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PREFACE.

Traese Lectures were originally published in the Medical Times
and Gazefte and in the Medical Eraminer, at the vequest of the
Editors. They are now reproduced in a separate form at the in-
stance of the Publishers, The Leectures that appeared in the
Medieal Times and Gazette are almost word for word as given in
the eclass-room, having been taken by a shorthand writer. Seven
were first published in the Medical Evaminer, from notes taken by
Dr. Godson. I would not have brought them out in their present
form had I not received suggestions and encouragement from pro-
fessional brethren, at home, and in France, Germany, and America.

It will be obvious to the reader that the naming of authorities
and literary references is avoided almost entirely ; and this is done
for good reasons. The chapters are Clinical Lectures to Students,
and the whole objeet of the teacher was to increase the acquaintance
of his pupils with disease. The teacher had no time for anything
however slightly foreign to this purpose. Even if he had had
time, the divergence into historical details would, he believes,
have detracted from the efficiency of his teaching. It must not be
supposed that he attaches little value to aunthority and to literary
detail—quite the contrary. Indeed, he makes much of such
matters in his Systematic Lectures, where they find an appropriate

place.
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CLINICAL LECTURES

DISEASES OF WOMEN.

In-
ON MISSED ABORTION.

MissEp ARorTION is a subject that lies between obstetries and
oyngecology ; the cases indeed that I am particularly to dwell upon
were bronght into “ Martha” as gynsecological cases, or cases of dis-
eases of women, more than as obstetrieal cases. I do not know any
subject better than this for illustrating the value or necessity of ex-
tensive knowledge with a view to good diagnosis. If you do not
know of a thing, you are quite sure not to suspect it; and, in all
cases of difficult diagnosis, if you do not suspect a thing you are
almost certain not to find it, This remark is especially true of the
subject I have to consider now.

A missed abortion is not a threatened abortion, nor is it an imper-
fect abortion. A threatened abortion is a very common occurrence,
When a woman has a threatened abortion she suffers pain, she has
bloody discharge, and the mouth of the womb may be found to open.
An abortion may only get the length of being threatened ; that is to
say, the abortion may be averted and pregnancy may go on healthily,
even when you have been able to feel, through the neck of the womb,
the ovum as it hangs in the eavity of the body of the uterns. I have
known also two cases in which a considerable piece of decidua was
separated and discharged without abortion taking place. It is natu-
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rally expected that, as has been shown to be the case in placenta
pravia and in the separation of decidua in extra-uterine pregnancy,
the detachment of bits should take place near the internal os, where
it would least disturb the ovum. These are eases of threatened abor-
tion, and among them may be included cases of extreme rarity, of
abortion of one of twins, while the other remains in utero and goes
on in its development.

This abortion of one of twins may be a missed abortion, or the
miscarriage of one of twins may be a missed miscarriage. In that case
the feetus and its envelopes, instead of getting rolled up into a parcel-
lile form, as I shall describe to you, become compressed and squeezed
flat between the uterus and the growing ovum into the condition
which, when extreme, is called foetus papyraceus. T show here a
beautiful specimen of feetus papyraceus, ocenrring in a case of twins
where there was missed miscarriage.

To recapitulate: In eases of threatened abortion you may have a
discharge of a bit of decidua, you may have the neck of the womb
open to the extent of allowing the finger to pass and to feel the ovum,
and you may have a missed abortion or a missed miscarriage in the
case of twins.

Missed abortion iz neither a threatened abortion or misearriage, nor
an imperfect miscarriage. In order that you may understand an
imperfect misearriage (of which I have a remarkable instance to de-
seribe to you), I must tell you what is a complete or perfect miscar-
riage,  If the feetus alone, or the entire ovum alone, comes away, the
woman has misearried, or aborted, as it may be; but the coming
away of the ovum does not involve a complete misearriage ; and an
imperfect misearriage is often a very disastrous thing. The ovum
zometimes comes away alone, without any of its uterine or maternal
membranes,  Sometimes the foetus eomes away alone, withont even
the ovuline membranes. Sometimes the ovum comes away, and the
maternal membranes or decidua imperfectly. Sometimes only a bit
of the placenta is left, as in the case that I am to relate,

Imperfect miscarriage is a dangerous thing, frequently in conse-
quence of the very serions and recurrent bleedings that result from it.
It not very rarely leads to death from mere putrid intoxication or
sapremia, or from septiczemia, or from pysemia, just as happens after
delivery at the full time. This is especially liable to oceur if the
miscarriage has come on in consequence of extensive endometritis such
as is found in pregnancies occurring during typhoid fever. Tmperfect
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misearriage is alzo often disastrons by inducing endometritis, gener-
ally purulent endometritis, and this frequently in connection with
putrefaction of the parts left behind.

The case of imperfect miscarriage which I am about to read is in
every respect remarkable, and illustrates the subject admirably, M,
C., aged thirty-eight, married for sixteen years, has had six children,
the last two years ago. On March 14th, that is, eicht months ago,
she miscarried with a three-months’ foetus.  The placenta did not
come away till three weeks afterwards. Subsequent history shows
that the whole placenta did not come away even then. Fora fort-
night before, and for six weeks after the miscarriage, she had consid-
erable bloody discharges. Sinee then losses of blood have oceurred
occasionally. She iz feeble and ansemic, but otherwize healthy.
Nothing abnormal, except suprapubie dulness, discovered on exami-
nation of the hypogastrium. Digital examination per vaginam finds
the cervix uteri largely patulous, greatly hypertrophied, but not
softened as in pregnancy. Through the speculum it is observed to
be an@emic or pale in color, and to have on its inner surface slight
abrasions. The vagina contains some bloody discharge, which is not
fetid. Ordered to have daily a drachm of liquid extract of ergot.
After a fortnight, there being no diminution of the bulk of the uterus,
and irregular heemorhagie losses persisting, the cervix was dilated by
tangle-tent. On the introduction of the tent, heemorrhage began sud-
denly, and proceeded toan alarming extent, two pints being the quan-
tity estimated as lost within fifteen minutes. Mr. Garstang injected
through a hollow probe a drachm of tineture of perchloride of iron
dilated with an equal quantity of water, with no result. A small
fiddle-shaped india-rubber bag was now introduced within the cervix,
It stopped the heemorrhage, At 11 A, about thirteen hours after
the haeemorrhage, the bag was a second time expelled.  No recurrence
of hemorrhage. At 3 p.w. she was placed under the influence of
ether, and the hand introduced into the wvagina, two fingers with
some difficulty into the uterns.  On the posterior wall of the nterns
was felt a projecting, moderately hard, wartlike mass of irregular
form, and of extent equal to nearly two inches square. At first it
was supposed to be a malignant outgrowth, but as a line was found
at which it could be detached, it was recognized as placental. Some
difficulty was experienced in removing it by a sawing motion of the
nails of the fingers in the uterns.  About eight ounees of blood were
lost during the operation ; but afterwards there was only a moderate
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amount of blood-tinted discharge. The mass was placental. On its
feetal surface were only small patches of chorion. It was about a
third of an inch thick, and dense in structure.  The section was gray-
ish-vellow, and bloody, it being almost certain that blood had con-
tinued to circulate in some of the sinuses, so maintaining the vitality
of the mass.  From these sinuses, where utero-placental, the flood-
ing took place. The use of ergot was continued. Nine days after
the operation the uterus measured nearly three inches and a half only.
The cervix felt not more than half as bulky as it was. Fourteen
days after the operation the uterus measured two inches and a half,
and the cervix was reduced to natural dimensions.

This woman was very ill; her case was recognized as probably de-
pendent upon misearriage, although the miscarriage was the enor-
mous distance backwards of eight months. I see no reason to think
that, if this woman had not been properly treated, she could have
escaped death from continuance of discharge; for the placental mass
was alive, and had firm adhesion to the uterns; and when separation
would have taken place 1 do not know. 1 think it would not have
taken place, but have led to the woman’s being drained of blood, and
dying. The case was supposed to be connected with a recent mis-
carriage, because there was no evidence of fibrous tumor nor of any-
thing else that would account for the bleedings and the great size of
the uterus. Had this woman’s uterus been enlarged by a fibrous
tumor so big as to make the cavity measure five inches, the tumor
would have been easily felt; but no tumor was felt. The uterus, in-
stead of being enlarged as it wounld have been by a fibrous tnmor, was
a flattened mass which could not be distinetly felt through the ante-
rior wall of this woman’s abdomen. I call your attention to the great
size of the uterns, There was no need of this size to include such a
small thing as the bit of placenta which we took away, and the re-
moval of which was followed by the complete cure of the woman, and
the diminution of the uterus to its natural size. The case, then, is a
very remarkable illustration of the power of a persistently attached
piece of living placenta in maintaining the development of the organ,
or, in other words, preventing its involution. In this it contrasts
with the comparatively small size of the uterus in the next case, that
of missed abortion. The case is quite clear. The woman had de-
cidual endometritis atfecting a part of her placenta, and making it
adherent. The placental decidual endometritis was probably also
the cause of her abortion.
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Before leaving the case, I call your attention to the circumstance
of the great rapidity with which the uterus returned to its natural
dimensions, after the offending bit of placenta was removed. Four-
teen days after the removal of the placenta, the uterus and its cervix
had both returned to the natural size, after eight months of persistent
hypertrophy.

The injection of perchloride of iron by Mr. Garstang was used hefore
I had become =atistied of the danger of this remedy ; arising from its
sometimes passing into the veins, eausing clotting of blood and embo-
lism. In some such cases death would have resulted, it the embaolism
had been survived, from slonghing of the parts tanned by the iron.

I now come to the subject proper of my lecture,
Before entering upon that I shall say a few words explanatory of
rare conditions that occur in connection with this department of ob-
stetrics.  Protracted pregnancy is entirely denied by some eminent
obstetricians ; I believe, however, in its occasional oceurrence.  Pro-
tracted pregnancy is the condition of a woman who has passed two
hundred and seventy-eight days—the interval between the last day of
last menstruation and the expeeted confinement—and at least a fort-
night more than this. There iz, indeed, no very exact definition of
the number of days at the end of which pregnaney becomes protracted.
If, at this time, a woman’s child dies in utero, there is not then pro-
tracted pregnaney ; she is in a state of missed labor,

It is necessary to say something as to this point

missed abortion.

namely, when a
protracted pregnaney ends, or when pregnaney of any kind ends,
and the condition of missed labor or missed abortion begins.  Yon
cannot say that a woman is pregnant, without misleading vour
hearers, if' she has only a lithopedion in her abdomen ; neither 1z a
woman properly described as pregnant who is in the condition of
missed labor or missed abortion. This sabject is of great medico-
legal importance, as I shall show you presently.

Let me first give you the particulars of a remarkable case of pro-
tracted pregnaney and missed labor, which oceurred in my private
practice, and which forms a good illustration of these morbid con-
ditions. The lady was forty-one years of age when she became preg-
nant for the first time. The uterus was, from the earliest time after
its ascent into the abdomen, anteverted or pendulous. It was not
the common form of pendulous belly, which can he replaced by
bandage and held up; it eonld not be replaced. This impossibility
of replacement was also observed during her confinement, and there
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was no reason to believe that there were any adhesions of the uterus.
Her pregnancy up to the end of the natural term was otherwise
perfectly healthy.” She had a slight degree of® generally contracted
pelvis.  Before giving you the dates I may tell you that none, in the
most careful ordinary life, could be more accurately ascertained or
more reliable than those I now state. Her menses ended on De-
cember 12th. On December 15th her husband left home, and did
not return for nearly two months. Her confinement was expected
on September 17th.  The motion of the child ceased on September
26th.  On October 17th she shivered and became feverish without
any indication of labor commencing, It was considered necessary to
deliver her. The mouth of the womb was artificially dilated, and
she was artificially delivered on the following day, Oectober 18th.
The child was enormous—a female, dead. The mother died on
October 24th.  This is a ease in which you have, with almost scien-
tific certainty, slight protraction of pregnancy and then the condition
of missed labor. After a feetus's death, under any circumstances,
it is generally discharged within a fortnight, In this case more than
a fortnight elapsed after the cessation of movements, and there were
never any symptoms of labor.

In some respects missed miscarriage or missed abortion is even
more important than missed labor ; for, in a case of missed abortion,
the history of the woman and her size may have led either to no
suspicion of pregnancy having commenced, or to suspicion which
may have been dissipated by the further history of the case. Ina
case of missed abortion or missed miscarriage the important element
of suspicion as to the real condition may not have come into the
mind either of the patient or her physician. Mistake is then ex-
tremely liable to occur. This is not so likely in missed labor; for
in that condition the woman’s size will almost certainly have made
her aware that she is in an advanced state of pregnancy; and her
friends will also know it. 1 told you that missed labor may be a
subject of great medico-legal importance. The same is true, and even
more so, of missed abortion or missed miscarviage. Take the ecase
that I am going to read, where a woman passed a feetns of about two
months at the end of a pregnaney (it you so miscalled it) which lasted
for five months. If, in such a case, the practitioner, without sufficient
care, were to tell the husband that his wife had had a two-months child,
you can easily understand that his natural rejoinder might be, © That
cannot be my child, for I have been away from home five months ! ™
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Such unfortunate misapprehensions have happened, and the oceur-
rence shows the importance of counting the term of a woman’s preg-
nancy, not up to the time when the foetus is discharged, but back to
the time when it died. If this is kept in mind, the practitioner, in
the imaginary case that I have given, will not make the mistake of
leading the husband to think that the feetus just born could not have
been begotten by him. It is sufficient to allude to this, the medico-
legal im.pq:nrta,nm:-. of it is =0 plain. :

Now, when a woman has a missed miscarriage or a missed abor-
tion, what is the course of events? The foetus dies; the symptoms
of pregnancy arve arrested; milk sometimes appears in the breasts ;
hemorrhages from the uterus may oceur, or they may not. It the
liquor amnii is not discharged it is absorbed, and the contents of the
uterus either macerate or become mummified. If the membranes
remain entire, the process undergone by the uterine contents is that of
mummification. It is only when germs are admitted, and generally
after rupture of the bag of membranes, that putrefaction and macer-
ation take place, and the more or less complete dissolution of the
ovam. If the uterus has been felt, the remarkable observation may
be made, that a woman going on apparently in pregnancy has the
uterus steadily diminishing in size, instead of getting bigger; and at
last, and almost invariably (not invariably), before the full term of
pregnaney, counting from the commencement of' it, would have been
reached, the ovum is expelled. The expulzion is frequently unex-
pected.  When it is expelled, you have a mass in a state of mummifi-
cation, nearly dry, of a dirty brown color; and the fetus and mem-
branes are conecealed, being rolled up in the placenta, which is too
firm to be compressed and embraces the whole ovum. Such ova 1
have had sent to me more than once by practitioners, saying, truly,
that the fuetus appeared rolled up neatly in the membranes and the
placenta as in a parcel. That was exactly the ecase in this instance.
In this preparation you will see that the placenta and membranes
have been opened up to show the feetus inside. In our case the edges
of the placenta met over the feetus, embracing it entirely, rolling it
up in a parcel-like form. I will now read to you the case.

S. K., aged thirty-one, married eight years, has had four children
(the last two vears ago), no misearriages, Had not menstruated for
five months when a bloody discharge began.  After this had contin-
ued for three weeks she became an out-patient under Dr. Godson.
She was ordered ergot and strychnine, and the discharge ceased. But
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it soon recommenced, and she came into the hospital. Examination,
now discovered a dilated heart with a mitral regurgitant murmur.
There was dulness above the pubes for an inch, but nothing abnor-
mal could be felt.  Digital examination per vaginam discovered the
brim of the pelvis occupied by a moderately hard mass, with which
the cervix, which is patulous, is connected by continuity. The
uterine probe passes eazily into the uterus three inches and a half.
The uterus is mobile, not tender, and forms the mass occupying the
pelvie brim.  About six hours after this use of the probe, which was
withdrawn untinted by blood, pains began.  After about eight hours
of pains a mass as big as an orange was expelled. Very little heem-
orrhage accompanied and followed the birth of the mass. The pa-
tient rapidly recovered. The mass was found to consist of the entire
ovum in a state of decomposition ; except the lignor amnii, of which
there was not a trace, The whole presented a dirty-brown color,
somewhat like that of decolorized blood. The decidua and other
membranes were rolled tightly around the feetus, the edges of the
placenta meeting over it. The fretus was of the size of about two
months’ growth. On the fetal surface the placenta was covered
with rounded projecting masses of various sizes, as of a field-bean, or
of a hazel-nut. They were beneath the chorion, and were formed of
blood-clot in various stages of decolorization.

This is as perfect a case of missed abortion as you could desire to
see. The length of detention, after the death of the fwetus, is five
months ; the woman then began to feel herself” ill because she began
to bleed. Observe, in this case, that the membranes remained entire ;
therefore there was no putrefaction. The whole ovam was in a state
of decomposition, Here I cannot avoid pointing out a common
mistake in obstetrical writing., Some of the best boolss on obstetries
divide all children and abortions into living or putrid. That iz a
very great mistake. Dead children, dead abortions, in various stages
of decomposition, are quite common; but putrid fetus or putrid
abortion is quite a rarity. Your nose is a sufficient instrument of
diagnosis. A decomposed feetus is very seldom putrid, and it should
not be so described. In our case there was no putridity, but there
was the peenliar condition of decomposition which I have ealled
“ mummification.”

In this case I call your attention to what is perhaps a very impor-
tant element,—the disease of the heart. It is only recently that great
care has begun to be paid to the bearings of disease of the heart upon






18 CLINICAL LECTURES ON DISEASES OF WOMEN.

I11.

ON ABNORMAL PELVIS.

THE =ubject of this lecture iz abnormal pelvis. An abnormal
pelvis is not necessarily a deformed pelvis; it may be merely a small
one. A deformed pelvis may be, as you see in this example, both
small and deformed.  The most frequent deformity oceurs in pelves
that are not otherwise small—that are large enough except in the
seat of the deformity. In connection with this subject we have a
very great piece of progress in obstetries that is going on at the present
moment. Within my days, the introduction of ansestheties into mid-
wifery was a very great improvement, A still greater improvement,
because saving of life is of more importance than saving of pain, has
been the applications made of the antiseptic theory, not chiefly in the
treatment, but in the prevention of diseases, That is undoubtedly
the greatest improvement in obstetrics in modern times, and it is an
improvement that is still going on and inereasing,.

The subject that I am now to lecture on iz a part of the great im-
provement that has been introduced in the treatment of abnormal
pelvis,  To show vou in one sentence the striking character of this
improvement, I may tell you that while, not very long ago, I visited
an obstetric hospital which was not possessed of a callipers at all—
had not such a thing, nowadays, in many of the best obstetric hos-
pitals, every woman is measured to find out the conditions of her
pelvis. I am not recommending you to measure every pregnant
woman, vet these measurings have resulted in very considerable in-
crease of our information ; and although this universal application
of measurement is not required, still it shows you the contrast with
the condition that I have mentioned of a hospital that had not ecal-
lipers at all. This great improvement has been introduced from
Germany, and it is, in the main, an importation from Kiel. In order
that you may understand it, I use the old division of mechanically
difficult cases into three. You have firstly the slighter cases—and
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therefore the more frequent, and in that respect the more important
cases—where the pelvis is spoken of as a pelvis whose conjugata vera
varies between four inches and a little above three. These are the
slighter cases. Now, in these cages the improvement that has been
made is an improvement in our judgment of the conditions of the
labor—an improved diagnosis, so that cases which are still exten-
sively spoken of as cases of inertia (which is, no doubt, generally an
erroneous explanation, far too widely applied), or simply spoken of
as “forceps cases,” are now more exactly and correctly defined.
They are recognized chiefly by deviations from the ordinary progress
of labor, or from the ordinary mechanism ; and these deviations
from the ordinary mechanism are in a very great measure distine-
tive, especially of cases of mere smallness of the pelvis, the pelvis
being otherwise well formed; and of cases in which the deviation of
mechanism is produced by antero-posterior contraction of the brim
without the pelvis being otherwise small. This is not the place to
gpeak further of this kind of diagnosis made during labor. I merely
point it out to you because I wish you to see intelligently the interest
attaching to preliminary investigations generally and in the cases that
I am to bring before you at a further part of the lecture.

If we come now to graver cases—the second kind of mechanically
difficult labors, where the pelvis varies from above three down to, in ex-
ceptional eases, nearly two and a half inches in the conjugate.  In such
cases the great improvement which is still going on is an improvement,
not in diagnosis, but in our judgment of the method to be pursued in
delivering. In such cases it has been common, indeed, it may be
said to be prevalent, for students or practitioners to divide themselves
into two classes, and one set to swear a belief in version as the proper
mode of delivering women with deformed pelvis, while another set be-
lieve in the forceps as the proper mode.  All such judgments are ill-
founded, They are founded npon the measurement of the conjugate
as the eriterion ; and it was and is tanght extensively that according
to certain minute measurements of the conjugate, so you should pro-
ceed to deliver a woman by podalie extraction after version, or by
forceps, or by craniotomy. Such a method of judgment must be
entirely given up. It is necessary nowadays, if you are to treat
your patients properly, to come to each case unprejudiced, to study it
as an individual ease, in which there are a great many elements be-
sides the mere measurement of the conjugate, some of them more
important than any refinement of that measurement. Among these
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elements are the presence or absence of general contraction of the
pelvis, the position and other relations of the head, the state of the
membranes, and the state of the uterine retraction. Now I wish to
point out very impressively this error which leads a man to treat a
case on the assumption that all he has to do is to measure the eonju-
gate.

A similar defeet in judgment runs through the recent writings in
favor of the increased frequeney of the use of the forceps in what
may be called ordinary labors. In the case of deformed pelvis it is
the measurement of the conjugate that is held to be the criterion of
practice—the better judgment founded on the consideration, not of
one, but of all the important elements of the case, being omitted or
lost. In the ease of foreeps, statistics, whose aceuraey requires con-
sideration, are held as showing suceess resulting from a certain fre-
quency of their use, and practitioners are dirvected to look at that
frequency as a eriterion of good practice—the better judgment founded
on a full and careful consideration of all the particulars of each case,
or of each eroup of cases, being again also omitted.

Althongh it is out of place, T shall here make one remark on using
statistics in judging of the forceps practice veferrved to. The forceps
cases of a forceps enthusiast are unfairly set against those of one who
1'1“"['1}' uses the instrument. 1 advise yoll to trust to nature as far as
you wisely ean ; to be loath to take a case into your own comparatively
ignorant and unskilful hands; and to judge that the success which
the forceps practitioner seems to have, as against leaving cases to
nature, is a fallacions appearance of suecess, if it be true that nature
is on the whole better than foreeps. For, if a foreeps practitioner
delivered all his cases artificially, his zo-called suceess wonld be still
oreater, which is absurd. Practices in which the forceps is often
used shonld be compared with practices in which the instrument is
arely used.  'We require more diagnostic refinement of’ the causes
and conditions of difficult labors ; and it is a part of this diagnostic
progress that I am trying to teach you to-day. This improvement
will diminish the number of cases going by the name of the treat-
ment, as forceps, and describe them less nosologically and more
pathologieally.  No doubt it will diminish also the number of cases
vaguely called inertia, or declared to be from an undiscoverable canse.

The third class of cases—the gravest cases—cases which run from
two and a half inches downwards to less, have also undergone very
oreat improvement, the improvement being in the kind of instru-
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mental treatment, the means of carrying out the design of the prac-
titioner ; not as in the former class, deciding what is to be done, but
the method of doing it.  Upon this third class I shall say nothing
more meantime,

Now I come back to the first set of cases, which are far the most
important—the slightest class of mechanically difficult labors.  The
astonishing result has been clinically arrived at, that in Germany
there is a mass of from 12 to 15 per cent. of such eases. I am quite
sure that there will be found much fewer in this country. That is a
judgment, not a statement founded upon exact information, because
I know no hospital or practice in this country where there has been
gystematie measurement of every case and observation of the mech-
anizsm of early labor, with a view to decide such a question ; but it is
founded upon this, which is almost positive proof, that in this country
malpresentations, cord presentations, face presentations are rarer than
in Germany. I should be very much astonished, therefore, if a
careful clinical inquiry resulted in showing that in this country there
were 0 many as from 12 to 15 per cent. of pelves abnormal, as has
been found by thoroughly competent anthorities in Germany,

In these slightest cases, pelvimetry is most diftienlt.  The pelvim-
etry in these cases consists in very simple measurements, which, how-
ever, you require to learn to make. A practitioner is very awkward
in making such measurements at first, and he requires to have a good
callipers or other good external pelvimeter. He requires {*,:-:pﬁriém_u:,
still more, for internal pelvimetry.

How do you proceed in these eases? The patient is undressed,
and placed on a suitable bed for examination. The object is to find
out as nearly as you can the length of the conjugata vera, and to
find out the general size of the pelvis. In all cases these are the
two chief' things; but in cases of higher deformity you go farther,
and measure such things as the distances of the posterior superior
spines of the ilia, and make a variety of further observations which
I do not enter upon now.

The first measurement is of the external conjugate (““C. ext.”),
frequently known as I).B., the diameter of Baudelocque. Now the
external conjugate is measured from what you judge to be the first
spine of the sacrum, or from a hollow that is generally found below
the last lumbar spine, to the mons veneris in front of the symphysis
pu