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CS, VBAC, and the Ironic History of Taiwan’ s Obstetrics*
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Introduction

Since the early nineties of the last century, Taiwan’ s national CS (Cesarean Section)
rate has been among the highest in the world, well over thirty percent. Many studies
of this problem from the perspectives of public health or hospital management have
been undertaken, but most of them only problematize non-clinical factors in explaining
this high CS rate: e.g., birthing women’ s attitudes and the National Health Insurance
payment system. The controversial explanation in terms of birthing women and their
families’ superstitious beliefs in “picking up auspicious days for elective CS” which had
previously been criticized has again re-emerged'. From the viewpoint of STS (Science,
Technology, and Society), this paper intends to problematize instead the clinical factors
of Taiwan’ s obstetric science, with particular focus on “obstetric practices” and post-
war obstetric traditions. One important obstetrics-gynecology (OBGYN hereafter)
tradition is usually associated with the name of a renowned gynecologist, Dr. C. T. Hsu,
and his OBGYN department in Taipei Municipal Chung-Hsing Hospital (TMCH), which
was famous for its gynecological-surgical operations in the 1950s and 60s in treating
female patients with cervical cancer. While Dr. Hsu’ s tradition very much emphasized a
surgery-oriented gynecology in the 50s and 60s, it is interesting to note that his hospital
division had a CS rate as low as 16 percent in the 70s and was interested in practising
“vagina birth after CS” (VBAC). Hence, the first puzzle: why was it the case that the TMCH
gynecology with its strong surgery-oriented tradition should practise an obstetrics in

the 70s with a moderate CS plus an interest in VBAC?

On the other hand, the major obstetric institution in post-war Taiwan was the OBGYN
department of National Taiwan University Hospital (NTUH), with its conservative
reputation for being strict in its indications for all kinds of surgical operations. NTUH was
also probably the first major medical institution in Taiwan that had seriously engaged
in a series of post-war VBAC. And yet, after the 1970s, both NTUH and TMCH were ready
to change their “philosophy” regarding Cesarean Section, by walking away from VBAC
and joining in the accelerating trend of rising CS rates in Taiwan. Thus, how should we
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understand the historical connections, or even the contradictions, of doctors’ practices
between an early conservative obstetrics and a later high CS rate performance?.
Figure1 : Some National CS Rates (Unti2004)
Chile(1997) 40
South Korea(2001) 39.6
Brazil(1996) 364
Italy(2000) 33.2
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I. Medical education, training, and the “re-emergence” of VBAC as a medical-social
technology

While it might be rare for research in Taiwan to focus on doctors’ practices® in
contributing to Taiwan’ s high CS rate, such detailed studies are easy to access in the
relevant US literature. Except in occupational surveys, why does research in Taiwan
(by doctors, nurses, people in public health or hospital management) tend to refrain
from understanding more of Taiwanese OBGYN doctors’ practices and its history? In
this section, | will briefly discuss the current issue of Taiwan’ s high CS rates since the
1990s from the perspective of OBGYN doctors’ medical education, training, and their
perception of the “new” VBAC technique. Interviews of some OBGYN doctors also inform
us of their medical education, especially their training in surgical operations.

For obstetricians in Taiwan, and surely for those in the U.S., Williams Obstetrics is often
considered to be the “bible” textbook of this medical discipline. If we casually browse
through its more recent editions, such as the 20th edition in 1997 and the 21st edition
in 2001, especially the chapter on “Cesarean Delivery” , we shall certainly be impressed
by their enthusiasm for the VBAC technique, emphasizing its crucial role in bringing
down American CS rates during this period. Impressive also is the way this chapter was
written: the research, technique, and current state of VBAC are first discussed in minute
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detail, before engaging in the discussion of the CS techniques from which the very title
of this chapter comes.

Ironically, perhaps due to the sheer weight of this bible textbook, it was probably
not closely read in Taiwan by medical students and used more like a source book. Other
textbooks which were considered more concise and straightforward, such as Current
Obstetrics and Gynecology (Lange), or some Chinese textbooks were more frequently
read. Therefore, it is not clear whether this recent “US enthusiasm” for VBAC was ever
imported into Taiwan’ s OBGYN field. Conversely, if it did get through, then when, how,
and to what extent? According to Gu Chikai's master thesis* and his survey of Taiwanese
OBGYN doctor’ s attitudes toward VBAC, only 25.5% of all 537 OBGYN doctors surveyed
considered the technique of VBAC as something to be positively encouraged, whereas
64.7% of some 310 pediatricians surveyed like to recommend VBAC. Some Taiwanese
OBGYN doctors® believe it is the primary CS rate, not the VBAC, that should be the real
focus of attention, since Taiwan’ s birth rates in this decade are among the lowest in the
world. However, we should pay close attention to the following facts: i) the rising VBAC
rate is responsible for bringing down recent CS rates in the US®, and ii) the indication of
a “prior CS" is the primary factor (about 44%) responsible for upholding Taiwan’ s high
CSrate.

One of my interviewees, an OBGYN doctor, Dr. Wu, recalls his first encounter with
VBAC about seven years ago during his residence period. “All of my college professors
and my hospital VS [Visiting Staff] then spoke of only one doctrine: once a cesarean,
always a cesarean.” Probably, the experience and history of VBAC were not mentioned
or discussed at all in medical colleges in the 1990s. But then Dr. Wu by chance read an
English paper about VBAC in which a 97% success rate was reported. This encouraged
him and some other young resident doctors to try out VBAC, a technique which at the
time they thought to be some kind of “new trend” in the science of obstetrics. This
daring move of course was discouraged by all VS in his resident hospitals.

I am not saying that VBAC is a simple medical technique, as there are a number of
medical indications (in addition to the emergency preparations necessary should a rare
uterus rupture occur). Concerning Taiwan’ s recent poor VBAC rate (about 5%), some
OBGYN doctors again blame the “female patients and their families” for their mistaken

conceptions of VBAC ( “dangerous and painful” vs. the safe and perfect CS). However,
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besides blaming patients’ misconceptions, doctors might also want to reconsider their
poor skills® in doctor-patient communications. Some perceptive OBGYN doctors believe
this is a crucial missing link in their medical education and skill training: to communicate
with and persuade birthing women and their families about VBAC.

From the perspective of STS, we might like to consider a successful VBAC rate in
society as an “Actor’ s Network” of VBAC technology, in which elements in this network
work together to practise VBAC and, as a result, bring down the national CS rate. In
the case of VBAC, this is usually a network consisting of clinical indications (enforced
rules), adequate hospital preparations, doctors with favorable educational and training
backgrounds, the willingness of birthing women®, a good social knowledge of the
relative risk analyses of NSD (Natural, Spontaneous Delivery), CS, and VBAC respectively
and, finally, favorable financial factors in terms of insurance payments and state policies.
In short, it is a successful network of three dimensions that should lay the ground for a
successful VBAC technology: medical and doctor’ s characteristics, patient’ s family and
social encouragement, financial and policy support.

In considering our interviews and discussions with OBGYN doctors, it is important
to “re-frame” the relations among NSD, CS, and VBAC in order to conduct effective risk
analyses of these three techniques. First, all three techniques have their respective,
comparable risks, mortality and morbidity rates, and indications. The construction of a
plan to chart these factors openly and to compare them fairly to the patients and their
families is essential. Nowadays for a birthing woman in Taiwan, usually a doctor would
begin considering whether she will have an NSD (or even VBAC), and would treat CS as a
“last resort” should complications of NSD arise. But, as a last resort, CS is not without its

own complications which could sometimes be even more serious.
Il. Taiwan’ s Post-war VBAC, its Decline, and the Coming of a High CS Age

When contemplating Taiwan’ s high CS rate (36% in 2003), instead of pointing to
“women’ s superstitions” in selecting auspicious dates to give birth, one might wonder
whether there are some historical roots in modern Taiwan’ s medical history to explain
such phenomena. In a way, this is not surprising. Taiwan’ s OBGYN in the past has
been famous on several accounts, all of them pertaining to surgical operations: D&C,
hysterectomy, cervical cancer surgery and Radical Hysterectomy (hereafter, RH) in
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particular. And Taiwan women’ s health activitists have long been concerned with some
of these “famous,” but possibly abused, gynecological operations. Thus, it seems natural
to assume that when surgery has been strong in the gynecological tradition, it would
surely influence its close ally, Taiwan’ s obstetrics.

History, of course, is more complicated. Even in Taiwan’ s post-war gynecology, there
were at least two very different traditions: NTUH (National Taiwan Universtiy Hospital)
and TMCH (Taipei Municipal Chung-Hsing Hospital). Take the primary example, cervical
cancer. As my own study has shown'®, TMCH had been very famous in performing RH
to remove the cervical cancer and a big chunk of the patient’ s body, but NTUH had not
resorted to such surgical operations until the 1970s. Thus, only TMCH and its followers,
under its OBGYN grand master Dr. Hsu CT, had been really famous in surgical operations.
And, in a way, TMCH’ s gynecological tradition had more or less influenced its obstetric
practices. When reflecting upon TMCH' s CS rate from 1960 to 1979, research doctors" in
TMCH concluded that their CS rate over a period of twenty years is simply the highest in
Taiwan (overall incidence 13.96%). Various explanations are offered in terms of the low
socio-economic status of the patients, fewer obstetrical beds than gynecological beds
(30 vs. 50), too many emergency referrals from clinics and so on. But one thing is clear
from their explanations: the blame of “women’ s superstitions” was not used at all; this
seems to be a new discourse that emerged in the 1990s.

NTUH, the prestigeous medical institution in Taiwan with its “Imperial University”
colonial past, has been quite different in the post-war years. First, NTUH was not very
interested in advancing its gynecological surgery; rather it treated cervical cancer
patients with the radiation method. On the other hand, NTUH received birthing women
usually “five to six times” more than the TMCH and had been well known in being
very strict in indications™ for using forceps or surgical knives. Under these historical
circumstances, it is really not surprising to find that NTUH had engaged in quite a few
VBAC cases (132 trial labors and a 79.5% success rate, 1955-62)" in the post-war years.
Moreover, with its prestige, its sheer quantity of deliveries, and its near monopoly of
college medical education at that time, NTUH' s low CS rate' (6.2% incidence from
1951 to 1963) and its willingness to try VBAC must have had some effect on Taiwan’ s
OBGYN community at large. In this sense, NTUH was proud to claim that the policy™
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they adopted concerning delivery following previous CS is “Once a section, not always a
section” .

As though in friendly competition with NTUH, in 1983, under the guidance of Hsu
CT, TMCH published and analyzed its own record™ of post-war VBAC cases, albeit with
a time lag of almost twenty years! From 1973 to 1982, there were 224 trial labors with a
77.2% success rate within a ten-year period. Compared with NTUH" s much earlier VBAC
record, TMCH’ s record perhaps is not that impressive. But one interesting aspect of this
late record is that TMCH should still be practising quite a few VBAC cases at a time when
Taiwan’ s overall tendency in delivery was moving fast toward a more favorable stance
on Cesarean Section.

Perhaps it is fair to say that Taiwan’ s CS rate was beginning to pick up from the late
60s to 70s, and NTUH' s own record is very significant in this respect. Let me briefly
mention a series of papers concerning NTUH’s CS rates from the early 50s to the late 70s:

-First, in Chen HY, Lee JC, & Wei PY’ s 1962 paper on post-war VBAC, the policy “Once a
section, not always a section” was still proudly announced.

-Secondly, in Chen HY, & Lee TT' s 1965 paper on NTUH' s CS rate (6.2%) from 1951 to
63, the paper begins by stating that “Cesarean section today is rather safe” , and “The
number of repeat sections has increased year by year even though ‘Once a section, not
always a section” has been the policy of this clinic.”

-Thirdly, three years later, in Lin YF & Chen HY’ s 1968 paper, the CS rate from 1964 to
67 is an increasing 9.8%. The authors wrote “Abandonment of difficult vaginal deliveries,
more repeat sections (more than doubled) and more contracted pelvis diagnosed
by X-ray pelvimetry are thought to be the main contributing factors to this increase
of incidence.” One important result especially concerning this paper is the gradual
abandonment of VBAC and more repeated section (from 13% in the first paper to the
present rate of 26.4%).

-Fourthly, in Huang LH, & Chen HY’ s 1974 paper, the CS rate is now 11% from 1968 to
1971. The authors proudly begin by stating that “In modern obstetrics cesarean section
is accepted as an essential armamentarium. It is now one of the safest operations and
has replaced many obstetrical operations such as difficult forceps, internal version even

breech extraction---" And in discussing the yet again rising “repeat section” rate from
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the 12.98% in the 2nd paper, 26.4% in the 3rd paper to the current 32.2%, the authors

wrote":

Repeat section rate has increased from 12.98% in 1951-63 to 32.2% in this study
period, showing steady change of the policy from “Once a section, not always a

section” to “Once a section, always a section” in this clinic.

Perhaps the year 1974 was a critical moment in the modern history of Taiwan’ s
Cesarean Section, with the new policy announced by NTUH, Taiwan’ s major obstetric
institution, well known in the past for its conservative stance on OBGYN surgical
operations. To be sure, concerning Taiwan’ s foremost gynecological problem, cervical
cancer also, NTUH changed its stance even earlier in 1968 from the radiation method to
the development of RH.

But why? Why this steady change? What was the understanding in the medical
discipline of obstetrics that prompted a senior NTUH obstetric professor like Chen
His-Yao to claim: “In modern obstetrics cesarean section is accepted as an essential
armamentarium” ? A couple of years later, a corresponding change of “philosophy” is

also announced in TMCH' s 1980 review paper'® about their twenty-year series of CS:

There are many factors that contributed to the increasing cesarean section rate
-*However the most important thing is that the philosophy of obstetricians has
been changing. We are now not only paying attention to the life of the mother

but also to the quality of the new life.

Would CS really be good, comparatively speaking, for the quality of both the mother
and the new life? As already discussed in section | from a contemporary viewpoint,
not only is this claim questionable, but also most likely false. But let’ s go back to the
historical and international contexts of these claims. At least one important contributing
factor to this change of philosophy seems to have come from abroad, following the
major change of attitude in the US obstetric community from the early 1960s.

In NTUH Prof. Wang Yao-Wen' s major article “Vaginal delivery following Cesarean
Section” in 1964, the first part is an impressive “review of the literature” which refers to
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a total of 68 papers. Since this is the key article in the 1960s about Taiwan’ s post-war
VBAC, | made a short analysis of the composition of those 68 papers. Three quarters of
the papers' come from the US! And the remainder is from the British Commonwealth,
France and Europe, with none from Japan. Although over half of the papers were
published in the 1950s, papers from the 20s, 30s, and 40s constituted 38% of the
references. According to Wang’ s own account, he cited 21 papers (13 after 1950) for
VBAC, but only 9 papers (7 after 1950) for “Once a CS, always a CS”. By implication, in the
1960s, Taiwan’ s major obstetric institution—the department of OBGYN at NTUH was
under heavy influence from the US obstetric community. Therefore, in the next section,
let me briefly analyze the various editions of the foremost US obstetrics textbook
(or “bible” ), Williams Obstetrics, in order to show the important change in attitudes

concerning post-war CS.
lIl. Williams Obstetrics and its Attitudes toward CS and VBAC

As | discussed and praised the treatments of CS and VBAC in the 20th (1997) and
21st (2001) edition of the Williams Obstetrics at the beginning of section | of this paper,
it might seem that this US obstetrics bible textbook stands for a progressive position
regarding VBAC throughout. This is not the case. Or perhaps it is difficult to say what
stands for a fixed “progressive” position in the post-war obstetrics. In the pre-WWII years,
when Prof. J.Whitridge Williams was still writing by himself the well-known Obstetrics
- for example, the 5th edition published in 1926 - he had something interesting to say
concerning the deliveries following CS*:

As it is generally believed that the cicatrix following a cesarean section
represents a locus minoris resistentiae and may rupture during a subsequent
pregnancy, many writers have laid down the dictum “once a cesarean, always a
cesarean.” | do not entirely agree with such teaching. Naturally such a uterus
is less efficient than one which has never been incised, and to my mind that fact
should be regarded as a potent argument against the use of cesarean section for

non-pelvic indications, except in the most pressing condition.
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Clearly Williams had reservations about this dictum and he even used this controversy
as an argument against the use of CS for non-pelvic indications. But that was 1926, and
Professor Williams did not live long enough to read the post-war Williams Obstetrics.
Take its 12th edition, edited by N. Eastman and L. Hellman, and published in 1961, New
York. At a time when Taiwan doctors in NTUH were still calling for VBAC, color pictures
were introduced into this edition of the Williams Obstetrics, including many gruesome
and bloody uterines that were ruptured. Striking colorful pictures may have been a sign
that important changes were ahead. There were two statements made there that are
particularly relevant to the concerns of this paper.

The first statement is in chapter 34, “Injuries to the Birth Canal” , the only place where
delivery subsequent to a Cesarean Section is formally considered. Williams' original
optimistic considerations of the “uterine scar” were replaced by the pessimistic attitude
that we obstetricians can hardly “shed the slightest information on the integrity of the
scar under the stress of labor.” It is very interesting to read that medical doctors should
admit their ignorance concerning certain techniques and were ready to abandon it.

Thus, the authors wrote:

-+itis understandable from the discussion above that the attitude generally held
in the United States today is that, in most instances, one section indicates this

mode of delivery in the following pregnancies.

The second statement is in chapter 44, “Cesarean Section.” When discussing the
incidence of CS, our authors began with the following statement®, which | believe is

also a moment of “tremendous shift” in the history of US Cesarean Section:

There was a time when the excellence of an obstetric service was judged by the
paucity of cesarean section performed. In the past decade, however, there has
been a tremendous shift in the viewpoint regarding the validity of this criterion
---Furthermore, the idea that a cesarean section converts a healthy gravida into
an obstetric cripple has come to be viewed---with increasing skepticism. (bold

faces mine)
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Now, if we jump from the 12th edition of Williams Obstetrics in 1961 to the 15th
edition in 1976, a clearer statement® concerning doctors’ general attitudes toward VBAC
is again announced when “delivery subsequent to a Cesarean Section” is discussed, and
also when the current concern in the US for “fewer but better babies” was strong and

repeated CS supposedly was the best way to avoid all unnecessary risks:

--in case of nonrecurrent cause for cesarean section, the general dictum
“once a cesarean, always a cesarean” has been followed by the majority of
obstetricians in this country but probably by only a minority of obstetricians in

several other countries. (bold faces mine)

However, in spite of the enthusiasm for repeated CS and the feeling of “medical
majority” , the authors of Williams Obstetrics were aware of the fact that this is basically
only an American medical phenomenon. Again in the next 16th edition published in
1980, although there were two new authors/editors appointed for this famous textbook,
the same feeling of “medical majority” for “once a cesarean, always a cesarean” was
repeated and stated*, albeit with an essential qualification “The reverse appears to be
true in several other countries” .

There was something new however in this 1980 edition. Probably for the first time, it
reported a huge “trial of labor” for 526 birthing women selected (thus a high “trial rate”
of 83%) from a group of 634 women with one previous low transverse CS. The “success
rate” of this trial group is 60%, which is quite good considering the trial rate was very
high. But 40% of the trial group labored unsuccessfully and then underwent repeated
CS; probably they suffered more than ordinary repeated CS. Realistic costs and risks
analyses were subsequently undertaken and evaluated® concerning this trial group as
well as cases from other studies. This might actually indicate the beginning of a new
phase in CS/VBAC cost analysis in the new age of high US medical costs, which might
prove to be a new chance for the “return of VBAC” in the US.

By stating their ignorance and emphasizing the risks concerning the nature of
“uterine scar” under labor stress, US obstetricians were somehow justified in skipping
the VBAC during the 60s and 70s and to follow instead the path of repeated CS. But this
does not mean there were no medical problems with this alternative path. For one, the
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danger of uterine rupture still remained for repeated CS, albeit perhaps at a slightly
lesser extent, since the CS might be performed at an earlier stage or before the onset
of labor. Secondly, it is not easy to accurately measure the right timing for performing
the repeated CS, for fear of the newborn baby's “iatrogenic” prematurity. Thirdly, there
was a fear of “respiratory distress” for the newborn. Various strategies (amniocentesis, or
the guidelines from Parkland Memorial Hospital) concerning the “timing problem”, with
their prospective pro and cons of course, were discussed and analyzed in the later new
editions of Williams Obstetrics. Naturally, a more detailed analysis which compares these
two different obstetric roads to solve problems arising from deliveries subsequent to a
CS is necessary.

In closing this section, | believe | have shown how in the 60s and 70s, American
obstetricians was embracing the CS technique, and how they were walking away from
the VBAC, as symbolized by the three editions of Williams Obstetrics from 1961 to 1980.
Moreover, since Taiwan’ s post-war obstetricians were usually under the influence of
their American examplars, as | have indicated from an analysis of the 68 references in
Wang Yao-Wen' s review article, it comes as no surprise that Taiwan’ s obstetricians also
tended to follow their American counterparts in practice, with a time lag of course. In
short, this at least is one important reason which explains the decline of Taiwan’ s post-
war VBAC and the arrival of a high CS age from the 70s to 80s.

One remaining but important question in the Taiwanese context is this: As American
obstetricians declared their ignorance regarding the nature of “uterine scar under labor
stress” and thereby used it to justify walking away from VBAC, had Taiwan’s obstetricians
done any real research on it, or were they just copying what American doctors had

decided in taking a different road? Further research regarding this issue is required.

Reference
*This is a shortened and slightly modified version of the original paper for the

conference “Body Knowledge and Gender in Asia” International Workshop 2006,
sponsored by the Center for Gender Studies at International Christian University in
Tokyo. Many of the original medical papers discussed in this paper were collected by
Prof. Wu Chia-Ling, who kindly handed her files of CS to me for this research.

'See REZ (2000) and Fu & Wu (2004) for a cogent criticism of this kind of explanation.
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From our interviews, we found that most pregnant women were encouraged to select
an auspicious day only if she had already had medical indications for CS and a time
period for operation was set up. Then an auspicious day would be selected, like a
compensation for surgery, within that time period. Also see Lo (2003) for a renewed
but problematic attempt to advance this explanation.

’The following Figure 1 was prepared by Prof. Wu Chia-Ling, to whom | express my
gratitude.

*Focusing on the so-called “clinical factors” , see our recent conference paper, Fu & Wu
(2004).

* %518 (2002), master thesis, p.71. A survey on whether NSD is a better mode of delivery
for baby’ s health found that pediatricians consider NSD better by a wide margin in
comparison with OBGYN doctors: 75.1% vs. 41.4%. See also Gu’ s master thesis (2002),
p.70.

*According to an interview with Dr. Chan (2004).

®See Williams Obstetrics (1997, 2001).

"This was the common state of affairs gleaned from interviews with Dr. Wu, Dr. Chan,
and Dr. Lai.

®It is relatively easy to identify missing links in OBGYN doctors’ complaints of the
supposed “ignorance and obstinence” of the patiresentation, and persuasion in
recommending VBAC to the birthing women. This can be easily found in our interviews.

°It is interesting to consider here nurses £HEM8. B E (1999), who present a different
argument for VBAC constructed through the psychology of “motherhood” .

'%See Fu (2005), Assembling the New Body, ch.5, “Dr. C.T. Hsu and the Two Roads of Post-
War Gynecological Surgery” . My interview of Dr. Ruen, a close student of Dr.Hsu' s, also
amply confirm the point raised here. In ch. 3 of the same book, | discuss how Taiwan’ s
OBGYN doctors were good at D&C in performing an abortion.

"See Yang YK, Lin MH, Tsai CL, Chang CC (1980) and similar results also came from Wu
J, Tsai SL, Chang CC, Hsu CT (1975), where TMCH' s CS rates from 1960 to 1975 were
collected and discussed.

PThere is much evidence for this. For example, see my interview with Dr. Wang YW.

B A total of 234 deliveries in 201 patients with a previous CS scar over an eight-year
period (1955 to 1962) were reviewed. Of these 234 deliveries, 132 were given a trial;
thus the “trial rate” is 56.4%. See Wang Yao-Wen, (1964).
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" See Chen HY, & Lee TT, (1965). We should also note that Japan’ s post-war CS rate was
even lower, with a mere 2.5% CS incidence from 1949 to 1958 in 84 leading hospitals.
Thus it is not surprising that NTUH, with a strong colonial tradition under Imperial
Japan, had a low post-war CS rate. See Chen HY, & Lee TT, (1965), p.91.

5 See Chen HY, Lee JC, & Wei PY (1962).

“See EIRE. HE/I. RTEE (1983)

p.172.

8See Yang YK, Lin MH, Tsai CL, Chang CC (1980), p.151.

®Including the two editors of the 11th edition of Williams Obstetrics, Nicholson Eastman
and Louis Hellman. Wang also included another obstetrics textbook, Obstetrics, 11th
edition, 1955, Philadelphia, by J.P. Greenhill, who also edited the Year Book of OBGYN,
1953.

2See p.498. And on p.514 Williams again took up this issue by claiming that this dictum
“is an exaggeration.” He believed that this dictum is “in part based on the belief
that the uterine incision heals by the formation of scar-tissue, and that the newly
found connective-tissue stretches and sometimes yields when the uterus becomes
distended.” Then Williams gives three reasons to explain why this is not so.

Z'All the quotations and citations in this paragraph come from p.985 of the 12th edition.

pp.1182-83 of the 12th edition.

2pp.733-34 of the 15th edition.

*pp.866-7 of the 16th edition, published in 1980.

»See pp.868 of the 16th edition, plus the interesting Fig. 33-7 on the same page.

Interviews

Prof. Yu YM, 60s, interviewed (by Wu Chia-Ling) Sep., 2004, Institute of National Health.

Prof. Lai MS, interviewed (by Wu Chia-Ling) Sep., 2004, National Taiwan Universtiy,
School of Public Health

Dr. Chan DF, early 40s, interviewed June, 2004, Kaohsiung Medical University Hospital

Dr. Wu KM, late 30s, interviewed June, 2004, Kaohsiung Municipal Maternal-Children
Hospital

Dr. Lai MD, late 30s, interviewed June, 2004, Kaohsiung Chang-Geng Hospital

Dr. Hsu CM, 40s, interviewed June, 2004, Director of Kaohsiung Chi-Jin Hospital

Dr. Chang DY, 40s, interviewed Feb., 2002, National Taiwan University Hospital

Dr. Ruan CH, 50s, interviewed Nov., 2001, Taipei Medical University Hospital

Dr.Wang YW, 70s, interviewed July, 1998, National Taiwan University Hospital
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1990 FERAED 5. BBICHT2FEVIRMOBIEIE 30 /\—1 > MU EEEROFTE
REEVEDEES>TWD, TOHXIE. STS (RERMHERE) OBRL S "ERFRE"
CHBERZOEEICBEAITZCEEENET S, &R ARFME SR LIBEORE
ARLE. 70 EROFEYIRE (CS) DOEH & FEVIFEROREBHE (VBAC) "OELESIS
BEMEDHS TMCH (BItHhERED) OMHEHEEDKSIBEDIEA S D,

A, H5PSEEOARFMICKT L THEETH S EWVSHEHFFZRFD NTUH (National
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FEEEBRIRNEBZRDRESS5H, BITE 50 FEXH 5 70 ERITHIFTD VBAC NDBALME.
ZLDFERPZNEEREC LS ETEHIALDEAICENDDLS5T, 90 ERUICTIFIFF RG>
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Fald. VBAC DE iz 258D "Efhxy bT—0" L LT, BETZTENTERRES
Sh. T, HEBEOENEZLOFTYEELZHLAGERRY FT—2 (NTHU. TMCH, &2
BERHS. 7 X VAERERREE) ODHEHAYERELEVSIANSEBRTERWVIES 3D,
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&, BABEDE S KRITODWTEHREXRLTE Y. HREZAE LHIRNICZNIRNT 25E
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