal beds can be partly relieved by
confidently demonstrating the implantation site of the
placenta.

The clinical methods employed are all inaccurate, and
the auxiliary method chosen should therefore provide
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maximum accuracy with minimum detriment to maternal
and foetal health. Various methods of localizing the
placenta are available. Only the radioactive and the retro­
grade arterial placentography methods are hailed as uni­
formly accurate and safe, if due regard is given to the
radiation hazard. The amount of irradiation by "Cr­
placentography is quoted as 12 - 21 millirads to the
mother and only 2 - 8 millirads to the foetus'" when 20
microcuries of "Cr tagged to red blood corpuscles has
been employed. The arteriographic method has a much
higher irradiation dosage, quoted as roughly t ,000 milli­
rads to both mother and foetus,'" if supine and lateral
views are taken.




