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PREFACE. Vil

present editor to revise and enlarge the work
in these particulars, so as to make it a complete
handbook of the present science and art of
- midwifery. This task he has undertaken with
Dr. Maunsell’s sanction.

The chief subjects in which alterations and
additions have been made in this edition are the
following :—The twelfth chapter, on the Use
of the Forceps, has been completely re-written ;
the fourteenth chapter, on the Treatment of
Hemorrhage, has been considerably enlarged and
altered. An additional chapter on the Present
Type and Treatment of Puerperal Fever has been
appended. The following chapters ¢On the
Third Order of Difficult Labours,’ ¢ On Version
in cases of Pelvic Deformity,” ¢ On the Caesarean
Section,, “On the Induction of Premature
Labour,” and that ¢ On Inversion of the Uterus,’
are all entirely new.

The responsibility for these additions and
changes, and for the opinions and statements
advanced therein, rests entirely with the present

editor. He may venture to observe that he has









X PREFACE TO THE

and principia of the science, conclusions and rules
cannot be obtained from them with the facility
and quickness desirable to the student and prae-
titioner during the bustle of actual business.
In addition, as an Irish teacher of Midwifery, I
must say that though, in general principles, there
can be little room for disagreeing with the distin-
guished authors just named, still in many points
of practice the lessons of the Dublin school differ
materially from those inculeated in their books.
Of those publications upon the subject specially
intended as manuals, it does not become me to
speak ; and I shall, therefore, merely state shortly
what I have wished to do, and what to avoid, in
the construction of the present work. My object,
then, has been to give a concise, but at the same
time sufficiently full and perfect account of prac-
tical Midwifery; not merely to furnish an index
of hard-named diseases, and a jumbled catalogue
of discordant remedies, but to supply an available
knowledge of all appliances and means that are
known to be requisite for the safe conduct of a

patient through the perils and accidents of child-
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birth. In attempting to attain this object, it
has been my endeavour to state honestly my own
practice, which, I believe, agrees pretty closely
with that generally taught in the schools of this
city, and upon important points will not be found
to differ much from that recommended by the
standard authorities in Midwifery. I have, how-
ever, given few or no references, as these can be
easily obtained from the larger works, and here
would have served merely to swell the book and
dilute the matter, which it is desirable to offer
in a form as concentrated as possible. In a
word, remembering the strictures of Lord Bacon,
it has been my wish, not so much to give ¢a
history large of bulk and pleasant for variety,
but to weed out fables, quotations, needless con-
troversies, and flourishes, which are more proper
for table-talk and stories in a chimney-corner
than for an institution in philosophy.” It is next
to impossible to write a preface without egotism,
and on that account a preface should be brief:
this shall, therefore, be concluded by the simple
statement that the material for the following
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2 DUBLIN PRACTICE OF MIDWIFERY.

popularly termed the ‘rump’ and ¢huckle’
bones; and the three feetal subdivisions of each
os innominatum—the ilium, ischium, and pubis—
are also respectively denominated the ¢haunch,’
¢sitting,” and ¢shear’ bones. A knowledge of
these vernacular names will often enable us to
comprehend more clearly the descriptions of
patients, especially those in the lower classes of
society. :

These different bones are connected to one
another by four articulations.

Two serve to unite the sacrum with the os in-
nominatum of either side. These are denominated
the sacro-iliac synchondroses, and possess remark-
able strength, both from the manner in which the
prominences and hollows of the opposed surfaces
are, as it were, morticed into each other, and also
from the strong bands of ligament stretched across
the posterior and upper edges. A ligamentous
expansion further strengthens the front of the
articulation; but this is thin and membranous,
that it may not, by its bulk, diminish the capacity
of the pelvic cavity. Two other remarkable liga=
ments on either side connect the sacrum and ossa
innominata, but seem rather intended to complete
the walls of the pelvis than to add security to the
joint. These are the anterior and posterior sacro-
sciatic ligaments, both arising from the sides of the
sacrum and coceyx, and attached, the former to
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the spine, and the latter to the tuberosity of the
ischium.

The third pelvic articulation is that between
the two ossa innominata themselves, and denomi-
nated the symphysis pubis. This differs from the
sacro-iliac synchondroses in having an interarticu-
lar substance interposed between the two osseous
surfaces, in addition to the fibro-cartilage covering
each of these. The joint is secured by bands of
ligament, which, for the reason already assigned,
are stronger and more bulky externally. There
is also a ligament termed the sub-pubie, which
occupies the apex of the arch formed by the rami
of the pubic bones.

The last articulation is that between the sacrum
and coccyx. In it the union is effected by an in-
terposed substance analogous to that between the
vertebra, and is secured by ligaments anteriorly
and posteriorly. The sacro-coccygeal joint is ca-
pable of flexion and extension to a considerable
extent, and is the only one in the pelvis naturally
admitting of motion. In certain animals, as the
cow, the other articulations become relaxed about
the period of parturition ; and it has been sur-
mised by some authors, but without sufficient
proof, that a similar relaxation always occurs in
the human female,

The pelvis, formed, as we have described, of
several bones firmly united together, has been, by

B 2



4 DUBLIN PRACTICE OF MIDWIFERY.

one of those whimsical resemblances of which
anatomists are so fond, declared to be conical in
shape. Little information, however, is to be ac-
quired from this description; and a much better
idea of the properties of the pelvis will be con-
veyed by stating its average or standard measure-
ments, which the student can verify by examining
the bones for himself.

Before proceeding to this statement, we must
observe that the entire case is divided into two
portions by the bony ridge or angle which, divid-
ing the body from the ala of the os innominatum,
is denominated the ileo-pectineal line. The space
above this line is termed the hypogastric cavity,
or false pelvis; that below it the true, or lesser
pelvis. The hypogastric cavity possesses no bony
wall anteriorly, but is bounded laterally and pos-
teriorly by the ale of the ilii and the lumbar ver-
tebrae. Its dimensions vary much, and are of
minor importance to the obstetric student; but
the distance from the top of one ilium to the
other, at the widest, is, in a standard pelvis,
between ten and eleven inches ; and that between
the two antero-superior spinous processes some-
what more than nine inches.

We now come to the consideration of the true
or lesser pelvis, which, from its forming the un-
yielding boundary of the canal through which the
mature foetus is to be transmitted, is more closely
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allied to our present subject. In describing and
measuring this canal, three portions are usually
specified : the brim, called also the superior strait
“or introitus ; the "cavity; and the outlet, or infe-
rior strait or detroitus.

The brim formed by the ileo-pectineal lines and
- the angle of union between the sacrum and lumbar
vertebree is somewhat elliptical in shape, the re-
gularity of the figure being interrupted behind by
the projection of the promontory or base of the
sacrum. The dimensions of this aperture are
measured by four lines passing through its centre:
the longest of these, passing from side to side,
and denominated the transverse diameter, is
usually about five inches and a quarter in length ;
the shortest, being that drawn from the centre of
the base of the sacrum to the symphysis pubis,
and termed the antero-posterior, or conjugate
diameter, measures in the standard female pelvis
four inches and a quarter. The two remaining
“lines, called the oblique diameters, are those
stretching from the sacro-iliac articulation on one
side, to the back of the acetabulum on the other.
The length of each of these is commonly five
inches. By many authors the last diameter is
mentioned as the longest—a mistake arising
from the circumstance of its actually being so in
the recent pelvis; the length of the transverse
diameter being then somewhat diminished by the
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prominence of the psoe muscles and great vessels
and nerves.

The outlet, or inferior aperture, presents in the
dry preparation an extremely irregular figure, its
margin being interrupted by three deep triangular
notches ; viz. the two sciatic, and that between
the rami of the pubes. In the recent subject,
however, the two former are subtended by the
sacro-sciatic ligaments, in such a manner as to
give the aperture a quadrilateral character. Its
dimensions are described by two lines: one, pass-
ing between the inner margins of the tubera ischii,
and called the transverse diameter, averages in
length four inches; the other, denominated the
long, or antero-posterior diameter, is stretched be-
tween the inferior margin of the symphysis pubis
and the tip of the sacrum, and measures five
inches. In examining a pelvis, with the coceyx
attached, it will be observed that the distance
between the same point of the symphysis and the
tip of this bone is not more than four inches.
Owing, however, to the mobility of the sacro-
coccygeal joint, the space admits of being enlarged
to five inches, or to the full extent of the distance
between the point of the sacrum and the lower
margin of the symphysis. In making these
measurements it is also to be noted, that the
directions of the long and short diameters of the
brim and outlet are reversed—a provision of
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which a beautiful and satisfactory explanation will
appear, when we come to examine the relative
dimensions of the mature feetus.

While considering the outlet of the pelvis, we
may conveniently notice the arch of the pubis.
This is much wider, and assumes more the form
of an arch in the female than in the male; in the
former also its rami are bevelled in such a man-
ner as to give a direction forwards to any body
passing through the canal of the pelvis. A line
subtending this arch measures about three inches.

The cawity of the pelvis, being more capacious
than either the brim or outlet, does not require
to be accurately measured ; nor, from its peculiar
form, would it be easy to measure it. We may
remark, however, how admirably the hollow of the
sacrum (for this purpose deeper in the female than
in the male) is adapted for the lodgment of the
bulky face of the child, while the convergence of
the point of the sacrum and spines of the ischia is
well calculated to second the bevelling of the rami
pubis in directing the vertex forwards. The depth
of the female pelvis now remains to be ascertained,
and we shall find it to differ much in different parts.
At the symphysis pubis it is seldom more than one
inch and a half. At the sides, from the brim to
the tubera ischii it is about three inches and a half,
and behind, a right line drawn from the base to
the tip of the sacrum measures, generally, four and
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a half or five inches. From this irregularity of
depth in different parts, we may easily see, that a
body may be close to the outlet anteriorly, while
it still has to traverse a considerable length of the
back and sides of the passage.

The bearing of the pelvis on the trunk claims
some attention. In the erect posture of the body,
the axis of the trunk being perpendicular, there
would have been constant danger of prolapsus of
the viscera, if the axis of the pelvic passage had
been continuous with it. This, however, is not
“the case; but the line representing the latter axis
bisects the axis of the trunk so obliquely as to form
an angle inferiorly of about thirty-five degrees.
In other words, were the axis of the trunk pro-
duced downwards, it would fall, not upon the
centre of the pelvie aperture, but upon the sym-
physis pubis.

In the foregoing observations, we have, to avoid
confusion, spoken of the axis of the pelvis in the
ordinary sense of that term, as if it were a right
line passing through the centre of the passage.
No such 7ight line, however, can exist; for the
whole pelvis is so bent that both its brim and out-
let look toward the forepart of the body; and the
axis of the former, or a right line passing through
its centre, would, if produced downwards, fall upon
the point of the sacrum: while the axis of the out-
let, if produced upwards, would strike the pro-

S PN RO T
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montory of that bone. Hence it is obvious, that
what obstetricians mean by the axis of the pelvis
must be a curved line, passing respectively through
the centres of both brim and outlet, and nearly
corresponding in its curvature to that of the sa-
crum. The practical deductions from these facts
are, that a body to get into the pelvis through
the brim must pass downwards, and backwards ;
and to get out of it, at the outlet, must proceed
downwards and forwards.

The foregoing are the chief points of obstetric
interest in a standard female pelvis. Deviations
are occasionally met with, and may consist either
in deformity of shape ; in deficiency, or in excess
of capacity. |

The most usual cause of deformity of the pelvis
is, doubtless, the occurrence of 7ickets during in-
fancy, when the bones, not being possessed of
sufficient firmness, are pressed from their natural
positions by the weight of the trunk and counter-
acting resistance of the lower extremities. The
same effectis said to be produced, in a similar way,
by the disease called mollities ossium ; and defor-
mity may also, sometimes, be occasioned by frac-
tures, or the occurrence of exostosis. The contraec-
tion of the passage from rickets generally occurs at
the brim, and oftener from before backward than
in the lateral direction. It, however, may exist
in a great variety of forms, and occasionally is so
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extreme that the canal is compressed into a T-
shaped slit. In some cases the capacity of the
aperture will be much diminished at one side,
while, at the other, little or no alteration will be
observable. It is said, that in many cases the de-
formity will actually increase after every successive
labour, and that the act of parturition, which was,
perhaps, at first only difficult, may, after some
repetitions, become absolutely impossible without
artificial aid.

The pelvis, without being deformed, is in some
instances unusually small, and should the feetus
then happen to be disproportionately large, it is
obvious that the same effects must be produced, as
if the passage was morbidly diminished in size.
On the other hand, we have said, that the pelvis
may deviate from the standard in having an exces-
sive capacity, in which case the attendant incon-
veniences will be, liability to retroversion and
prolapsus of the uterus, and to sudden unexpected
delivery. _

The dimensions, and other characters just men-
tioned, can all be easily enough ascertained upon
the dry bones, but when we come to enquire into
them in the living body, we find it quite another
affair. With the view of assisting the enquiry,
several instruments have been invented, the most
remarkable of which are—the pelvimeter of Cou-
touli, and the callipers of Baudelocque. The lat-

.—.I.-.. P
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ter were to be used externally, to measure the size
of the pelvis, in a way precisely similar to that
in which they are employed by mechanies. The
former resembled a shoemaker’s rule, one limb of
which was to be thrust into the vagina, and planted
against the promontory of the sacrum, while the
other, moving upon a graduated rod, was to be
brought into contact with the symphysis pubis,
thus pointing out the measurement of the antero-
posterior diameter. It is unnecessary to do more
than mention those fantastic contrivances, their
inefficiency and inapplicability being fully recog-
nised by British accoucheurs.

We can, however, generally obtain useful infor-
mation by the employment of the fingers alone,
and a few remarks on the mode of using them will
be necessary. By passing the index finger into
the vagina, and carrying it upwards and backwards,
we can in many cases touch the promontory of the
sacrum, and if we then mark the part of the finger
or edge of the hand in contact with the arch of the
pubis, we can easily, by making a trifling deduction
for the thickness of the symphysis and the obliquity
of the finger’s direction, estimate the length of the
conjugate diameter. But sometimes, while this
diameter is of sufficient extent, considerable con-
traction may exist on one or both sides of it. In
such a case, a sharp angle must be formed at the
back of the symphysis, and on this point we can
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requiring to be particularly measured and ex-
amined are the head, the shoulders, and the
breech. The first more especially demands our
attention, both as being, upon the whole, most
bulky and least compressible, and also as being
the part which is usually first engaged in the
pelvic passages.

The head of the feetus, detached and without
the face, is described as oval, with the large ex-
tremity posteriorly. The desire of pointing out
resemblances seems to be a besetting passion with
anatomists ; but in truth, in this, as in many other
instances, the likening of the head to any known
figure conveys but little information. The student,
then, who desires correct notions upon the subject,
must set before him a feetal skull of the standard
(or average) dimensions and shape, and carefully
examine upon it the properties which I shall now
endeavour to indicate.

The first circumstance that strikes us in our
examination is the great mobility of the bones
upon each other, owing to their incomplete ossifi-
cation and the cartilaginous connection between
them. This effect is also increased by the prolon-
gation of the sagittal suture through the centre of
the os frontis, so as actually to divide it into two
bones, and it can be produced to such an extent
as to admit of the bulk of the head being con-
siderably diminished in one of its diameters, and
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proportionally increased in another, The situ-
ation and yielding nature of the sutures require
to be attended to; their general direction is the
same as in the adult, but the sagittal is always
prolonged, as we have mentioned, to the root of
the nose : sometimes, but rarely, it passes back-
ward into the occipital bone. At the junction of
the lambdoid and sagittal sutures, owing to the
non-ossification of the occipital and parietal bones,
a triangular space is left, closed only by cartilage,
and called the lesser or posterior fontanelle. A
similar but larger space occurs between the pa-
rietal and frontal bones, at the intersection of the
coronal and sagittal sutures. This is termed the
greater or anterior fontanelle, and is distinguish-
able by being lozenge-shaped, and having four
concurrent sutures, while the former is triangular,
and has only three concurrent sutures. A know-
ledge of the differences between these fontanelles
may sometimes assist us in a diagnosis of the
situation of the head during labour.
~ We shall now enquire into the dimensions of
the stancard feetal head, which are usually mea-
sured by lines, somewhat loosely denominated
diameters.

The shortest of these is the bi-parietal, or that
stretched between the tuberosities of the parietal
bones on either side, and is about three inches and
a half, or three inches and a quarter in length;
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this, it is plain, can meet with no obstruction in
passing through any part of the standard pelvis,
the shortest diameter of the latter being nowhere
less than four inches,

There are, however, three other measurements
to be considered, which, from being all in the
long axis of the head, are usually called the long
diameters. One or other of these, together with
the bi-parietal diameter, may be considered as the
measure of the bulk of the passing body, in every
head presentation.

The shortest, and that which is most usually
opposed to the long diameters of the pelﬁis, is
described by an imaginary right line, extending
from the upper part of the forehead to the lower
part of the occiput. This can only become the
opposing diameter when the chin i1s very much
depressed toward the chest, as it usually is, the
vertex being the presenting part. The length of
this line is about four inches, which, it will be re-
membered, is not greater than the shortest dia-
meter of the pelvis, but as it is naturally opposed
to the longest diameters of that passage, there can,
of course, be no want of room in such a case.
Such, then, are the relations, as to dimensions,
between the head and pelvis under the most
favourable circumstances.

The next in length of the great diameters, is
that between the lower part of the forehead and
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the upper part of the occiput. It usually measures
four inches and a half, being about half an inch
longer than the last. This comes to be the op-
posing diameter in that variety of head presenta-
tion in which the head is extended upon the neck
and the forehead applied towards the pubis, called
also the fontanelle presentation, in consequence of
the anterior fontanelle being in such cases the
presenting part.

The longest diameter of the head is that be-
tween the point of the chin and the vertex. It
measures five inches, and is the opposing diameter
in another variety of natural preseﬂtatimi, viz.
when the face is the presenting part: it must be
obvious that this position of the head will mate-
rially increase the difficulties of its transit.

The depth of the head, from the sagittal suture
to the occipital foramen, may be estimated at
‘about three inches and a quarter.

The dimensions, of course, vary in different
individuals, but those we have given are about the
average. The heads of female children are usually
somewhat less than those of males; Dr. Joseph
Clarke* estimates the difference at one-twenty-
eighth or one-thirtieth of the circumference.

The movements of the head now claim a little
attention. These are, flexion forwards and ex-
tension backwards, both, especially the [ormer,

¥ Phil. Trans. v. 76.
C
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capable of being carried to a considerable extent.
Direct lateral inclination is only admitted to a
slight degree, and rotation can be carried just so
far as to allow of the chin resting on the shoulder,
but not farther without endangering the child’s
safety.

We have spoken of variations from the natural
form and average size of the pelvic passage, and
we shall also be able to detect similar deviations
from the standard in the head of the feetus. It
may, for instance, be very small, which of course
will have no effect, except to facilitate its expul-
sion. It may, on the other hand, be very large,
and if it be so, disproportionately with the size of
the pelvis, difficult labour will be the consequence,
and it is even possible that the use of instruments
may be necessary. On this point, however, it is
proper to think with caution, as the extraordinary
change of shape which may be effected on the
head by compression will often suffice to counter-
balance even a considerable disproportion of size.

The head is occasionally enlarged, while in the
womb, by hydrocephalus, and may require dimi-
nution by means of instruments: the head of a
dead feetus is also sometimes swollen by the air
disengaged during putrefaction. A peculiar form
of head is not very rarely met with, in which the
upper portion of the cranium is malformed, and
partly deficient, and the place of the brain
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occupied by a sort of fungous mass. These are
denominated acephalous, or (by the Germans)
cat-headed feetuses : they may create confusion in
our first examinations by wanting the peculiar
firm feel of the matural head, but they are not
often productive of difficulty in the act of par-
turition.

The shoulders of the feetus are generally about
five inches in breadth, but the.effect of their size
is counteracted by their possessing capability of
motion to such an extent, that one can precede
the other in their entry into the pelvis.

From what has been said, it is obvious that the
long axes of the head and shoulders decussate, or
are at right angles with each other; and we can
now perceive the value of a similar arrangement
which we adverted to before, of the long diameters
of the brim and outlet of the pelvis. At the mo-
ment when the head is escaping in the most fa-
vourable manner through the latter, the shoulders
are accommodated in the long diameter of the
former. '

We have next to say a word upon the pelvic
extremity of the feetus, as it is packed in the
uterus, and sometimes presents in the pelvic pas-
sage. Occasionally, the nates form the whole
bulk of the presenting part; at other times the
feet present along with them ; and again, the feet

or knees pass first into the world. These dit-
c2
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ferences make a good deal of variation in the
antero-posterior diameter of the pelvic extremity,
but it is almost always less than the transverse,
which pretty constantly measures four inches.

Presentation and position.—Before proceed-

ing to the consideration of the mode in which the
child is propelled through the pelvis, or, as it is
called, the mechanism of parturition, we shall
briefly explain the meaning we attach to two words
which we shall frequently employ, and which,
indeed, have been already made use of in the pre-
ceding observations. The words alluded to are,
presentation, and position. By the first we wish
to designate that part of the child which, during
Jabour, may be opposite the centre of the pelvic
passage : and by the second, the relative position

of the child with respect to the bones of the

mother’s pelvis. Thus, if we say the vertex pre-
sents, we announce the presentation; and if we
add, with the occiput toward the pubis, or toward
the sacrum, as the case may be, we describe the
position.

EREPPCIT
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CHAPTER III.

MECHANISM OF PARTURITION.

WE HAVE Now to consider the modes in which
nature essays to accomplish the transit of the ma-
ture festus through the bony canal of the pelvis,
and we shall find, that of these there are three
grand varieties; viz. presentations of the head ;
of the breech or lower limbs; and of the upper
limbs, or side of the body.

In either of the two first varieties the feetus
presents an extremity of its long axis, and a brief
consideration of the various measurements and
characters described in the last chapter, will be
sufficient to explain, that in ordinary cases no
. material obstacle to its passage can exist. In the
third variety, the side of the child presenting, the
long axis lies transversely to the pelvic aperture,
and can only be expelled under peculiar circum-
stances (afterwards to be explained), to the pro-
duction of which nature unassisted is rarely
competent.
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In a great majority of cases the head is the
presenting part; and we shall, therefore, first ex-
amine the mechanism of its transmission.

Some varieties occur as to the position in which
the head enters the brim of the pelvis; and of
these, French authors have, with their usual in-
genuity, taken advantage, and confused the sub-
ject by at least seven subdivisions. For practical
purposes, however, such minuteness is unne-
cessary, and satisfactory notions upon the sub-
ject may be conveyed by explanations of three
varieties. In the first and most common, the
head entersthe brim of the pelvis with the sagittal
suture in the direction of either of its oblique
diameters, and the posterior fontanelle applied to
the back of either acetabulum. In the second,
the sagittal suture is still in the same direction,
but the posterior fontanelle is applied to either
sacro-iliac synchondrosis, In this variety the head
occasionally, but rarely, is expelled with the face
toward the pubis. In the third variety the face
is the presenting part.

In the first position, then, the head enters the
brim of the pelvis with its posterior fontanelle
directed toward either acetabulum (generally to
the left), and the forehead directed toward either
sacro-iliac synchondrosis (generally to the right).
The presenting part, or that which we may touch
most readily upon introducing a finger into the
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outlet of the pelvis, is the superior portion of one
of the parietal bones near its tuber ; consequently,
the head descends obliquely into the pelvis, neither
the vertex nor the sagittal suture being the lowest
part, but one of the parietal bones; the right,
when the posterior fontanelle is directed toward
the left acetabulum, and the left when it lies to-
ward the opposite side. By this oblique position
of the head, its trausverse diameter is rendered
somewhat less than that which would be deseribed
by a line passing between the two parietal tube-
rosities, which, if the vertex was the lowest or
presenting part, would be the moving transverse
diameter. During this stage of the process, the
chin of the foetus is depressed upon its chest, so
as to bring the shortest of the long diameters of
the head, or that between the lower part of the
occiput and the upper part of the forehead, into
the direction of the oblique or longest diameter
of the mother’s pelvis. At this time the greater
fontanelle or the vertex is lower than the lesser,
and being situated anteriorly, can, from the shal-
lowness of that portion of the pelvis, be felt very
near the external opening. As the head descends,
the face turns somewhat into the hollow of the
sacrum, and the vertex approaches the symphysis
. pubis. It is, however, the parietal bone which
first escapes, and the vertex does not reach the
anterior central line until in the very act of being
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expelled from the outlet. The mechanism by
which this furning is accomplished is extremely
interesting. The hollow of the sacrum is pro-
vided for the reception of the bulky face of the
child, while the convergence of the point of the
sacrum and spines of the ischia, and the bevelling
of the inner surfaces of the rami pubig, form so
many inclined planes, upon which the round
smooth cranium is guided forward under the
pubic arch. The change effected at the expulsion
of the head brings, at the same instant, the long "
diameter of the shoulders obliquely into the brim
of the pelvis, thus taking advantage of the wise
adaptation (already alluded to), by which the
long diameters of the brim and outlet are placed
at right angles with each other. The head, soon
after its expulsion, is .again turned with the face
toward one thigh of the mother, and thereby the
greatest breadth of the shoulders from side to
side is brought into the direction of the long dia-
meter of the outlet from before backwards: the
rest of the body and limbs follow without difficulty.
Second position of the head.—In this, which is
of much less frequent occurrence than the first
position, the posterior fontanelle is directed toward
either sacro-iliac synchondrosis (generally to the
right), and the forehead directed toward either
acetabulum (generally to the left). The present-
ing part is the upper and fore part of one of the



MECHANISM OF PARTURITION. 25

parietal bones, the head, as in the first position,
descending obliquely into the pelvis. As the
force of the uterus continues to act upon the head,
the round and bulky vertex and tuberosity of one
parietal bone are directed against the inclined plane
formed by one of the spines of the ischia, and by
it guided forwards toward the neighbouring ace-
tabulum, while the less bulky but smooth forehead
18, by the same motion, passed backwards toward
the sacro-iliac synchondrosis of its own side. In
this situation the head is expelled, the case being,
in fact, converted into one of the first position.
This, I believe, is the usual course; Professor
Négele of Heidelberg observed it to oecur in
ninety-three out of ninety-six cases,

In some few instances, however, the vertex,
instead of being directed forwards, as has been
deseribed above, is turned toward the sacrum,
and the upper and fore part of one of the parietals
passes out first under the arch of the pubis, con-
stituting a presentation with the face to the pubis.
This is a less favourable position than the first,
as the head passes, not flexed, but extended upon
the trunk; and, consequently, the moving dia-
meter 1s the second in length, being that between
the lower part of the forehead and the upper.part
of the occiput. It is said by some, that the head
occasionally presents at the brim with the fore-
head directly toward the pubis, and the vertex
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directly backwards, but this, I believe, never
occurs, except in the case of a very small head.
Third position, or face presentation.—In this
variety the face usually enters the brim of the
pelvis with the forehead toward one sacro-iliac
synchondrosis (generally the left), and the chin
toward the opposite acetabulum' (generally the
right). The presenting part, then, is the upper
portion of one cheek. As the labour advances,
the chin 1s directed under the pubic arch, and
passes first out of the pelvis. Occasionally, but
rarely, the forehead will be, at the commencement,
directed forwards toward one of the acetabula,
and the chin may turn back toward the hollow
of the sacrum. In one case, however, in which
I distinctly ascertained this to be the situation at
the commencement, the chin was subsequently
turned forwards in the manner described above as
happening in the second position, and was ex-
pelled first under the pubis. Inface presentations,
the moving diameter of the head is its longest,
being that between the chin and vertex.
Presentations of the nates and lower extre-
mities.—When the child is transmitted through
the pelvis with its nates or lower limbs foremost,
its position admits of two varieties. The first and
most frequent, is with the back of the child in-
clined toward the abdomen of the mother; the
second, with the back of the child inclined toward
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the sacrum of the mother. The back of the child
does not, in either of these cases, look directly
forward or backward ; but the presentation passes
into the pelvis with the breadth of the child in
the line of one of the oblique diameters of the
brim. When the breech is the presenting part,
one of the ischia (usually the most anterior, or
that nearest to the pubis) descends lower than
its fellow, and first meets the finger of an ex-
~aminer.

The breech is usually transmitted through the
outlet with one hip directed obliquely toward the
pubis, and the other toward the sacrum. The
shoulders pass the brim with their breadth in the
line of the oblique diameter, but in passing the
outlet, they have their position changed, being
then inclined, the one toward the pubis, and the
other toward the sacrum : by this inclination the
head is brought through the brim with the fore-
head towards the sacro-iliac synchondrosis, and
the occiput toward the opposite acetabulum. The
shoulders having been expelled, the face turns into
the hollow of the sacrum, the chin is depressed
toward the chest, and so escapes posteriorly ; and,
lastly, the vertex passes out from under the pubis.

In the second species, when the face of the
child is at first inclined anteriorly, a complete
- turn is most usually subsequently effected, so as
to bring the face into the hollow of the sacrum,
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as in the first species. Sometimes, however, in
these cases, the head, instead of being flexed, is
extended, the occiput depressed upon the nape of
the neck, and the vertex turns into the hollow of
the sacrum. The chin then rests upon the pubis,
and the occiput first passes out posteriorly. The
above . observations, with the exception of those
relating to the passage of the nates, apply accu-
rately to foot and knee presentations.
Presentations of the upper extremities, or side
of the body.—In these presentations the child lies
transversely across the brim of the pelvis, with its
head toward one ilium, and its breech toward the
other. A little consideration will show that almost
insuperable obstacles oppose its passage while
thus situated. In certain cases, however, in which
the feetus is very small, or rendered very pliable
by putrefaction, the power of the uterus has been
found sufficient to effect its expulsion. This pro-
cess has been termed by Denman, who particularly
noticed it, spontaneous evolution, and was first
correctly explained by Dr. Douglas of Dublin. It
is, in fact, an expulsion of the child with its
body doubled together. During its accomplish-
ment, the head rests upon one iliac fossa, the
shoulder is driven forwards entirely out of the
pelvis,and rises before the pubis, thus making room
for the protrusion of the side of the chest into the
vulva; again, as this is forced out, the side of the
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CHAPTER 1IV.
ORGANS OF GENERATION—EXTERNAL AND INTERNAL.

A vERY brief description of these parts will be |
required for the clear understanding of the steps
and accidents of labour ; it is not, however, neces-
sary to enter into their minute anatomy, with
which the reader is presumed’ to be already
sufficiently acquainted. The organs subservient
to generation are divided into external and in-
ternal.

ExTERNAL Or6ANS.—These consist of the mons
veneris, the greater labia, the lesser labia or
nymphe, the clitoris, the orifice of the urethra,
- the hymen, the caruncule myrtiformes, the fossa
navicularis, fourchette, and perineum.

The mons veneris is merely the cushion of fat
and cellular substance occupying the anterior sur-
face of the os pubis.

The greater E%b’ia, descend upon each side from
the mons, become thinner as they pass back to-
ward the anus, at about an inch before which they
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unite together. They are formed of fat and very
distensible cellular substance, and are covered in-
ternally with mucous membrane, and externally
with common integument, which, like that cover-
ing the mons, is furnished with hairs and seba-
ceous glands. The opening between the. labia is
termed the vulva, or genital fissure,

The nymphe or lesser labia are two folds of
mucous membrane lying within the great labia;
they are united together superiorly immediately
above the clitoris, for which they form a kind of
prepuce. They become narrower as they pass
along the vagina, about the middle of which they
are lost. Their use appears to be to increase the
dilatability of the genital fissure, by unfolding
during parturition.

The clitores is placed immediately beneath the
junction of the nymphe. It is a small projecting
body, having corpora cavernosa, and erector mus-
cles, resembling those of the penis. It is endowed
with great sensibility, and is capable of a degree
of erection.

The orifice of the urethra is a small pit situated
about three quarters of an inch below the clitoris,
and immediately above the vagina; a small fold
or flap of mucous membrane sometimes projects
from the under margin of the extremity of the
urethra, and gives the orifice somewhat of an up-
ward direction.
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While speaking of the orifice of the urethra we
may conveniently consider the mode of wnéroduc-
tion of the catheter. If the operation is to be
performed while the woman is in bed, she may lie
upon her back, or, what is better, upon her left
side, with the hips projecting over the edge of the
bed. The left forefinger of the operator is then to
be introduced to a short distance (about the length
of the first joint) into the vagina, and carried for-
ward to the symphysis pubis. By this measure
the urethra will be easily discovered lying between
the finger and the pubis. It resembles in feel
the corpus spongiosum of the male urethra, but is
usually rather thicker. The finger is then to be
drawn lightly forward along the urethra, until its
tip sinks into the pit marking the orifice, in con-
tact with which it is to be held. The catheter,
held loosely between the right thumb and fore-
finger, is next to be passed along the front of the
left forefinger, in a direction somewhat backwards,
when it at once slips into the orifice of the urethra.
The handle should then be slightly depressed, and
the instrument passed on into the bladder ; during
its introduction the point may catch in one of
the mucous lacunz, upon which it should of course
be withdrawn a little, and passed forward with a
slight variation of its direction. The urethra is
from an inch to two inches long, so that in an
ordinary case, where there is no disease, we should
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expect the urine to flow when the catheter has
passed in to the distance of two inches. If it
should be necessary, the operation may be per-
formed while the patient sits upon the edge of a
chair, the operator kneeling before her, and pass-
ing his hand between her thighs. In either case,
exposure of the woman’s person should be carefully
avoided. By adopting the plan just mentioned,
instead of that usually directed in books, we shall
.get rid of the necessity for irritating the clitoris,
which, for obvious reasons, is a very considerable
improvement.

The orifice of the vagina is sitnated immediately
beneath that of the urethra, and in the virgin is
usually closed by a fold of the mucous membrane,
denominated the hymen. This, in the natural
state, has a small crescentic opening at the anterior
part, through which the menses pass. Occasion-
ally, this opening is wanting, and the membrane
is eribriform, or even imperforate.

Caruncule myrtiformes.—These are three or
four wartlike excrescences at the orifice of the
vagina, by some supposed to be the remains. of
the ruptured hymen, but by others said to exist
together with it.

The fossa navicularis is the name given to the
hollow immediately within the posterior commis-
sure of the vulva.

D
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The fourchette is the point of union of the labia
posteriorly.

The perineum is the space between the four-
chette and anus. Its extent is from an inch to
an inch and a half. It is lined internally by the
mucous membrane of the vagina, and externally
covered by the skin. Between these there is cel-
lular substance, and some muscular fibres.

INTERNAL ORGANS.—These consist of the vagina,,
uterus, Fallopian tubes, and ovaries.

The vagina is the membranous canal leading
from the vulva to the uterus. It is curved with
a concavity forwards, to such an extent that its
axis coincides with that portion of the curved line,
already mentioned in deseribing the axis of the
pelvis, which describes the axis of the outlet. It
is formed of dense cellular membrane, surrounded
throughout by numerous nerves and vessels, and
at the lower part by muscular fibres, forming a
species of sphincter. At about an inch from the
orifice (which is its narrowest part), the vessels
are collected into a cavernous tissue, denominated
the plexus retiformis. The internal surface is
lined with mucous membrane, which, in the young
subject, 1s arranged into transverse folds or rugee:
it has also many orifices of mucous glands. The
superior extremity of the vagina passes up nearly
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an inch above the os uteri, before its mucous mem-
brane is reflected upon the cervix; this reflection
takes place higher behind than before, so that the
posterior lip projects more into the canal than
the anterior. The anterior wall is connected
firmly with the urethra below; and above, by looser
cellular substance, with the back of the bladder ;
this wall in its undisturbed state measures about
three inches. The posterior wall (longer) is united
to the rectum below; above, it is covered by peri-
toneum, which forms a cul de sac separating it
from the intestine.

The uterus is a flattened pyriform body, from
two inches and a half to three inches in length,
one inch in thickness from before backward, and
one inch and a half in breadth at its upper (broad)
extremity. It is divided for the purpose of de-
scription into the fundus, which is the upper and
broadest part ; the cervix, or lower extremity ; the
body, which is that portion between the fundus
and cervix ; and, lastly, the os uteri or os tinca, an
opening situated at the termination of the cervix,
and leading from the vagina to the uterine cavity.

The substance of the uterus is from one third
to three quarters of an inch in thickness, and is
composed of a peculiar dense, greyish, fibrous
tissue, containing abundance of nerves, blood-
vessels, and lymphatics. Upon cutting into it, we
observe that it contains numerous sinuses. The

D 2
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fibres of the unimpregnated uterus cannot be ob-
served to follow any regular course: they possess
all the powers, and most of the appearances, of
muscle ; although it is a favourite whim with cer-
tain anatomists to deny them the name.

Within the solid walls of the uterus a cavity is
formed, triangular in that portion contained in the
fundus, and with its lower angle prolonged into a
narrow canal, which passes through the body and
cervix to the os tinca. At the upper angles on
each side are situated the openings of the Fallo-
pian tubes. The whole cavity is lined by mucous
membrane continuous with that of the vagina.
In the young subject, this is arranged into folds ;
it has numerous mucous lacuns, particularly in
the cervix.

The os uteri is a transverse slit in the lower
extremity of the cervix, varying in length from
three to eight lines. It hastwo lips, which in the
virgin are smooth, but, in persons who have
had children, they are frequently tuberculated
and irregular. In the neighbourhood of the os
are situated some follicles, termed the glandule
Nabothi, which secrete a tough sebaceous matter,
and are supposed to be the seat of the cancer that
occasionally attacks this part.

The situation of the uterus is near the middle
of the pelvis, between the bladder and rectum, its
axis coinciding with that of the brim. Itis covered
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on both sides by peritoneum, and is held in situ
by the following ligaments. The broad liga-
ments are merely folds of peritoneum passing off
from the sides of the womb to the sides of the
pelvic cavity. Each is formed by two layers of
peritoneum, between which are situated, at the
upper margin, the Fallopian tubes and ovaries,
and, lower down, the vessels and nerves of the
organ. The anterior and posterior ligaments are
also folds of peritoneum passing off respectively
upon the bladder and rectum. The round liga-
ments differ in structure from the others. They
pass off on each side from the fundus uteri, close to
the insertion of the tubes, and, passing out of the
abdomen through the inguinal ring, are lost upon
the mons veneris and labia. They are composed
of a number of blood-vessels, lymphatics, nerves,
and cellular substance, and form a thick round
cord. The use of these ligaments has been much
disputed. By Sir C. Bell* they have been in-
geniously supposed to answer the purpose of
tendons, and to furnish a fixed point for the two
circular muscles, which he has described as exist-
ing at the fundus of the womb. Professor Jorg,t
of Leipsic, believes that they communicate sen-
sation from the clitoris to the Fallopian tubes
and ovaries at the moment of coition, so as to

* Med. Chir. Trans. vol. iv.
+ Handbuch der Geburtshiilfe. Leipzig, 1833.
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establish a consent of all the parts concerned in
generation,

The Fallopian tubes are two firm cords, about
four inches in length, formed of a spongy cavern-
ous tissue, with blood-vessels, lymphaties, nerves,
and probably muscular fibres. They contain a
canal, which opens into the fundus of the uterus
upon each side, by an opening merely large enough
to receive a bristle. The canal enlarges as it
runs toward the opposite free extremity, and opens
into the cavity of the peritoneum, its termination
being surrounded by fimbrie, and denominated
the morsus diaboli. The tubes lie in the upper fold
of the broad ligaments in a very tortuous manner.,

The ovaries also lie in the upper fold of the
broad licament behind the tubes. They are flat-
tened whitish bodies, from an inch to an inch and
a half long, resembling in appearance and feel the
male testes. In the early feetus this resemblance
is so remarkable, that we can sometimes with
difficulty distinguish whether the bodies lying in
the lower part of the abdomen be actually ovaria
or testes. The ovaries are composed of a peculiar
cellular tissue, and each contains fifteen or twenty
globular cells or vesicles, including a drop of al-
buminous fluid, and denominated the wesicule
Graafiance. Each of these vesicles is supposed to
contain an ovum, which escapes by the bursting of
the peritoneal coat of the ovary at the moment of




INTERNAL ORGANS OF GENERATION. 39

conception, leaving behind a small cicatrix. At
the same period an oval glandular body is observed
to be formed in the ovary, about one-third of an
inch in diameter, and resembling much the secre-
tory portion of the kidney. This is named the
corpus luteum. It continues to exist from the
time of conception until three or four months after
parturition ; but of its uses we are nearly quite
ignorant.*

In connection with the foregoing description of
the hard and soft parts immediately concerned in
the generative function, it may be interesting to
reflect upon the effects likely to be produced upon
the other organs contained in the pelvis by the
~ changes resulting from the exercise of this func-
tion. The uterus, we have seen, is situated be-
tween the bladder and rectum, and accordingly,
as might have been expected, its enlargement
frequently interferes with the action of both these
organs. If the pressure particularly affect the
former viscus, it will be found to occasion fre-
quent micturition and other symptoms of irrita-
tion; and when the part pressed upon is the
qarethra or neck of the bladder, retention of urine
may be the consequence. In like manner, pressure
upon the rectum will sometimes cause tenesmus,

* Sir E. Home supposed that corpora lutea might exist in
the virgin; but his supposition is not supported by the testi-
mony of other observers.
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CHAPTER V.

FUNCTIONS OF THE GENERATIVE SYSTEM.

MEeNSTRUATION.—In every healthy woman, at the
age of puberty, a sanguineous discharge occurs
from the uterus, and returns regularly every
twenty-eight days, excepting at those periods
when the woman is either pregnant or giving suck.
From the regularity of its return this is denomi-
nated the menses or catamenia, and, in ordinary
language, ¢ the monthly courses.” It commences
in this country usually about the fourteenth or
fifteenth year, and ceases between the forty-fifth
and fiftieth. In warm climates, it is said, but I
think upon insufficient authority, that it com-
mences and terminates much earlier than in these
countries. *

The menstrual discharge, although sanguineous
in its appearance, is not pure blood, but strictly a
secretion from the uterine vessels. It differs from

* Seea I:;aper by Mr. Roberton in the Ed. Med. and Surg.
Journal, vol. xxxviii.
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blood in being uncoagulable, and containing but
a very small quantity of fibrine: although occa-
~ sionally retained in the uterus for months, in con-
sequence of an imperforate hymen, it has never
been observed to coagulate or separate into two
portions,

Pure blood may, in consequence of increased
action, be poured out along with the menses, and
detected by its coagulation; also, coagulable
lymph, as in the false membrane of painful men-
struation. The secretion may sometimes even be
devoid of the usual red colour.

The quantity of the menses varies considerably
in different individuals, and, from the slow manner
in which it escapes, is not easily estimated ; the
average quantity, however, in this country appears
to be about four ounces. This trickles from the
mouth of the uterus (as has been seen in cases of
prolapsus of the organ) during a period varying
from three to five days.

At the period of the first occurrence of men-
struation, a remarkable change takes place in the
system of the female. All the organs connected
with reproduction then assume a perfect condition.
The uterus and vagina enlarge; the external
organs become developed and covered with hair,
and the breasts increase in size and in perfection
of their glandular structure. The whole body
also assumes a more characteristically female
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form ; and at the same time the mind ceases to
take interest in the pursuits of childhood, and is
more or less influenced by the passions of the
adult woman.

The use of menstruation is, obviously, closely
connected with the function of conception, as it is
only during the menstruating period of life that
the latter ever takes place. The mode of its action,
however, is little explained : most probably it re-
sults from the internal surface of the uterus being
preserved in a condition capable of secretion, the
latter state being necessary to the support and de-
velopment of an ovum. The causes of its periodical
returns, and of the uterine excitement attending
its occurrence, appear to me to be not in the re-
motest degree elucidated by any of the numberless
theories that have been offered for its explanation.
It would not, therefore, answer any practical end
to enter at present into further examination of
the subject.

Conception.—-This is the chief function of the
generative system; and from its nature it is
involved in deep obscurity. At present it will be
sufficient for our purpose to state simply the facts
known, indulging as little as possible in hypo-
theses, which must be the product rather of fancy
than of reason.

In all animals, and even vegetables, in which
reproduction is accomplished by the formation of
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an ovum,* the concurrence of two distinet sets of
organs appears to be required. In the lower classes
of animals, and in most vegetables, these organs
exist together in the same individuals, constitu-
ting more or less perfect hermaphrodites. In the
higher animals, on the other hand, and in some
plants, there is a sexual distinction, the male and
female organs being developed in different and
distinet individuals. In these it is found that
certain rudiments of the new being are prepared
in the female, and even brought to a point of
considerable perfection (as in birds and those
animals which emit their spawn before impregna-
tion), but yet require for their full development
the stimulus of the male secretion or semen.

In the human female, the existence of these ru-
diments in the vesicles of the ovaries, and their pas-
sage from thence, through the tubes, to the womb,
has been inferred from the following circumstances.
In every instance in which an examination has been
made shortly after conception, it has been observed
that the contents of one or more of these vesicles
had been discharged,f and that a cicatrix, marking
the point of their exit from the ovary, existed on
the peritoneal coat of that body. The formation, at

¥ The seeds of plants are perfectly analogous to ova.

t It is usunally found that a drop of blood is effused into
the vesicular cavity, which coagulates, and is subsequently
absorbed.
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the same period, of the corpus luteum in the neigh-
bourhood of the cicatrix (although we are ignorant
of its exact uses) also indicates the performance of
some special action. Again, we have, in a morbid
state, the occasional development of a feetusin the
ovary, forming a variety of extra-uterine feetation.
That the rudiments pass by the tubes into the uterus
may be inferred from the occurrence of another
example of extra-uterine feetation, in which the
ovum is arrested in its passage through the tube
and partially developed inits canal. There is also
analogical proof to be derived from the experi-
ments of Dr. Haighton,* in which he completely
stopped the progress of conception in a rabbit by
dividing the tubes within thirty hours from the
period of impregnation; but failed in effecting that
object when he postponed the division to forty-
eight hours from the same period.

As to the manner in which the rudiments escape
from the ovary and effect their transit into the
womb, we have little information. By some it is
supposed that the vesicle bursts, and that its con-
tents are absorbed by the tube in a fluid state, and
so conveyed into the womb. Mr. Cruikshank’s
hypothesis was, that it escaped in the form of a
perfect cyst; and he conceived that he demon-
strated this by opening and pouring distilled vine-
gar upon the tube of a recently impregnated ani-

* Phil. Trans. vol. lxxxzvii.
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mal, whereby an egg-like cyst was rendered visible.
This effect, however, might be produced by the
mere coagulation of the albumen probably con-
tained in the fluid rudiments. It is not improbable
that the matter may be absorbed in a fluid form,
and furnished with a cyst composed of the future
amnion and chorion during its transit through the
tube : in support of this conjecture we have an
analogy in the addition of the shell to the ovum
of birds during its passage through the oviduct.
As to the time occupied by these actions, which
may be properly considered as constituting the
process of conception, much uncertainty prevails.
It may probably be set down at about a fortnight,
as I believe the ovum has seldom been recognised
in the uterus in less than two or three weeks from
the period of impregnation. |
In multiparient animals, and in the human
female who conceives of more than one child, the
number of cicatrices and of corpora lutea in the
ovaries exactly corresponds with the number of
feetuses in the uterus. ' ‘
Conception has been hitherto spoken of entirely
with reference to the operations of the female;
with respect to the part borne by the male, but
little is ascertained with certainty. We are, in fact,
quite ignorant as to the mode in which the semen
effects the awakening of the ovum, which we have
already seen may be brought, in some animals, to
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a state of apparent perfection, and expelled from
the body, without male aid. It is not even cer-
tainly known whether actual contact of the male
and female products is an essential requisite of im-
pregnation, or whether this result may not be pro-
duced by a mere exhalation or aura proceeding
from the male semen. In favour of actual contact
are some observations of Ruysch,in which he says
that he detected semen in the Fallopian tubes of a
woman killed in the act of adultery ; the experi-
ments of Dr. Blundell; * and the analogies of
vegetable fecundation, and of the generation of
animals whose ova are impregnated after expulsion,
in both of which, actual experiments prove the ne-
cessity of direct contact. On the otherside, we have
the unexplained difficulty of effecting contact, and
the occasional occurrence of conception while the
hymen is perfect, and an insuperable obstacle thus
opposed to the entrance of the male organ into the
vagina. Upon the whole, the weight of evidence
appears to be in favour of actual contact; but
where or how effected, we know not. Such is the
scanty foundation of facts upon which have been
built the innumerable absurd, as well as ingenious
though fragile, theories of reproduction.

# Med. Chir. Trans. vol. x.
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CHAPTER VI.
GRAVID UTERUS.

CoevAL wiTH, and subsequently to conception,
many changes take place in the womb and its
contents, all of which may be included in the
consideration of the gravid uterus. We shall first

consider the effects of pregnancy upon the womb
~ itself, and, for the sake of contrast with the un-
impregnated state of the organ, we shall examine
its size, structure, &c., at the full period of ges-
tation.

At this time it is of an oval shape, somewhat
compressed from before backwards, and with the
smaller extremity pointed downwards. Its ave-
rage dimensions are, twelve inches in length, nine
in breadth, and six or seven in depth ; these, how-
ever, varying according to the size of the feetus
and secundines, and especially to the quantity of
the liquor amnii.

The steps by which it attains this size are gra-
dual and regular. Until the end of the third month
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it remains within the pelvis. In the fourth it be-
gins to mount above the brim, and then measures
about five inches from the fundus to the beginning
of the neck. At this period the enlargement is
confined to the fundus and body ; but in the fifth
month the cervix begins to be distended, and be-
comes softer and spongy.

Until the fifth month the weight of the uterus
acts in depressing it into the vagina, so that we
can feel the os tince more readily than in the un-
impregnated condition: but as the cervix becomes
distended, and the uterus rises into the abdomen,
the vagina is stretched upwards, and the os more
distant from the finger. In the seventh month the
womb reaches usually to the umbilicus, and the
cervix is so much developed that we can often feel
the head of the child through its walls. In the
eighth month the fundus gets to about half way
between the umbilicus and sternum, and the orifice
1s on a level with the brim of the pelvis. In the
ninth month the upper extremity of the womb is
very near the ensiform cartilage, the cervix is
completely taken up into the general cavity of
the uterus, and the os changed from a transverse
slit into a round rugous hole, placed without any
projection in the lesser extremity of the organ.

The situation of the full-sized womb is oblique,
with the os directed backwards towards the sa-
crum, and the fundus forward, so that its axis is

E
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nearly identical with that of the brim, being de-
seribed by an imaginary right line passing from
the scrobiculus cordis to the point of the sacrum

when it is mnecessary to pass the hand into the
uterus.* The gravid womb lies anterior to all the
viscera of the abdomen, {}ﬂﬂupying the whole in-
terval between the iliac bones, and a corresponding
space above, as high as the epigastrium.

The structuresgf theyuterns continue essentially
the same ag 15511 'Llﬂirl:lplé'f; condition, but
undergo g A\t. The mus-

foremarkable Tvelﬂﬁj
cular fibies, w‘ﬂﬁ?’aﬂ;@arlﬁg irfegular in the
le arrangement

virgin woj b Nnow _ EEhﬂjlt a d?n'
hese fibres arise

into layers. ﬁﬁ: ﬁlﬁﬁ;mﬁ%‘-&h

from the round hegaments, and; regularly diverging,
spread over the fundus until they unite. Accord-
ing to Sir C. Bell,f the round ligaments are the
tendons of these muscles, and serve as fixed points
from which they act in bringing the womb down
into the pelvis at the commencement of labour,
and giving its mouth the proper direction. In
the substance of the organ, internal to this layer,

* In women who have had many children, this axis is often
deviated from, on account of the distensible parietes of the
abdomen allowing the uterus to depend forwards. Lateral
obliquities also oecasionally happen from unequal laxity of the
parietes, or from deformities of the spine or pelvis.

+ Med. Chir. Trans. vol. iv.
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the muscular fibres have a circular direction near
the fundus, and a longitudinal near the cervix:
they are, however, interwoven together in a very
intricate manner ; and when they act fully, must
have a very powerful effect in constringing the
blood-vessels, which pass between them, and so
preventing hemorrhage. Their action, during
labour, 1s.to open the os tinca, and draw it, as it
were, over the child’s head. The most internal
stratum of musele is arranged with the fibres in
two sets of concentric circles, each having the
orifice of one of the tubes as its centre. These two
muscles, if we may so call them,interweave toge-
ther at their circumferences, and have proceeding
from them, on each side, broad longitudinal bands
of fibres, which assist the external muscles in
bringing the fundus towards the os, and in draw-
ing the latter over the child’s head. The circular
portions are supposed to corrugate and diminish
the internal surface of the uterus, after the child
has been expelled, and so draw it off, as it
were, from the placenta, which, having no power
of diminishing its own area, must, of course, se-
parate from the surface to which it is attached
when the latter is diminished in the way men-
tioned.

The thickness of the uterine parietes is nearly
the same as in the unimpregnated state: in the
part to which the placenta is attached, it is per-

E 2



52 DUBLIN PRACTICE OF MIDWIFERY.

haps a little thicker.* Its substance throughout
is more spongy and vascular, and the sinuses are
much more developed than before conception.

The blood-vessels of the womb are much en-
larged during gestation, especially in the neigh-
bourhood of the site of the placenta, where the
arteries are sometimes as large as the point of the
little finger. The veins are proportionally large,
and form plexuses, with very free communication.
The lymphatics are also very large and numerous.

The nerves, which are derived from the hypo-
gastric and spermatic plexuses of the great sym-
pathetic, and, from the sacral pairs, are said by
some (W, Hunter and F. Tiedemann) to be en-
larged ; a circumstance, however, that has been
denied by other observers.f

Contents of the Womb.—These consist of the
foetus, liquor amnii, or waters, and the secundines;
all together constituting the ovum. The secundines
consist of the funis, placenta, and membranes ; the
latter being three in number, viz. the decidua,
chorion, and amnion.

The decidua is the outermost coat of the ovum,
and less properly belongs to it than to the uterus, as

* The walls of the uterus are sometimes unequally thin in
different parts; a knowledge ‘of which circumstance ought to
make us particularly cautious when we happen to have our hand
in its cavity.

T Jirg, Handbuch der Geburtshiilfe.
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it is formed in the latter during the process of con-
ception, and before the ovum has descended into its
cavity. It is also to be found in the womb, in cases
of extra-uterine fcetation, appearing to be, in fact,
a preparation made in the organ for the lodgment
of an expected but absent guest. The exact nature
of this membrane has been much disputed ; but it
appears to be, at first, a secretion of organisable
lymph, produced by the vessels of the womb while
under the stimulus of conception.* It is soon
supplied with vessels admitting of being injected
from the uterine arteries, and then assumes the
form of a dense and thick, but friable membrane.
The decidua is not formed in the cervix uteri,
but stretches across its upper part, so as to form
a shut sac in the body and fundus. It also closes
up the openings of the Fallopian tubes on each
side.f j

When the ovum passes down, it must, to get
into the womb, remove from the orifice of the
tube the layer which closes it, and in doing so

¥ In texture and mode of formation it appears to resemble
much the false membrane thrown out in certain inflammations,
as croup, &e.

T Dr. Lee supposes that the decidua is perforated opposite
each tube; but it is scarcely likely that an aperture so minute
as that of the tube would be preserved in a membrane of the
kind. His view also offers a great difficulty in the explanation
of the formation of the decidua reflexa—a subject already
obscure enough. Vide Med. Chir. Trans. vol. xvii.
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(probably) forms for itself a little bag, having a
neck only equal in diameter to the perforation of
the tube. From the plastic nature of the decidua,
we can easily believe that this bag may increase
in a degree corresponding to the growth of the
ovum, whilst its neck remains of its original size
(that of the tube): it is not detached from any
part of the uterine surface, as some have supposed.
The bag thus formed around the ovum, by the
prolongation and growth of that portion of the
membrane which covered the opening of the tube,
is termed the decidua reflexa, in contradistinetion
to the portion adherent to the uterus, which is
called the decidua vera. The arrangement of
these two portions of the membrane resembles
precisely that of the peritoneum ; the decidua vera
being analogous to the peritoneum lining the
abdominal walls; and the reflexa, to the same
membrane covering the intestines and other
viscera. It is only at the commencement of
pregnancy that the distinction between the de-
ciduz vera and reflexa can be perceived, as they
both coalesce when the ovum has attained a cer-
tain size. In one situation only are the two
distinct at the time of parturition, and that is
where the placenta intervenes between them:
the membrane (as I have ascertained by repeated
dissections) splits at the edge of the placenta ;
that layer which was the decidua vera passing
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over its uterine aspect, while the reflexa is at-
tached to its feetal surface, interposed between it
and the chorion. At this period, the membranes
being much condensed, and firmly adherent to the
placental surface, it requires some care to demon-
strate them.

The use of the decidua appears to be, in the
first instance, to afford the means of establishing a
connection between the ovum and the uterus: the
flocculent vessels of the chorion shooting into it,
and ( probably) anastomosing with the numerous
vessels which it has itself derived from the
womb. If we may adopt the phraseology of ger-
~ mination, which seems very applicable, we may
say that the decidua furnishes the light nutrient
soil into which the radicles of the ovum can strike
at once, and obtain for it, without difficulty, a sup-
ply of nourishing particles sufficient to enable it to
elaborate its own system. Later, the decidua
assists in the formation of the placenta, in a
manner respecting which we shall inquire when
speaking of that organ. The membrana decidus,
or caduca, has, as its epithets import, but a transi-
tory existence, and is always cast off either along
with the ovum, or subsequently to parturition.

The time at which the ovum arrives in the
womb is not exactly defined, and has been dif-
ferently estimated by observers: it has not, I
believe, been recognised with certainty before three
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weeks from the time of impregnation.* When
first visible, it is simply a vesicle formed by two
concentric membranes, between which and within
the inner one is contained a small quantity of clear
gelatinous flnid. The outer membrane is the
chorion. It is, at first, covered with a stratum of
flocculent vessels, which strike into the decidua,
and are, as it were, the radicles of the ovum. In
the later periods of pregnancy, it loses its shaggy
appearance, and becomes thin and transparent. It
is then adherent to the decidua, covers the placenta
(on its inner surface), and is reflected over the
cord. Its use appears to be, to contain and
strengthen the other parts of the ovum, and to
establish a connection with the uterus by means
of the decidua.

The amnion is a thin, pellucid, but very dense
membrane, contained within the chorion, and at
first’ separated from it by the gelatinous fluid
already described ; but usually towards the close of
pregnancy, in close contact with that envelope.
It is reflected over the chorion on the placenta
and cord.t Its use appears to be as an envelope

¥ T have known a perfect ovum to be discharged from the
uterus exactly seven weeks after menstruafion. The prepara-
tion is in the museum of the medical school at Park-street. It
contains an embryo and vesicula umbilicalis with amnion and -
shagey chorion, and is altogether not larger than a hazel-nut.

t At the umbilicus both the chorion and amnion pass in-
sensibly into the skin of the fwetus, and are by some supposed
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to the embryo, and to secrete the liquor amnii.
Neither of these membranes has been injected in
the human subject ; but their vascularity can be
fully ascertained in animals, by injecting from the
foetal vessels.

The liquor ammnii is the fluid secreted by and
contained in the amnion. It is composed of
water containing small quantities of albumen,
muriate of soda, and phosphate of lime. It is of
a light straw colour, and has a very peculiar smell.
The liquor amnii varies in quantity, at the full
period of gestation, from half a pint to upwards
of a quart. Its use appears to be, to furnish a
medium in which the feetus can enjoy a certain
degree of motion, and at the same time be most
effectually protected against external injury. It
has been supposed by some to be a source of nou-
rishment to the feetus; but, without involving our-
selves in the intricacies of this question, it will be
enough to point out the absurdity of any organism
being supposed capable of secreting matter for its
own nourishment. Such would be the case, how-
ever, if the liquor amnii served this purpose, as it
can only be produced from the feetal vessels; the
amnion having no vascular connection with the
mother. We shall now take a brief notice of the
feetus, the main object for which all this apparatus

to be, in original formation, identical with the cutis and epi-
dermis,
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is constructed ; and lastly, examine its means of
support while in the uterus, and the organs acces-
sory thereto.

The Feetus.—After the lapse of a period, not as
yet certainly ascertained, the simple vesicle of
early pregnancy is found, upon close inspection,
to contain a minute opaque body attached te its
inner surface by a slender and very short filament.
When first seen, this corpuscle appears curved
into a semicircle, and without any distinction of
parts. In a short time a distinction is evident
between the head and body ; but the fundamental
part appears always to be the spine. In the se-
cond month, the extremities begin to bud out, as
it were, from the body ; and between the lower
limbs the spin:s‘, projects somewhat in the form of
atail. At the same time the face, and organs of the
cavities sprout out from the concave side of the
corpuscle. The eyes also appear, and subsequently
the mouth, nostrils, and openings of the ears. In
the course of the second and third months, the
genitals are formed, but present very little differ-
ence in the different sexes, the penis and clitoris
being nearly of equal size, and the testes, which
remain in the abdomen until the seventh or eighth
month, much resembling the ovaria. Ossification
commences about the seventh or eighth week.
During the third and fourth month the nose, lips,
eyelids, and ears are forming, and the parietes of
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the abdomen are completed, so as to include the
intestines, which previously formed a sort of hernia
in the commencement of the funis. The extre-
mities continue to grow in a branch-like manner,
and to form at their termination the fingers and
toes. About the end of the fifth month, the feetus
has nearly assumed its perfect form, and has then
chiefly to increase in size. It still, however, dif-
- fers considerably from the child: the testicles are
in the abdomen, the eyelids coherent, and the pupil
closed bya membrane calledmembrana pupillaris.

Even at the full period, the feetus differs re-
markably from the child in many of its organs,
and especially in those concerned in ecirculation.
Into these differences (which are dwelt upon in
everysystem of physiology ) it will not be necessary,
at present, to enter farther than merely to call to
mind the peculiarities of the circulating system.
It is to be recollected, that, from the want of at-
mospheric air, the lungs are incapable of perform-
ing their function ; and, accordingly, a vicarious
organ is supplied in the placenta. From this the
‘renovated blood 1s sent through the umbilical vein
to the inferior cava, supplying, as it passes, large
branches to the liver. The portion of the umbi-
lical vein which passes through the fissure of the
liver is denominated the ductus venosus, and exists
merely as a cord in the breathing child. From the
inferior cava the blood passes in the regular course
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into the right auricle, and from thence part of it
goes through the foramen ovale (which closes after
birth) directly into the left auricle; from thence
into the left ventricle, and so by the aorta into the
general circulation. Another portion of the blood
in the right auricle passes in the ordinary course
into the right ventricle, and thence into the pul-
monary artery; but as the uninflated lungs are
not capable of receiving it, a passage, termed the
ductus arteriosus(not pervious afterbirth),conveys
it into the aorta, where it joins the blood which
has passed through the foramen ovale, and is dis-
tributed along with it throughout the body. From
the iliac arteries, however, two branches, deno-
minated the hypogastric, pass off upon the back
of the bladder, ascend to the umbilicus, and then
become the arteries of the cord: these convey a
considerable portion of blood from the descending
aorta back to the placenta, for the purpose of re-
novation. The hypogastric arteries degenerate
into cords in the breathing child.

The body of the feetus is covered with a whitish
sebaceous matter, called the verniz caseosa: the
use of this is, probably, to protect the skin against
the effects of long immersion in the liquor amnii.
The average weight of the fetus at the full period
is about seven pounds: it is sometimes, however,
as much as twelve pounds: the average joint weight
of twins is eleven pounds. In the gravid uterus
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the feetus is packed into the smallest possible
space, its chin depressed upon the breast, its
legs flexed upon the thighs, and the latter upon
the abdomen, the arms crossed upon the chest,
or placed with the hands upon the sides of the
face.

The funis is composed of three vessels, the two
arteries just mentioned which bring the impure
blood to the placenta, and the umbilical vein
which carries it back from that organ to the body:
the vein is considerably larger than the arteries.
None of these vessels send off any branches until
they are entering the placenta, when the arteries
anastomose by a cross branch. They do not,
however, run a straight course, but are twisted
spirally together, and also are tortuous, forming
coils upon themselves. The substance of the cord
consists of a cellular web, filled with a gelatinous
matter, and covered firmly by the chorion and
amnion. In this gelatinous tissue the vessels are
imbedded, and thus very effectually preserved from
injury. Owing to this provision, knots are fre-
quently formed upon the cord, without in the
least interrupting the circulation. Besides the
arteries and vein, the cord contains a rudiment of
the urachus and the omphalo-mesenteric vessels
and vitelline pedicle, structures which shall be sub-
sequently alluded to. The existence of nerves
and lymphatics in the funis has been denied by
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most anatomists; but Sir Everard Home has al-
leged that he discovered the former by means of
the microscope; and Dr. V. Fohmann,* of Liit-
tich, asserts that he has been able to inject ab-
sorbent vessels with mercury, and that they are
very numerous both in the cord and placenta.
The testimony of these gentlemen has not yet, I
believe, been corroborated ;f and I fear that at
least Dr. F.’s argument (like many an excellent
one) is injured by too much proof, as he is not
satisfied with stating the existence of those ves-
sels, but proceeds to show that, except the vein
and arteries, the funis contains nothing else but
absorbents. The length of the cord varies,
but is usually about two feet: it is frequently,
when too long, twisted round the neck of the
child. -
The placenta is the most important of all the
uterine organs of the feetus, without which neither
orowth nor subsistence can continue. ‘It has
various forms in different animals, but, in the
human subject, is a flat circular body, about six
inches in diameter, and about one inch and a half
in thickness at the centre, becoming thinner to-
ward the circumference. Usually in the centre,

* Zeitschrift fiir Physiologie, 4ter Bd. 1832,
T Sinee the above was written, Dr. Montgomery, of Dublin,
has succeeded in repeating Dr. Fohmann's injection in the

funis.
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but sometimes at or near the edge, we find the in-
sertion of the funis, whose vessels immediately
ramify in a divergent manner upon the surface of
the organ. The placenta gives to the touch a
peculiar rough fleshy feel, which the student will
do well to make himself familiar with, that he
may be enabled to recognise it while in the uterus.
The external, or uterine, surface is covered with
a thin layer of decidua, iﬂtim‘ateiy connected
with its substance. Under the decidua the pla-
- centa is divided into lobes, the surfaces of which
have somewhat of a rough, spongy appearance; and
by some it is said that there are defined openings
to be observed, leading through the decidua into
the substance.®* Much dispute has arisen as to the
connection of this surface with the uterus. Hunter
supposed that large vessels passed directly from
the mother into cells in the placenta. A different
opinion was entertained by the Monros,f and has
been lately very ably advocated by Dr. Robert
Lee. These gentlemen deny that any connection
exists between the uterus and placenta, except,
perhaps, by small nutrient vessels. Later still,
Dr. H. Leyi} has had an opportunity of accurately
examining a gravid uterus, and he corroborates the

* Dr. H. Ley in Med. Gaz. vol. xii.

t Med. Essays, vol. ii.; and Essays and Observ. Phys. and
Lit. vol. i.

t Med. Gaz. vol. xii.
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account, of Hunter, which is also supported by the
testimony of Professor Burns. As yet, I think,
we must consider the question as unsettled, al-
though probabilities certainly appear to be against
the notion that any very large vessels pass directly
between the two parts. The internal, or feetal,
surface of the placenta is not, like the other,
divided into lobes, nor has it the same spongy,
glandular appearance, but is formed of an immense
congeries of vessels, together with cellular sub-
stance and a number of white filaments, the na-
ture of which does not appear to be understood :
it is covered by a thin layer of decidua, which is
very intimately connected to it, and by the chorion
and amnion.

The internal structure of the placenta has been
the subject of much dispute. It can be injected
freely from the vessels of the cord ; and it was sup-
posed by William Hunter that injections could also
be thrown from the uterine vessels into cells in its
substance. From these circumstances, and from
the fact of distinct uterine and feetal portions ac-
tually existing in the placenta of many animals,
Hunter inferred, that in the human female it is
also composed of two parts: the one cellular, com-
municating with the uterus by a direct passage
of vessels ; the other vascular, and being, in fact,
the ramifications of the umbilical vessels. From
the result of hisinjections, he inferred further, that
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these portions had no vascular intercommunica-
tion. By others it has been stated, that no passage
of injection can be effected from the uterine vessels
into the placenta, except as the result of extrava-
sation, and that there are no cells whatsoever in
its structure, but that it is entirely composed of the
feetal vessels. From the best consideration that I
have been able to give the subject, this latter view
certainly appears to me to be the most correct;
but I am far from thinking that thé question has
been ultimately set at rest. It is probable that the
purposes of the glandulee uterince, or maternal
placenta of animals, are effected in the human
womb by a peculiar development of that portion
of the uterine wall to which the placenta is
attached, and not by any contrivance in the sub-
stance of the latter organ. The testimony with
respect to the existence of nerves and lymphatics
in the placenta is the same as was mentioned in
favour of the presence of the same organs in the
funis; that of Sir E. Home and Fohmann. Dr.
Fohmann asserts that the lymphatics convey
nourishing material from the mother through the
- cord to the iliac glands, and thence into the
system of the feetus.

The uses of the placenta appear to be in some
degree analogous to those of the lungs and
stomach of the breathing animal. The blood
passes into it from the hypogastric arteries, and,

F
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after a very free circulation through it, returns
by the umbilical vein directly to the heart. This
circulation continues until respiration is estab-
lished, when it ceases spontaneously, and any
interruption of it, before the latter process has
commenced, is immediately fatal. From these
facts, we are warranted in inferring that a change
necessary to life (probably oxygenisation )iseffected
in the placenta, although the nature of that change
is obscure, and the relative properties of the blood
in the umbilical arteries and veins are not at all
known. That the organ in question not only re-
vivifies the blood, but also elaborates new wvital
fluid, thus performing a function analogous to that
of the stomach, can only be inferred from the
absence of any other source from whence the feetus
could obtain materials for growth and support.
With respect to the manner in which the pla-
centa is formed, all is obscurity ; but the following
appears to me to be a probable conjecture. In
speaking of the decidua reflexa, I have mentioned
the probability of its being formed by the cvum,
in its entrance into the womb, pushing before it
that portion of decidua vera which covered the
opening of the tube, and so forming a bag, the
neck of which would remain attached to the tube,
while it would itself (from its plastic nature) in-
crease in a ratio with the increase of the ovum.
In a short time this bag of decidua reflexa would
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be pressed against some part of the uterine wall
(most probably in the vicinity of the fundus), and
there meeting with a membrane exactly sirhilar to
itself (the decidua vera), a vascular union would
very soon be established. The result of this union
would soon be a minute anastomosis of vessels,
and a formation of membranous tissue to support
them, between the two deciduze, and, in process
of time, the elaboration of a perfect placenta.

We have now disposed of the principal contents
of the gravid uterus, and shall merely allude to
two structures, to which great importance has
been attached by some, but the uses of which, in
reality, are very imperfectly understood.

The wesicula umbilicalis is a small body, not
exceeding in size a small pea, which lies between
the chorion and amnion, near the margin of the
placenta. It is connected with the intestines of
the feetus, by a duct denominated the -vitelline
pedicle, which runs along the funis; and is also
connected with the mesenteric vessels by an
artery and vein, called the omphalo-mesenteric,
which accompany the vessels of the cord through
the umbilicus. The vesicle contains a small quan-
tity of a kind of oily matter, supposed to perform
a part in the early nutrition of the embryo: but
the fact is, we know nothing about the matter.

Allantois.—By some persons a lutcierated
membrane is described as existing between the

F 2
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CHAPTER VIL

SIGNS AND DURATION' OF PREGNANCY, AND
RECKONING.

A VERY important duty frequently devolves upon
the practitioner of midwifery, when he is called
upon to determine as to the actual existence of
pregnancy in any individual case. It is necessary
for him to be able to solve this question in the
ordinary routine of his business, in order that he
may be able to inform his patients of their exact
condition. Again, it is frequently put to him,
when there is a doubt as to whether certain
symptoms are traceable to disease, or to a gravid
state of the womb ; and, thirdly, his judgment upon
this point may be required in the management of
some of the gravest concerns cf public justice. The
question, however, is often much easier asked than
answered ; and it therefore becomes us to examine
carefully those signs that indicate the pregnant
condition. The chief of these are:—1. amenorrheea,
or suppression of the menses; 2. sympathies of
other parts with the irritation of the uterus, viz.
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of the stomach, producing nausea and vomiting ;
of the nervous system, giving rise to irritability
of temper, anomalous pains, salivation, &e. ; and
of the breasts, causing a painful development of
their glandular substance, and a change of colour
in the areola surrounding the nipple ; 3. the motion
of the feetus in utero (denominated quickening);
4. alterations in the uterus as to its general size,
and as to the condition of particular parts, as the
os and cervix ; and 5. the auscultatory evidence
as to the pulsations of the feetal heart, and the
placentary sound.

Suppression of the Menses.—This sign is one
which we must take entirely upon trust from the
report of the patient. It may also be a morbid
symptom ; so that its existence per se is no evi-
dence of pregnancy. On the other hand, the pre-
sence of the menses affords merely presumptive
proof of the non-existence of the same state, as it
is well known that discharges similar to the men-
strual may occur regularly during gestation. We
should only value it, therefore, in connection with
other symptoms; but if such exist, and amenor-
rhoea continues without loss of health, we have, at
all events, good grounds for suspicion.

Sympathies of the Stomach. — Natsea and
vomiting are very constant attendants upon con-
ception, occurring sometimes immediately after
impregnation, but generally about the third or
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fourth week, and usually ceasing at the time of
quickening. As these symptoms may be occa-
sioned by many other causes, they are obviously
not conclusive signs of pregnancy : when they arise
from this state, they usually occur at the time of
the day when the woman, in leaving her bed,
changes from the horizontal to the erect posture,
and are therefore called ¢ morning sickness.” In
ordinary cases the vomiting is attended with little
general disturbance, hunger being felt immediately
after the stomach has been emptied ; but, in some
instances, the irritability continues throughout the
whole day during the entire period of gestation,
and is attended with much distress.

Sympathies of the Nervous System.—These are
of little importance, conveying, of themselves, no
practical information. I have known salivation,
which I can consider merely as a nervous sym-
pathy, to continue profusely during the greater
part of a pregnancy, and to cease immediately after
parturition, without being productive of any bad
effects. Under this head we may, perhaps, also
include the capriciousness of appetite and temper
often observed in pregnant women, and the ano-
malous pains, toothaches, &ec., of which they
occasionally complain. Neither am I aware of any
other set of words which we can use by way of
explanation of the changes that occur in the cir-
culating and urinary systems. The urine has been
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observed to contain a peculiar milky deposit, and
the pulse, during gestation, is commonly very
rapid; I have known it beat 140 in a minute, in
a healthy woman. The popular notion, that the
lood is always buffed daring pregnancy, is, ac-
cording to my opinion (founded upon numerous
observations), merely a popular fallacy.
Sympathies of the Breasts—Very often the
earliest symptom of pregnancy is a sensation of
weight, pain, and swelling of the breasts. It fre-
quently occurs in the first month, and before the
time when the non-appearance of the menses
would give reason to suspect the state of the case.
Shortly after conception (about the second or
third month), some remarkable changes take place
in these organs. They grow larger and firmer,
and their glandular structure becomes evidently
more developed, sometimes so much so as to be
attended with a secretion of milk. At the same
time, the areola around the nipple becomes usually
darker in colour, moister upon its surface, and
covered with a number of small papille. The
latter changes are considered by many, and, I
believe, with reason, as very certain signs of preg-
nancy : they apply, however, with more force to
first cases, as the areola, after having been once
changed, seldom resumes its virgin characters so
perfectly as to enable us to recognise, with facility,
subsequent alterations. We have also to recollect
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that, during lactation, the areola retains the same
appearances, and that, in some instances of actual
pregnancy, these may mot be observable at all.
With respect to the increase in the size of the
breasts, we must be careful to distinguish knotty
glandular development, which is the true sign of
pregnancy, from fatty enlargement, which not
unfrequently perplexes our diagnosis, especially
when we have to deal with a patient who has
been married at a late period of life. Such in-
dividuals are apt to become suddenly corpulent,
in consequence of the change effected by marriage
both in their moral and physical constitution;
and, being usually very anxious for heirs, they
often mistake the fatty increase of their breasts
for a certain indication of pregnancy.
Quickening.—By this is understood the first
sensation, on the part of the mother, of the motions
of the child in utero. It occurs usually about the
sixteenth week,* sometimes a little earlier or later,
and is by some supposed to happen always at the
time when the uterus first rises out of the pelvis
into the abdomen. I believe this ascent sometimes
occurs rather suddenly, and is under such circum-
stances attended with a feeling of nausea and

* Some women come to very accurate conclusions respecting
the period of their labour from observing the time of quickening,
I bave heard women assert that they quickened at different, but
regular periods, with boys and girls,
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faintness; but I rather think it has no necessary
connection with tHe woman’s sensation of the first
motions of the child, as I have repeatedly felt the
uterus in the abdomen long before any quickening
had taken place. Great value must be attached to
this sign of pregnancy, when women have no motive
for misrepresentation, and have had experience of
former pregnancies; but, even under such circum-
stances, we find that they are themselves occasion-
ally deceived, mistaking the motions of air in their
own intestines, or spasms of their abdominal mus-
cles, for actions of the feetus. In many instances
the pressure of the cold hand of the aecoucheur,
during examination, will excite the child to motion;
and we might then suppose that no loop was left
to hang a doubt upon; but, as if to remind us that
we are very fallible, we find cases related (for
instance, that of the celebrated Joanna Southcote),
in which medical men erroneously supposed that
they had felt these movements. In estimating the
negative value of absence of quickening, we have
to recollect that a dead child may be in the
womb, and, of course, motionless; and that some
anomalous cases are related, in which quickening
never became perceptible, either to the mother
herself, or to other examiners.

Enlargement of the Abdomern.—This is the sign
which, in doubtful cases, oftenest attracts the
attention of casual observers. During the first
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three months, the abdomen is not at all enlarged
(unless accidentally from the presence of air in
the intestines); but is, on the contrary, rather flat-
tened, and the umbilicus appears as if dragged
inwards. About the end of the third month,
however, the abdomen begins to increase in size,
and continues gradually enlarging until towards
the end of the ninth month; when it sinks and
lessens, preparatory to the occurrence of labour.
The umbilicus, near the end of gestation, is raised
to a level with the surrounding skin, and some-
times even projects. -

An enlargement of the abdomen, leading to a
supposition of pregnancy, may be occasioned by
ascites, tympanitis, fat, or morbid tumors. The
diagnostic marks are, under the two first diseases,
the presence of their peculiar symptoms, and the
absence of the firm, regular outline of the gravid
uterus. When the increase is fatty, we have, in
place of the condition last mentioned, a soft and
yielding state of the abdomen, which admits of
our pressing the closed hand backwards, towards
the spine. Morbid tumors must be diagnosed by
their history and peculiar symptoms: they fre-
quently, however, give rise to much difficulty;
and, as well as the other mentioned causes of
enlargement, often require an investigation into
all the marks, to enable us to distinguish the true
nature of the case.
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- When investigating the cause of an enlarged
abdomen, we are obliged to resort to manual
examination externally,and perhaps internally ( per
vaginam). To facilitate the external examination
we must relax the abdominal walls as much as pos-
sible, by placing the woman on her back, with the
shoulders raised, and knees drawn up, and engage
her in conversation, so as to prevent her from
keeping the muscles in a tense condition. When
the patient is fat, the diagnosis is much obscured ;
but if this be not the case, we shall probably be
able to recognise the firm, rounded outline of the
womb, of a size corresponding with the supposed
period of pregnancy. Percussion may be used
with advantage in these cases. If a tympanitic
sound be elicited by this method of investigation,
it will then be highly probable that the swelling
1s not attributable to any solid tumor, such as a
gravid uterus, but to the existence of flatus in the
intestines. An internal examination may be made
while the patient is lying upon her left side, with
her hips projecting over the edge of a bed or couch,
and her back towards the examiner ; or while she
is in an upright posture. One or two fingers
(previously oiled) are to be passed gently into the
vagina, and carried upwards, so as to investigate
the following points. |

State of the Os and Cerviz Uteri.—It has been
already shown that, about the fifth or sixth months,
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considerable changes take place in the cervix ; and
accordingly it is about this period that we derive
the most certain information from an internal ex-
amination. This part of the womb, not being dis-
tended by the ovum during the first months, is
pressed downwards by the increased weight of the
fundus, and then projects rather more than usual
into the vagina ; but, at the termination of the fifth
month, it begins to be taken up into the general
cavity, and, therefore, becomes shorter and less
prominent. The cervix continues to be shortened,
until, at the ninth month, its canal is completely
merged in the general cavity of the uterus; and
we then have no projection whatever, but merely
feel the os uteri as a rugous circular opening in the
lower extremity of the womb, the wall of which is
spread evenly over the head of the child. From
the first periods of gestation, the os uteri itself
undergoes certain changes: it appears to become
the seat of a more active circulation, losing its
former gristly elastic feel, and becoming softer,
and more spongy. During the first five months it
is easily felt; but, according as the cervix shortens,
and the fundus leans more forward against the
anterior wall of the abdomen, it is inclined more
backwards and upwards towards the promon-
tory of the sacrum, and at the termination of the
ninth month is often out of reach of the finger.
That the tumor felt in the abdomen is identical
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with that felt per vaginam, we may satisfy our-
selves by placing one hand on the abdomen, and
ascertaining that motion is communicable from it
to the fingers of the other hand pressing against
the os and cervix. This sensation, however, might
be occasioned by a uterus morbidly enlarged, or
one which contained other substances besides an
ovum, as, for example, hydatids; and to obviate
such a deception, the mode of examination called
by the French ballottement has been devised. To
perform this we must introduce one or two fingers
per vaginam, the woman being in an upright
posture; and while the other hand upon the abdo-
men presses down the womb, we tap quickly against
the cervix, so as to jerk up the feetus, which floats
for a second or two in the liquor amnii, and
then falls lightly on the finger. If this circum-
stance occurs, it is, of course, proof positive
of the existence of a feetus; but it is not
always that we can succeed in the trial. Besides
the changes in the size and texture of the os and
cervix uteri, a remarkable alteration in the colour
of the mucous membrane covering these parts and
lining the vagina takes place. From the usual
bright red hue it changes to a deep dark red, almost
assuming a purple tinge. This begins early, about
the fourth month, increases in intensity until deli-
very, and remains for two or three weeks after

that has taken place.
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Awuscultatory evidence.—The application of aus-
cullation to the investigation of pregnancy con-
stitutes a very valuable addition to our means of
diagnosis. Two sounds may generally be recog-
nised in the uterus during the latter periods of
gestation. The placental soufflet, or bruit placen-
taire, is heard for the first time when the uterus,
having risen out of the pelvis, has come into con-
tact with the abdominal walls, 2. e. about the
fourth month. It consists of a low murmuring
or cooing sound, generally likened to that pro-
duced by blowing over the mouth of a phial, and
is synchronous with the pulse of the mother. Its
situation is in that part of the womb to which the
placenta is attached, and varies, of course, in dif-
ferent individuals. A sound perfectly similar has
been found to exist in some morbid tumors of
the abdomen.* The second sound is that of the
feetal heart. This can seldom be heard until after
the fifth month, and even then not generally with
- much distinctness. It consists of regular double
pulsations, varying in rapidity, but always con-
siderably quicker than the pulse of the mother.
The sound resembles the ticking of a watch
heard through a couple of thick pillows when the
head is laid on them. The most likely place to

¥ Mr. Cusack lately directed my attention to a soufflef,
perfectly similar to the placental, which issued from an enlarged
thyroid gland.
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find it is in one of the iliac regions; but its situ-
ation, of course, changes with the position of the
child, and. in consequence of these changes it may
be heard, then lost, and subsequently heard again.
This sound, when once recognised, can scarcely be
mistaken, and it affords indubitable evidence of
pregnancy. Its absence, however, does not prove
the contrary, as it may exist, and elude our obser-
vation; or there may be a dead feetus, when it
will, of course, be wanting.

From all that has been said respecting the indi-
vidual signs of pregnancy, it must be obvious that
none of them, singly, affords means for a certain
diagnosis. The most important information is
certainly to be derived from internal examination,
and from the employment of auscultation; but
even these do not always furnish conclusive evi-
dence, and it is only from a careful enquiry into
all the marks, and a collation of them with each
other, that we can usually be warranted in giving
a decisive opinion, either negatively or affirma-
tively. In many cases, also, the difficulties in the
way of the practitioner will be much enhanced by
the existence, at the same time, of pregnancy and
disease (for example, ascites or morbid tumors):
he will then, perhaps, have at once to deal with
both positive and negative signs, and should never
give an opinion without the most patient, and, if
necessary, protracted, consideration.
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Duration of pregnancy.—It is very difficult to
come to perfectly exact conclusions as to the du-
ration of pregnancy, but the most generally re-
ceived notion, and which I believe to be very
correct, assigns nine calendar months, or between
39 and 40 weeks, as the term. It is not impro-
bable that, occasionally, labour may occur a day
or two earlier or later ; but there is no perfect
certainty upon the subject.

Reckoning, or the computation of the duration
of pregnancy, is kept in three ways. First, from
the period of conception, which if known leads to
the most accurate results; but, of course, it can
only be ascertained under very peculiar circum-
stances. Secondly, from a cessation of the
menses, which is subject to a trifling inaceuracy,
as the woman may have conceived immediately
after the last menstruation, or immediately before
the next period. For this debateable time, they
usually allow two weeks, and so reckon upon
being delivered 42 weeks from their last menstru-
ation. Thirdly, women frequently check the last
mode of reckoning by the period of their quick-
ening, which they generally calculate to occur 24
weeks before labour.
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CHAPTER VIIL
NATURAL LABOUR.

From the sketch which has been given of the
anatomy and physiology of the gravid uterus, it
must be obvious that the separation from that
organ of the foreign substances (so to speak) con-
tained within it, will involve a difficult and elabo-
rate process. Mere expulsion of these substances,
however, is not all that is required; provision must
be further made for a perfect restoration of the
parts concerned in gestation to their ordinary un-
impregnated condition. These two purposes are
effected chiefly by a series of involuntary con-
tractile efforts taking place in the muscular fibres
of the uterus, assisted by voluntary action of the
abdominal muscles and diaphragm, and by a
disposition to dilate, which simultaneously occurs,
in the birtk passages. In natural parturition,
the uterus, by contractions frequently repeated,
separates the attachment between its own walls
and the ovum, and completely expels the latter;
at the same time, its fibres constringe the large
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vessels which pass between them, so effectually, as
often to prevent the escape of even a drop of blood.
Finally, by a quiet continuance of the contracting
process, the organ is in no very long time reduced
to its natural size and condition. The contractions
of the uterine fibres are invariably attended with
suffering to the woman, and have thence been
called ¢ pains;’ the whole process, from its diffi-
culty, and the muscular exertions required in it,
has been appropriately termed ¢ labour.’

"The determining cause of natural labour cannot
be explained : it appears as if the ovum possessed
a power of existence within the uterus for a definite
period, at the expiration of which it becomes to
the latter as a foreign body. This, howerver, is
merely a form of speech, as we are ignorant of
the changes which cause it constantly to become a
stimulant to the uterine walls at the termination
of nine months: all we know is, that at this
precise period gestation is completed and labour
begins.

Every author upon midwifery adopts a division
of the subject of labour, and definitions suitable to
his own views; but as I am not aware that onée of
these is much more practical than another, I
shall content myself with those of Dr. Denman,
which possess the merit of simplicity, and of
being at the same time sufficiently comprehensive:

we shall, then, consider all the phenomena of par-
G 2
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turition, regular and irregular, under the heads of
natural, difficult, preternatural, and anomalous
labours.

Natural labouwr Dr. Denman defines to be, ¢ one
in which the head of the child presents, which is
completed in twenty-four hours, and requires no
artificial assistance.” Professor Burns adds the
condition of labour not occurring until the full
period of gestation. Mauriceau requires that the
child should be alive ; and Drs. Cooper and Power
restrict the time for a matural labour, the former
to twelve, and the latter to six, hours.*

Premonitory signs of labour.—Some days be-
fore the commencement of labour, a remarkable
subsidence of the abdomen and diminution in the
size of the woman ordinarily takes place. This is
occasioned partly by the sinking of the cervix uteri
(with its contents) into the brim of the pelvis, and
partly, perhaps, by the gradual closure of the
uterine walls, previous to their taking on active
contractile efforts. It is a favourable occurrence,

* In 839 cases of labour, which occurred in the Wellesley

Institution, 347 terminated in - 6 hours.
300 ditto - 12 hours.

87 ditto - 18 hours.

59 ditto - 24 hours.

37 ditto - 48 hours.

3 ditto - 56 hours.

5 ditto - 60 hours.

1 ditto = 72 hours.
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as it indicates room in the pelvis, and a disposition
to act upon the part of the uterus. About the same
time, the woman becomes restless and anxious:
if her bladder or rectum be irritable, she perhaps
suffers from strangury or tenesmus in a greater
or lesser degree ; an increased mucous discharge
takes place from the vagina, and she may have
flying pains and stitches through the loins and ab-
domen. This is a common course, but in some
instances labour begins at once, without any
warning whatsoever.

It is not unusual for the flying pains which have
been just mentioned to occur many days before
labour and to assume a degree of severity which
induces the attendants to suppose that that process
has actually commenced; they are then called
¢ false pains,” and require some attention on the
part of the practitioner, to enable him.to distin-
guish them from the ‘true pains.” They often arise
from over-fatigue of the abdominal muscles, or
from accumulations of air .or feeces in the intes-
tines, and, as they ocecur irregularly, without pro-
ducing any effect upon the os uteri, and weary
the patient unprofitably, they sometimes require
medical treatment. A mild aperient of rhubarb
or castor oil, where the bowels are confined,
followed by an anodyne draught,* or the latter

# Tinct. Opii., gts. xxv. vel xxx.
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by itself, when the former is not needed, will
very generally afford relief. The best mode of
enabling a student to mark the distinction be-
tween the true and false pains, will probably be
to impress upon him just notions of the character
of the former, which we shall now proceed to
consider.

The suffering from true pains is usnally referred
to the back and loins, whence it shoots round to
the upper part of the thighs; or at first, perhaps, it
commences in the lower region of the abdomen,
and darts backward to the loins through the cervix
of the uterus. True pains recur with perfect
regularity, the interval between any two of them |
being equal, or graduallyand regularly diminishing
as labour advances.* If we place our finger upon
the os uteri during a true pain, we find that it is
tightened and contracted in some degree, more or
less, according to the strength of the uterine
action ; when that ceases it relaxes, and will be
found more dilated than it was before the pain
commenced. When the dilatation has somewhat
advanced, the membranes can be distinguished
pressing into the opening during a pain. |

A marked difference exists in the character of
the pains, according to the period of the labour:

* The interval between pains may vary in different cases
from one minute to thirty or forty, according to the activity of
the uterus.
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at first their operation is chiefly to dilate the os
uteri, and for this purpose the uterine fibres are
themselves sufficient ; accordingly there is no
voluntary muscular action. From the peculiar
suffering which these pains occasion, they are
termed °grinding’ or ‘cutting’ pains, and dur-
ing their occurrence the woman usually expresses
her sensations by shrill, acute cries. When the os
tincee has been dilated to a certain extent, the
pains (which are then termed ¢bearing’) are ac-
companied by a strong expulsive effort, and to
render this more effective, the woman instinctively
brings her abdominal muscles into powerful action.
In accomplishing this, she must hold in her breath,
and of course can utter no complaint, until the
termination of the pain, when she gives vent to
her sufferings by a deep, protracted groan. An
experienced ear will often receive accurate infor-
mation as to the state of the labour from the
character of the crie§; but, in many cases, no
expression of suffering will escape the patient until
the moment at which the head is passing the
external parts, when a scream of agony is usually
uttered, which no one who has once heard it will
be likely to mistake.

When pains exist which differ remarkably from
the foregoing description, especially in having an
irregular interval, and producing no dilating effect
upon the os uteri, we may safely consider them as
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‘false,” and as giving no evidence of the existence
of labour.

The course of a natural labour has been divided
into stages—differently by different authors. The
division we shall adopt is that of Dr. Denman,
into three stages, merely because it is the most
familiar, and is not less practical than any other I
have met with. The first stage includes ©all the
circumstances which occur, and all the changes
made, from the commencement of the labour to
the complete dilatation of the os uteri, the rupture
of the membranes, and the discharge of the
waters;’ the second, ‘those which oceur between
that time and the expulsion of the child ;’ and the
third, ¢all the circumstances which relate to the
separation and expulsion of the placenta.’

The premonitory signs already mentioned hav-
ing probably shown themselves, the first stage
commences by the occurrence of sharp pains in
the loins or abdomen. - These recur, as has been
stated, at regular intervals; and, after they have
lasted for some time, the increased mucous dis-
charge from the vagina will be observed to con-
tain some slimy matter tinged with blood. This is
denominated by nurses ‘a show,” or perhaps ¢a
red appearance:’ it consists of the blood dis-
charged by a rupture of the small vessels con-
necting the sides of the cervix uteri to the mem-
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brana decidua which crosses it; and of the plug
or operculum of inspissated mucus which closes
the womb during gestation : in some instances,
the latter will be discharged in its perfect plug-like
form. The pains at first are ¢ grinding,” and have
a long interval ; but the latter gradually shortens,
while the pains themselves become longer. If we
examine per vaginam, the os tince will be found
to contract slightly during each pain, and, relaxing
afterwards, by degrees to become more and more
permanently dilated. As this occurs, the bag of
membranes is protruded into the opening, and,
acting as a soft wedge, materially assists in the
dilating process. Each pain forces more of the
sac into the vagina, until at last it presses upon
the external parts; when, the dilatation of the os
tince being complete, the membranes burst, and
the liquor amnii is disecharged ; so terminating the
first stage.

During this stage a slight degree of febrile ex-
citement generally exists; the patient is anxious
and desponding, with a raised pulse and fiushed
face: sometimes there is considerable fever, with
shiverings, headache, thirst, &c. In almost every
instance there is nausea and vomiting, arising
from the close sympathy which exists between the
stomach and os uteri. This is usually most strongly
marked about the time when the full dilatation
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of the os uteri takes place. Some women sleep
between every pain throughout the whole course
of their labour.

In cases of first children, the dilating stage
commonly occupies several hours (from six to
thirty-six); but in some persons, especially those
who have had a number of children, the os uteri
opens with very few pains and little difficulty.
Occasionally the waters are discharged too early,
—an occurrence generally followed by uterine
action so violent as to exhaust the patient before
the mouth of the womb is opened sufficiently to
admit of the passage of the feetus, thereby ren-
dering the subsequent progress of the labour
tedious and unfavourable.*

Second stage.—After the waters have been
discharged, the true bearing or expulsive pains
more decidedly set in; the interval becomes
shorter, while the uterine action continues a
longer period, and is accompanied with more
voluntary exertion.

The head of the child is now driven through
the os uteri into the vagina, passing the brim with
the saggittal suture corresponding to one of the

* This consequence would appear to follow only when uterine
action comes on immediately (say in twenty-four or forty-eight
hours) after early rupture of the membranes. I have known
the accident to oceur days and even weeks before labour, and
yet the latter to be easy and natural,




NATURAL LABOUR. 91

oblique diameters. As the pains continue, the
face is turned into the hollow of the sacrum, and
the head presses upon the perineum, the uterine
efforts appearing to act upon the child as if they
would force it backwards through the latter part.*
At this time, if there be any feces in the rectum,
they are expelled during the pain; or if the in-
testine be empty, the woman mistakes the pres-
sure upon it for an inclination to go to stool. By
degrees, however, the head is guided along the
inclined planes of the sacrum and ischia, until the
vertex is forced under the arch of the pubis, and
appears externally between the labia. From this
position 1t recedes upon the cessation of the pain,
and is again protruded by the next effort, the
retraction and protrusion being repeated a greater
or lesser number of times, according to the more
or less dilatable condition of the external parts,
until at last a powerful pain steadies the head, and
effects its complete expulsion. At this moment
(especially with a first child) the suffering of the
woman is wrought to the highest pitch, and she
occasionally experiences a smart rigor, or even
becomes temporarily delirious.

After the expulsion of the head, there is com-
monly an interval varying from one minute to ten
or fifteen; the pains then again recur, and by

* Vide Mechanism of Parturition, chap. 3.
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them the face of the child, which at the moment
of expulsion, looked towards the anus, is turned
to one thigh of the mother, thus bringing the
shoulders into the long diameter of the vulva. By
the succeeding pains these latter are expelled, one
before the other, and finally the body and limbs
are driven out of the vagina, all being accom-
plished, in a natural case, by the unaided action of
the uterus.

It is not to be supposed that every natural
labour is divided exactly into the stages we have
laid down; on the contrary, there is an endless
variety of trifling circumstances. In many cases,
for example, the waters are discharged before the
os uteri is fully dilated; and again, the bag of
membranes may remain entire until both it and
the head within it are expelled from the vagina.
There are many variations, also, as to the length
of time and number of pains requisite for the
expulsion of the head, and subsequently of the
body and limbs. All these slighter differences
must be learned from actual attendance upon a
great number of labours; and when an acquaint-
ance with them is acquired, it constitutes a main
part of the unwritten although most valuable
knowledge of the practical accoucheur.

Third stage—Immediately after the birth of
the child, the uterus, contracted to about the size
of a feetal head, may be plainly felt through the
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relaxed abdominal parietes. After a short interval,
slight griping pains return, and the placenta, usu-
ally accompanied by some clots of blood, is expelled,
passing through the rent in the membranes in such
a manner as to invert the latter. Sometimes, one
pain is sufficient to accomplish this process, and it
occasionally is finished by the last pain of the se-
cond stage. This, however, isnot usually the case,
and according to the observations of Dr. John
Clarke; which I believe to be tolerably correct,
the average time for the expulsion of the after-
birth is twenty-five minutes. Whether it be done
in a space of time longer or shorter than this, it
is always effected, 1n a natural case, solely by the
action of the uterus. The third stage of labour
being completed, the uterus descends into the pel-
vis, and can be felt there (through the abdominal
walls) contracted to about the size of the closed
fist.
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CHAPTER IX.

DUTIES OF THE ACCOUCHEUR IN NATURAL
LABOUR.

HAviNg now described the physiological progress
of a perfectly natural case of parturition, it will
be well to consider the duties of the practitioner
under such circumstances.

In the first place, then, it is always advisable to
attend upon a patient as soon as possibleafter being
sent for ; we can never depend upon the account
given by the attendants, and should always satisfy
ourselves as to the progress of the labour, that no
opportunity for giving assistance (if such should
be needed) may be suffered to escape. The only
matters necessary to be taken to a patient’s house
are a catheter, a lancet, and a little tincture of
opium ; these may be suddenly required, and it
will be well to have them at hand, but all other ob-
stetric apparatus I would strongly advise to be left
in the practitioner’s study ; if accidentally seen in
the lying-in chamber, they cannot fail to excite
alarm, and I think we should never familiarise
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our own minds to the idea of their being ordi-
narily necessary in practice.

In approaching the patient, some little tact is
requisite; we should always first let her be apprised
of our approach, as the unexpected appearance of
a medical man has been known to affect the ner-
vous system of a timid woman so powerfully as to
cause a suspension of uterine action. We should,
also, before seeing the patient, make enquiries
from the nurse as to the period when labour com-
menced, the nature of the pains, whether there
has been any discharge from the vagina, whether
her bowels have been opened, or she has passed
urine freely. Having ascertained these particu-
lars, we may then visit the patient, and enquire
from herself, how long she has been suffering
pain? what is the situation of her pains? how
often they occur? &e. We may also examine her
tongue and pulse, and if she be in bed, it will
be well to place the hand upon her abdomen, in
order to learn if it has subsided, and if the uterus
‘be disposed to contract firmly upon its con-
tents. All this should be done seriously, but at
the same time cheerfully, and without embarrass-
ment or unnecessary assumption of solemnity. If
the woman has had children before, and the
symptoms show decidedly that she is in labour,
we should not leave her without making an
examination ; but if it be a first case, and the
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labour only commencing, there will be no neces-
sity for doing so at once.

Young practitioners often feel a difficulty in first
proposing an examination: but the fact is, that
any embarrassment that may arise is generally
altogether of their own creation. The woman’s
delicacy never should be aroused by any comments
upon ‘the disagreeable duty that is necessary to
be performed,” &c. &e.; the thing should be done
(without talking about it) as coolly as if we were
merely feeling her pulse, and our manner should
never betray any consciousness of the operation
being in the slightest degree indelicate. If we
adopt this plan, we shall seldom fail in getting an
examination whenever we think it necessary; and
the only intimation we need make of our purpose is,
to desire the patient to lie in the proper position,
or to ask the nurse for a napkin, either of which
expressions will be perfectly well understood, and
we shall, in all probability, have no further
trouble. :

Before adverting to the mode of examination, we
may describe the position in which the woman is
usually placed while it is being made. This is gene-
rally the same as that in which she is to be de-
livered, or what is commonly called ¢the obstetric
position,’ and differs in different countries. InGreat
Britain the woman is always placed upon her left
side, with her thighs flexed, and her hips brought
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close to the right side of the bed; to prevent the
latter from being wet, a dressed sheep-skin or
thickly folded blanket is placed upon it, and
covered with a doubled sheet, immediately under
the patient’s hips; after delivery, the sheet can be
slipped away, so as to make the woman somewhat
more comfortable without any injurious disturb-
ance. This process is termed by nurses, ¢ guard-
ing or preparing the bed.” On the Continent, the
usual obstetric position is upon the back; and
among the peasants of this country women are
placed occasionally (but not always) upon their
knees, both for examination and during labour.
The patient being properly placed, we stand at
her back, and pass the right or left hand (which-
ever we think most convenient) under the bed-
clothes, with as little delay as possible, up to the
vulva, into the posterior extremity of which one
or two fingers are to be introduced. If the os
uteri be not very high, it will be sufficient to
examine with the forefinger alone; but should the
latter not be long enough, we shall be enabled
to make a more satisfactory examination by pass-
ing, at the same time, the second finger. In either
case, our object is to investigate accurately the
condition of the os uteri, and the nature of the
presentation within it.* In searching for the

* It will also be well to take the same opportunity for forming
a general estimate as to the size and formation of the pelvis,

H
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former, we must recollect that it is situated very
much backwards towards the sacrum, and that
frequently the cervix, thinly spread over the pre-
senting part, will meet our finger very near the
os externum, while the os tince lies considerably
higher, and almost beyond our reach. Under
such circumstances, I have sometimes been en-
abled to feel it, by making the nurse place her
hand upon the patient’s abdomen, and gently
press down the uterus.

The sensation conveyed by the mouth of the
womb varies very much in different cases. Very
frequently, when labour has been going on for
some time, we can pass our finger into it and feel
its edge like a thin free membrane spread equally
over the child’s head; when this is the state of
the part, it will probably become thicker as dila-
tation advances, which will be likely to go on
rapidly and favourably. In other instances, the
os tince feels from the commencement thick and
rounded, and sometimes firm and hard, as if
tumefied in consequence of inflammation. We
should always make part of our examination
during a pain, and if we then find that the open-
ing is sensibly diminished while uterine action
lasts, and more dilated afterwards, and especially
if the membranes are protruded into it during

especially in first cases, where we have not the experience of
former labours.
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a pain, we may safely conclude that labour has
set 1n.

As to the: time that will be occupied by the
first stage, we must draw our conclusions from
the extent of dilatation, and also from the pro-
gress that may be made in that process between
any two periods of examination: if the case be
a first one (for example), the os tincee only suf-
ficiently open to admit our finger, and the effect
of each pain very slight, we may expect that the
first stage will occupy a considerable period; on
- the other hand, if the opening be as large as a
half-crown piece, and is enlarged permanently
after every contraction of the uterus, we may look
for aspeedier result. The relaxed and apparently
dilatable condition of the os uteri, and of the
vagina and external parts, will also lead us to hope
for a quick labour ; while the opposite conditions
warrant a contrary conclusion. In women who
bhave had many children, however, we may be very
much deceived, and should be constantly upon our
guard, as dilatation often occurs quite suddenly,
without any previous indications from the state of
the parts; it should therefore be a standing rule
with accoucheurs to deliver no positive opinion as
to the period when a labour will terminate.

Having made our observations respecting the
progress of the case, we must next proceed to
ascertain the presentation. This part of the ex-

H 2
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amination should always be conducted during the
absence of pain and consequent relaxation of the
bag of waters, as we can then most readily feel
what is contained in the cervix, and also run less
risk of rupturing the membranes, an accident that
should be carefully avoided. In natural labour,
we can, under these circumstances, usually feel
the head from the very commencement: we
recognise it by its roundness and firmness; and
also by the sutures and the posterior fontanelle,
whenever we can distinguish the latter. Persons
who have acquired a tactus eruditus from frequent
practice, will be often able to ascertain the exact
position of the head, with regard to the bones of
the pelvis; but such nicety is not to be expected
by the beginner, and, in fact, is little to be desired,
as knowledge of this kind should have no influence
upon our treatment, and is enly to be looked upon
as a matter of scientific curiosity.* In making an
early examination, we shall be often enabled to
feel the presentation, by having the uterus pressed
down by a hand on the abdomen, in the way
already mentioned.

Having satisfied ourselves that all is right, and
that the labour is progressing, we may withdraw
from the room of the patient; our presence there
during the first stage is not needed, and, by
operating as a restraint upon the woman, may

* Vide Mechanism of Parturition, chap. 3.
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even be injurious. When there is any probability
of the case terminating shortly, it is unnecessary
to say that we should not leave the house ; and the
young practitioner should constantly recollect that
it is better for his reputation to give unprofitable
attendance in many cases, than to run the risk of
having one concluded during his absence.

During the dilating process, it is not necessary
to confine the patient to bed: she may be allowed
at her pleasure to sit up or walk about the room. If
she be disposed to eat, she may get any light food,
as gruel, or tea and dried toast, or even a little
beef-tea : * nourishment of this description will
keep the stomach healthfully employed, and will
support the strength, but no cordials or stimulating
food or drink should, on any account, be allowed.

Medical treatment is seldom required in a
natural case: if the bowels have been confined, it
will be useful, at the commencement, to administer
an aperient,T or, if the labour has somewhat

* It is often advisable, when we have to deal with dyspeptie
people, to give a little solid food, as slops are apt to produce
derangement of the stomach, which, in its turn, becomes a fre-
quent cause of irregular uterine action,

+ Castor-oil answers very well for this purpose, if the woman's
stomach will bear it ; or the following draught :—

B. Pulveris Rhei, Sulphatis Potassz, ai B j-; Tincture Rhei,

5).; Aquee Cinnamomi, 3 j. M. Fiat haustus.
For the enema we may use the following :—
B Decocti Hordei, 1b. j.; Olei Ricini, Muriatis Sode, ad 3.
M. Fiat enema,
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advanced, to clear out the rectum with an enema.
The bladder should be carefully attended to
throughout the whole labour, and the nurse cau-
tioned to encourage the woman to empty it from
time to time; if retention occurs, it must be
relieved by the introduction of the catheter.

During the entire of the first stage, the duties
of the accoucheur are rather passive than active ;
his object, in fact, should be rather to watch that
nothing interrupts nature in her operations than
to attempt giving her any assistance. When the
second stage commences, a little more interference
is warrantable, but still nature should be allowed
to do as much of her own work as possible.

There are two main points to which our prin-
cipal attention should be directed during the
second stage: one of these is the preservation of
the perineum, and the other the promotion of
an effectual and permanent contraction of the
uterus. :

Occasionally, when women are delivered with-
out proper assistance, considerable injury is done
to the perineum while the head of the child is
‘passing the vulva: a rent of more or less extent
(sometimes passing into the rectum) may take
place ; or, in some rare instances, the head (without
injuring the fourchette) may be driven through
the perineum instead of the natural opening,
constituting what has been termed ¢a circular



DUTIES IN NATURAL LABOUR. 103

perforation” When we consider the extreme
thinness to which the part is spread out, and the
distension which it suffers, we may rather be
surprised that accidents of the kind do not very
frequently happen: and, in fact, a slight tear (at
least of the mucous membrane) does occur in
almost every case of first labour. To lessen the
risk of this injury, which (if it amount to any
considerable extent) is one of the most miserable
that can befall a woman, the plan of ¢supporting
the perineum’ has been devised. To this duty
the accoucheur must attend as soon as the first
stage has terminated, and the head of the child
begins to press upon the external parts.®

The most convenient manner of performing it
is to sit at the right side of the bed, and, conse-
quently, at the patient’s back, and to apply the
palm of the right hand (covered with a towel ) flat
upon the perineum, the fingers then passing upon
each side of the vulva. The left hand may be
employed in preventing the woman from suddenly
withdrawing, which she is apt to do during the
suffering of a pain. The degree of pressure em-

* Beginners commonly fall into the error of supporting the
perineum too soon. If pressure be made before the time spe-
cified above, it may have the effect of heating and inflaming the
parts.

+ This is a useful precaution, both for the sake of cleanliness,
and as it prevents the heat of the hand from drying up and
irritating the perineum,
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ployed should be merely sufficient to give steady
and uniform support to the part, but should never
be so great as to retard the advance of the head.
The employment of such an amount of force as
would have the latter effect must of itself tend to
injure the perineum by pressing it against the
- sharp edge which the posterior margin of the
frontal bone often presents when the parietal bones
are much compressed together. By gently keeping
up a proper degree of support, we can generally
prevent any serious mischief; and the distended
perineum at length slides uninjured over the child’s
forehead and face. When this is accomplished,
the great danger is over; but still the sudden
passage of the shoulders may do harm, and it is
advisable to keep up the support until they are
expelled. After the head escapes, we must change
the position of our band, and place it across the
perineum, with the radial edge applied close under
the child’s chin.*

Several minutes often elapse before another
pain comes on; and during the interval we should
ascertain with the index finger of the left hand
whether the cord is twisted round the child’s neck.
If it be, we must draw it cautiously out, and pass
it over the head ; or if that be not possible, we
may open the loop, so as to allow the shoulders to

* At this period the practitioner will generally find it con-
venient to stand up, unless the bed be unusually low.
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pass through it. After this has been done, we
should pass the same finger into the mouth of the
child, and remove any mucus or membrane that
might obstruct the free admission of air. The
irritation produced in the mouth by this process
will often excite the infant to breathe while its
body is yet in the uterus, and will thus much les-
sen the danger of suffocation incident to a delay
in the completion of the delivery. No attempt
should, under ordinary circumstances, ever be
made to expedite the passage of any part of the
child: all should be left to the efforts of the
uterus, which, when so much progress has been
gained, will very seldom indeed fail in accomplish-
ing the whole operation. When the shoulders
have escaped, we are then free from all anxiety
with respect to the perineum, and may remove our
right hand, and simply allow the head to rest upon
its palm.

It now becomes necessary to attend to the other
point of practice which has been mentioned ; viz.
to endeavour to ensure a full and permanent con-
traction of the uterus. For the accomplishment
of this purpose, we know of no more powerful
means than the employment of gentle friction and
pressure over the organ, through the abdominal
walls. Accordingly, as soon as the perineum is
safe, the left hand should be placed upon the
patient’s abdomen under her clothes, and the
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uterus followed down into the pelvis, as it con-
tracts upon and expels the body and limbs of the
feetus. In some cases, when the uterine action is
slow, slight friction on the abdomen will at once
bring on a pain, which otherwise might not return
for several minutes.

Next to ensuring a perfect contraction of the
uterine fibres, it is of the greatest importance to
maintain them permanently in that condition; and
this we shall best effect by keeping up gentle pres-
sure, and allowing no interval for relaxation. In
order to answer this intention, as soon as it becomes
necessary for us to attend to the child, we should
cause the nurse to pass her hand over our own, in
such a manner as that, when ours is withdrawn
from the abdomen, she may be enabled to grasp
the uterus, and keep up as effective a pressure as
we have been employing. Upon no account should
this pressure be discontinued, until an equal sup-
port is given by the adjustment of the binder in
the way afterwards to be considered.

Our attention is next to be turned to the child,
which has now been entirely expelled, and 1s pro-
bably squalling and kicking lustily in the bed. If
it be so, we mayat once separate it from the mother.
Before doing this, however, we must interrupt the
vascular connection between the two beings, by
tying a ligature (composed of six or eight house-
wife threads) tightly upon the cord, about two
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inches from the child’s abdomen. A similar knot
is then to be placed about two inches nearer to the
placenta, and the funis between the two may be
divided with a scissors. The whole of this opera-
tion should be conducted fairly within our view,
which may be done by drawing out the child a
little, without at all exposing the mother. But
even 1f exposure cannot be altogether avoided, the
rule that we should see the part which we cut still
remains absolute, as respect for its mother’s deli-
cacy would be a poor excuse to the child for the
loss of its penis or finger—accidents which have
been known to occur in an attempt to separate the
funis under the bed-clothes. After the division,
we should carefully wipe the blood from the cut
surface of the part of the cord attached to the
child, to ascertain that the vessels are properly
compressed, and that there is no danger of subse-
quent hemorrhage.

Should the child not have breathed perfectly
after birth, it is better to leave it attached to the
mother as long as the cord continues to pulsate, and
to endeavour to excite respiration by tickling the
mouth and fauces, and gentlyslapping and rubbing
the chest. If these means do not succeed, and
the placental circulation ceases, we must divide the
cord ; and in this case, if the child’s face be livid,
it is better not to put on a ligature in the first in-
stance, but to allow a few drops of blood to flow,
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which may possibly remove the state of asphyxia,
into which the child has fallen. Other means for
establishing respiration should also be adopted,
which we shall consider at a future period.

The cord having been properly secured, the
child may be given to an attendant; and the next
step requiring the attention of the accoucheur is
the putting on of the binder. This important
part of the paraphernalia of the lying-in room
should always be examined at the commencement
of labour, that we may not be disappointed in its
qualities when we come to need it. Those gene-
rally used consist of a piece of ¢pillow-fustian,’
or diaper, long enough to go round the woman’s
body, and broad enough to reach from the ribs to
the trochanters. More elaborate contrivances, fur-
nished with straps and buckles, to facilitate their
application, are employed by some gentlemen.*
When we are at a loss, a very good substitute for
the common binder will be found in a long pillow-
case or check apron. The mode of application is
as follows :—without allowing the woman to move,
we slip, with one of our hands, an end of the
binder under her loins, next to her skin; this we
pass gently on until it can be laid hold of by an

* A bandage of this kind has been recommended by Dr. T.
Beutty, of this city, which answers the purpose very well. I
ghould, however, rather feel disposed to have recourse to it two
or three days after labour; and, in the first instance, prefer
employing the common and more pliable strip of fustian,
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assistant (or by our other hand), at the opposite
side, when it can be spread out, and drawn down-
wards, until its lower edge is below the trochanters.
The nurse should never be suffered to withdraw
her hand from above the uterus until we are ready
to fasten the binder ; which we do with strong pins,
beginning at the lower edge. The force with
which we tighten it should be sufficient to give
comfortable support; and it will not be of much
consequence even if it be felt a little too tight at
first, as it will slacken upon the expulsion of the
placenta. By beginning to pin at the lower edge,
and placing that below the trochanters, we prevent
the binder from slackening by slipping upwards,
as the tapering form of the hips would otherwise
incline it to do.* When the binder has been
properly adjusted, a soiled sheet may be pushed
a short way under the hips, so as to prevent the
woman from being annoyed by the wetness of the
bed ; and, having laid the divided cord upon this,
we must patiently await the accomplishment of the
third stage.

When the first two stages of a labour have been
conducted in the manner already described, the
result, in a very great majority of instances, will

* That extremity of the binder which has been passed under
the woman (she still lying on her left side with her back towards
the practitioner), should be pinned over the other, by which

means we draw up the pendulous abdomen, and give it more
perfect support.
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be a speedy and safe separation of the placenta,
without any further interference whatsoever.
Sometimes, the pain which expelled the limbs of
the child will, at the same time, drive the after-
birth into the vagina. Generally, however, the
uterus remains quiet for ten or fifteen minutes ;
after which the patient will, probably, experience a
slight griping pain or two in the abdomen ; and if
we then pass our finger along the cord, we shall,
most likely, be able to feel its insertion into the
placenta, and ascertain that the latter is passing
through the os uteri. We need not pull, or even
stretch, the funis, as the contractions of the uterus
will almost always effect the complete expulsion.
But should this not take place, there appears to
me to be, in such a case, nothing wrong in re-
moving the secundines from the vagina, provided
there be no appearance of such vascular excite-
ment as might lead us to dread secondary hemor-
rhage. In doing this, it is still unadvisable to
extract by the cord, as we thereby bring against
the opening the broadest surface of the placenta.,
On the other hand, we shall very much facilitate
the operation if we hook one or two fingers on its
edge, and then draw it sideways, and with a slow
rotatory motion, through the os externum.*

* Tmmediately after the placenta has passed out, it is well to
turn it round upon its own axis two or three times, as we
thereby twist the membranes into a sort of rope, and so have
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Should the case not proceed so quickly as we
have supposed, and should half or three-quarters
of an hour elapse without any action of the uterus,
it will be well to stimulate it by a little moderate
friction on the abdomen, and by tightening the
binder, or, if necessary, placing a compress under it.
As a general rule, I would say, that no attempt
should ever be made to extract by pulling at the
cord. By doing so, we always incur the risk of
producing laceration of the funis or placenta, or
inversion of the uterus, or even (according to the
observations of Dr. Douglas)* of indirectly causing
retention of the after-birth, by irritating the os
uteri, and thus giving rise to the spasmodic con-
traction of the lower fibres of its body, which that
gentleman conceives to constitute hour-glass con-
traction. We may merely put the cord gently
on the stretch, which will, perhaps excite uterine
action; but if this and the measures already
mentioned fail, the case becomes one of retained
placenta, and must be treated accordingly.

After the delivery has been entirely accom-
plished, it is always advisable to wait near the
patient for at least half an hour; and we should,
a better chance of extracting them entire: if any part remains
behind, it serves to collect clots of blood, which, in their turn,
occasion after-pains. I always make it a rule to examine care-
fully the placenta and membranes after their expulsion, in order

to satisfy myself that nothing has been left in the uterus.
* Med. Trans., v. 6.
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CHAPTER X.
VARIETTES OF NATURAL LABOUR.

CERTAIN VARIATIONS occasionally occur in the cir-
cumstances of a natural labour, of which the three
following require some additional consideration :—
1. When the head is expelled with the forehead
toward the pubis, or what is technically called the
fontanelle presentation ; 2. Face presentation ;
and, 3. Descent of the hand or arm together with
the head.

The first variety often eludes observation until
the head is in the act of escaping from the vulva.
We may discover it by the presenting part of the
head not being so conical as when the vertex pre-
sents, and by its not so readily escaping under the
arch of the pubis; by the direction of the sagittal
suture; and by the facility with which we can feel
the anterior fontanelle* near the symphysis pubis.
By referring to what has been said in the chapter
- ¥ The anterior fontanelle is distinguishable from the posterior

by its lozenge shape, its greater size, and its four (instead of
three) concurrent sutures.

I
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upon the mechanism of parturition, it will be seen
that this presentation will often occasion a tedious
labour : in almost every case, however, nature will
be sufficient to overcome the difficulties. Some
eminent accoucheurs * have recommended an at-
tempt to change the situation of the head during
the first stage of labour; but the observations of
Niigele, already quoted,f prove that nature, in a
vast majority of instances, effects the change her-
self, and that we are not warranted in any inter-
ference by the average result of those cases that
are actually expelled with the face forwards. All
that is generally necessary is, a careful attention
to the perineum, which incurs more than ordinary
peril.

When the face presents, we shall also generally
find the labour tedious, from the reasons already
laid down.} A considerable difficulty often arises
in the diagnosis of these cases: the marks are to
be found in the features, the mouth, nose, eyes,
&e.; but, when the face is much swollen, as it
usually is, 1t is often by no means easy to recognise
these. I have known the mouth to be mistaken
for the anus, and the case thought to be a breech
presentation. If we can feel the mouth, however,
we always have the means of discriminating, by
ascertaining the presence of the tongue.

#* John Clarke, Smellie, Burns. T Vide p. 25.
1 Vide pp. 17, 26.

—a
3
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In the progress of the case, the chin is generally
expelled first under the arch of the pubis, and
nature usually accomplishes the business unas-
sisted. It is neither necessary nor warrantable to
attempt any alteration of the child’s position in a
face case: all we have to attend to is, to obviate the
effects of pressure upon the mother’sbladder, which
is said to be more liable to suffer than in vertex
presentations ; and to avoid injuring the features
by frequent and rude examinations. The face is
usually frightfully swollen and discoloured at the
time of birth, but is restored to its natural condi-
tion in a much shorter time than we could at first
expect. ‘

The hand or arm occasionally descends with or
before the head, and may cause delay and diffi-
culty by the increase of bulk. If the pelvis be
narrow, a necessity for instrumental aid may even
arise. When the complication is discovered before
the head becomes jammed in the cavity, it is pos-
sible to prevent the descent of the arm, by holding
it up during a pain, and allowing the head to
descend before it; but any attempts of this kind
- should be made with extreme caution, as, in en-
deavouring to keep back the arm, we might be
unfortunate enough to convert the case into one
of shoulder presentation. , _

Among the slighter varieties of natural labour
may be mentioned very early rupture of the mem-

)
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diminish artificially the bulk of the child, or to pro-
vide for it a passage larger than the natural one.*

Difficult labour of the first order may owe
its origin to one or more of a great number of
causes, which we shall consider as divided into two °
classes :— _

First, those which increase resistance to the
~ passage of the foetus. '

Secondly, those which lessen the force of the
expelling powers.

In any individual case, causes from hoth classes
may be combined. The first includes—

a. Rigidity of the soft parts.— When speaking
of the various conditions assumed by the os uteri
during labour, it was mentioned that some were
much more favourable to dilatation than others ;
we also find the same to hold good with respeet to
the vagina and vulva. In some instances, especially
of first pregnancy at a late period of life, we find
the external parts rigid and hot, and devoid of
their usual moisture ; occasionally so much so as
to make a common examination painful. When
this is the case, we shall probably find the os uteri
puffy and rigid, and very little disposed to dilate.

This condition will be produced by any cause
which will excite a febrile state of the woman’s

¥ In this subdivision we have not followed Denman, who
makes four orders, and founds them upon the different causes
of difficulty.
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system ; and thus it sometimes follows bad manage-
ment in a labour, that, if left to itself, would have
proceeded happily. Thus,rupturing the membranes
during the first stage will bring the hard head of
the child into contact with the:mouth of the
womb, instead of the soft accommodating wedge
formed by the bag of waters, and will excite a
state of local fever, that frequently interrupts
dilatation, and occasions tedious labour. Stimu-
lating food or drink, the room being too hot, the
patient remaining constantly in bed, frequent ex-
aminations, &c., may all be followed by the same
effect ; which may also be produced by the fever
consequent upon neglecting to evacuate the blad-
der or to remove costiveness. I think I have
observed a similar indisposition to dilatation to
depend upon a jamming of the anterior portion
of the cervix between the head of the child and
the symphysis pubis, in cases in which the os uteri
was turned more than usually backwards and up-
wards towards the promontory of the sacrum.
The treatment of these cases must vary accord-
ing to circumstances. In the first place, every thing
likely to excite fever must be strictly avoided :
the room must be kept cool and quiet ; if the wo-
man be disposed to speak, the conversation of her
attendants should be cheerful ; she should be en-
couraged to walk about occasionally, but not so
much as to fatigue her, or to create any febrile ex-
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citement ; the bladder should be carefully attended
to, and, if necessary, the catheter introduced ; if
the bowels be confined, an aperient should be
given, and, perhaps, an enema administered, as
recommended in natural labour; she should have
abundance of cooling drinks, as tea, whey, barley-
water, lemonade, &c.; and if she takes any food,
it should be of the lightest kind. Where there
is much vascular excitement, with quick pulse,
flushed face, and heat of skin, in a plethorie per-
son, it is almost always advisable to abstract blood.
The quantity must, of course, be regulated by cir-
cumstances ; but, as a general rule, I would say
let it be the minimum required.* I think I have
observed considerable benefit to result in such
cases as these from the employment of nauseating
doses of tartar emetic, in conjunction with, or as
a substitute for, bleeding ; but there certainly are
circumstances under which the latter cannot safely
be dispensed with. Opium has been much recom-
mended as a relaxant; but it is a medicine the
effect of which in parturition we cannot accurately
measure : it may totally suspend the pains, in
place of expediting labour by its relaxing effects.
Opiates should not be given when the bowels are
confined ; but when these have been opened, and
the woman is teased with ineffectual pains, we may
often procure for her some hours’ sleep, and do

#* Would that this rule were made absolute in medicine !
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much good by the administration of a moderate
dose (say thirty drops) of laudanum. There is one
rule which is very little attended to in the admini-
stration of opium, yet it appears to me to be of
great importance: that is, when we want to pro-
duce the sedative effects of the drug, never to give
it except at those times when the patient is na-
turally disposed to rest. A dose of laudanum, for
example, that, at night, would produce quiet sleep,
would, if given in the morning, stimulate and
increase febrile action.

The plans just recommended, together with
patience, will generally remove any difficulty that
may arise from rigidity of the soft parts. Other
means, as fomentations, the introduection of tallow
into the vagina, application of belladonna to the
os uteri, injections of tobacco, the warm bath, &e.,
have been recommended; but of their effects I
know nothing from experience, and, d prioit, see
no reasons that can sanction their use.

b. Tumors and diseases of the soft parts.—The
hymen is sometimes preternaturally strong, and
has been found in existence at the time of partu-
rition. There may also be cohesions of the labia,
either original, or the consequences of injuries.
Such obstructions generally yield to time and
patience; but cases are upon record in which it
was thought necessary to divide them by an in-
cision ; and some are described that even required
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a division of the cervix uteri in consequence of
obliteration of its matural opening. Tumors of
various kinds, and herniz of the bladder or in-
testines, by projecting into the vagina, have occa-
sionally interfered with the passage of the child:
they are fortunately rare, and must be treated
according to eircumstances; if we can pass them
above the head, labour may go on well. At other
times we may perhaps open tumors if their con-
tents be fluid, or we may be obliged to lessen the
child’s head. The only general rule that can be
laid down is, to take such steps as may enable the
birth to be accomplished with as little injury as
possible to the mother.

¢. Disproportion between the passage and the
body to be propelled through t.—A slight degree
of disproportion may exist and render a labour diffi-
cult, and yet nature be sufficient to accomplish the
business. In such a case the head often bears great
compression uninjured, and is expelled elongated to
a most extraordinary degree. We should remember
this, and not think of instruments as long as symp-
toms do not imperatively demand them. The dis-
proportion may be caused by the small size of the
pelvis, or stiffness of the coccygeal joint, or by
unusual size or deformity of the feetus.* The

% The body of a dead feetus may be swollen by the air dis-
engaged during putrefaction, and considerable difficulty be thus
occasioned. '
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treatment must be very similar to that recom-
mended for rigidity of the membranes; we must
exercise our patience, and avoid every thing likely
to excite fever. Where we can ascertain that
there i1s a monstrous formation of the child, as, for
instance, a hydrocephalic head, we may, of course,
give assistance earlier than if we supposed the
child to be alive: in such a case, puncturing the
head, so as to evacuate the contained fluid, will
probably expedite the labour much, and save the
woman a great deal of pain and risk.

The class of causes which lessen the expelling
force includes,—

a. Original inertness of the uterus.—This may
depend upon weakness of constitution, produced
by any cause, or upon a deficient irritability of
the uterine fibres. It is said also to be sometimes
occasioned by over distension of the uterus, or by
extreme thickness of the membranes. We might
expect that persons in the last stage of debili-
tating diseases would present examples of this
want of action; but women in phthisis, fevers,
&e., will frequently expel their children without
any difficulty a few hours before death. There
are no cases more’ trying to the patience of the
accoucheur than those of inertness of the uterus.
In midwifery, however, patience is always a safe
ally ; and, by merely watching the woman, taking
care that her strength is supported by licht food,
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and avoiding all the ledentia already specified, we
shall find that, although the labour may advance
by very slow steps, yet in the end the uterine
action will not often fail to be sufficient.

Aperients and enemata are particularly useful in
this variety, often (especially the latter) exciting
effective pains. Opium has been recommended
in very large doses; but, when given thus, I have
known it to paralyse the uterus completely; and I
should prefer using it merely in the way advised
when speaking of rigidity of the membranes.

It is in these cases of inertness of the uterus
that we most generally have favourable oppor-
tunities for the exhibition of ergot of rye; and it
may be well now to notice that drug.

The secale cornutum or ergot has been long
known to exercise a powerful influence over the
gravid uterus, and when taken in certain doses to
cause contraction of that organ and the expulsion
of its contents.

That it sometimes fails to produce its peculiar
effect on the uterine fibres is quite true, but this is
to be attributed not so much to its want of power
in certain constitutions as to want of due care
and precaution in selecting the medicine for use.
The secale cornutum is a very delicate, perishable
drug, and unless it be taken especial care of, it
soon falls a prey to an insect that devours the
interior of the grain. This mode of destruction
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is greatly favoured by exposure to damp, and
hence if the ergot is not preserved in a warm
situation and in well stoppered bottles it becomes
very soon unfit for use. In such a condition it
resembles damp turf mould, and that substance
might as well be administered with a view to
excite the uterus to contraction. The fresh active
grain of ergot is nearly black on its surface, which
is smooth and uniform, unpierced by holes (which
when present indicate that the insect has begun its
ravages); it breaks with a smooth fracture, and pre-
sents a surface resembling that of a broken almond.
If it be reduced to fine powder it is of a greyish
brown colour, and has a peculiar smell, not unlike
that of new-mown hay. It should never be kept
for use more than twelve months.

The mode in which I have been in the habit of
_administering ergot is, to infuse a drachm of the
powder in a tea-cupful of boiling water for fifteen
minutes, and then to give the half of the infusion,
with the infused powder, adding a little milk, If
this has no effect, it may be repeated in fifteen
minutes; but I think it unadvisable and useless
to give a third dose: if the two first produce no
pains, another will not have a beneficial action.

The circumstances which contra-indicate the use
of this drug should be accurately understood. It
never should be given until the os uferi is com-
pletely dilated, nor when there is malformation of
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the pelvis, or rigidity of the soft parts. If used
when the os uteri is undilated, its«effect would be
similar to, and equally injurious with, too early
rupture of the membranes: under the latter cir-
cumstances, it might cause lacerations of the
uterus or of the other soft parts. It never
should be given when there is any preternatural
presentation that may require to be rectified, nor
in convulsions, nor when there is any tendency to
head symptoms. In the first case, by increasing
the uterine action, it would of course increase the
difficulties ; and in the two latter it would be un-
safe, for reasons presently to be mentioned.*

# As a general rule it may be stated, that this medicine should
not be given when there is a likelihood of delivery not being
accomplished within two hours after its administration; for it
has been found that the life of the child is often forfeited if a
longer period is allowed to elapse. This pernicious effect upon
the unborn child is attributable to two causes, first the kind of
contraction induced in the fibres of the uterus, and next the
directly poisonous agency of the drug. The uterine fibres are
thrown into a state of permanent spasm by the ergot when a
full and efficient dose has been taken: strong and forcing pains
are produced and recur with frequeney ; but when the violence
of them subsides, there is no complete relaxation of the walls of
the uterus, such as usually takes place when ergot has not been
given ; the fibres remain in a contracted state, and thus must
materially interfere with the due circulation of blood in the
uterine sinuses, and of course must, more or less, cut off the
supply of duly vitalized blood from the feetus. In addition to
this source of danger there is reason to believe that the ergot
exercises a poisonous influence over the feetus; and if these two
causes continue for two hours in operation, the result is very
frequently a dead child. The ergot should, for this reason, not
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On the other hand, if the passages be well pre-
pared and dilated, the os uteri fully open, and the
head low down in the pelvis, with plenty of room,
in fact, nothing but the want of pains preventing
its expulsion, we may safely use ergot in the
manner above mentioned.

It may be supposed that greater success would
attend the employment of larger quantities of the
medicine ; but I am fully persuaded that these
cannot be employed without exposing the patient
to considerable risk. In several instances I have
observed delirium to follow the exhibition of large
doses of ergot: it almost invariably depresses the
pulse ; and I have known it to produce coma and
stertorous breathing without at all affecting the
uterus.* If it produce these effects, it is manifestly
improper when any head symptoms or tendency
to them exist.

The first notice paid to the secale cornutum was
attracted by its poisonous qualities; it having been
observed, when taken as an article. of food, to
produce gangrene of the extremities, and death.
When given to animals, it acts similarly; and,
from two suspicious cases that came to my know-

be employed, unless there is good reason to hope that delivery
may be effected within this time, which seems to be the limit of
danger to the child; and if the time be overpassed, it becomes a

question whether means should not be adopted to complete the
birth.

* Perhaps even paralysing it.
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ledge, in which it had been largely exhibited, and
sloughing of the soft parts supervened (no instru-
ments having been used), I am strongly disposed
to adduce an additional ground for recommending
its administration only in moderate doses.*

When inertness of the uterus depends upon its
over distension, or upon extraordinary thickness of
the membranes, the proper remedy will be to rup-
ture these with the finger-nail, or a nprobe, intro-
duced during a pain. I suspect that these are
causes of rare occurrence; and, from what has
been said respecting the evil consequences of too
early evacuation of the waters, we should be very
chary of interfering in this way.

b. Affections of the mind, as fear, anger, &e.,
powerfully affect some individuals, and often so
much so, as to cause a complete suspension of pains.
Knowledge of this fact furnishes, of course, a
strong inducement to keep a patient tranquil and,
as far as possible, free from all mental annoyance.

¢. Shortness of the funis is said sometimes to
retard labour, especially when it is at the same
time twisted round the child’s neck. Such extreme
shortness is of very rare occurrence. It might
possibly be necessary, after the birth of the head,
to tie and divide the funis; but such an operation
ought not to be lightly undertaken, and will very
seldom, indeed, be required.

* Vide Report of Wellesley Female Institution, in Dublin
Med. Journ., vol. v.
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CHAPTER XII.*

ON OBSTETRIC OPERATIONS—THE FORCEPS.

WE have next to consider the second order of
difficult labours. This includes all cases of pro-
tracted or tedious parturition in which the pre-
sentation is natural, but in which (the natural
efforts failing to accomplish delivery) it becomes
necessary to have recourse to instrumental ‘assist-
ance of a kind compatible with the safety of both
mother and child.

The chief aim of the art of midwifery has been
defined to be ‘the safe delivery of a living child
from a living mother” There can, therefore, be
no chapter in a manual of midwifery of greater
practical interest than that which treats of the
method of accomplishing safe parturition in cases
which must terminate unfavourably to either the
mother or the child if nature be not assisted by

art.

* The following chapter has been completely re-written for
this edition, and the presenteditor is responsible for the opinions
and statements it contains, some of which were first published
in his ¢ Lectures on the Forceps in Midwifery Practice.

K
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In this country there are but two instrumental
operations employed for this purpose—namely,
the applications of the vectis and of the forceps.
The former is now so seldom resorted to that we .
shall confine ourselves in this chapter to the
latter.

There has, I think, been hardly any improve-
ment in the modern practice of medicine or sur-
oery greater than that which has recently taken
place in the practice of midwifery from the more
frequent and timely employment of the forceps
in those cases which require its application.

I should be very reluctant, however, to advo-
cate, as some writers have done, the habitual use
of instruments in ordinary cases. ¢Meddlesome
widwifery is bad,’ as was justly observed by Dr.
Blundell ; and it is obvious that the course of
natural labour should never be interfered with
except for the purpose of rescuing either the par-
turient woman or the child from danger, or for
the purpose of saving the woman from the suffer-
ings of over-protracted labour.

Some years ago the forceps was seldom resorted
to until the parturient woman, worn out by the
protracted suffering she had endured, was all but
moribund ; and when, too, the child was probably
dead in consequence of the long-continued pres-
sure it had been subjected to. Thus, in the
hospital with which I am connected, during the
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Mastership of Dr. Clarke, from 1787 to 1793, the
forceps was only used fourteen times in 10,387
deliveries. In Dr. Labatt’s Mastership, from
1815 to 1821, during which time there were
21,867 births, the forceps was not once applied.
In Dr. Collins’ time, from 1826 to 1833, the for-
ceps was employed but twenty-four times in
16,654 cases. Thus, in these 48,908 deliveries,
which took place in the hospital, and which were
conducted under the rules then in force, we find
that the forceps was applied only thirty-eight
times, or about once in 1,300 cases. How differ-
ent is this from the modern practice -of the
Dublin Hospital, in which, under the present
Master, Dr. George Johnston, in the year ending
November 5, 1869, the forceps was applied
eighty-one times in 1,159 cases of labour which
occurred in the institution. And in the year
ending November 5, 1870, the forceps was used
eighty-three times in 1,087 deliveries.

In private practice until of late years the for-
ceps was even less frequently used than it was in
the hospital. Thus, Dr. Clarke, in his private
practice in Dublin, extending over a period of
forty years, auring which time he attended 3,878
cases of labour, only once attempted to apply the
forceps and then did not succeed. Dr. Davis
(senior) says that in his opinion, it cannot be
absolutely necessary to have recourse to the for-

K 2
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ceps or lever more than once in 300, or, at most,
in 250 cases. And Dr. Davis (junior), improving
on this rule, only used the forceps seven times in
7,371 deliveries—that is, once in every 1,053
labours.

Dr. Churchill’s statistics, published in the last
edition of his ¢Theory and Practice of Mid-
wifery,’ shows a great increase in the number of
forceps operations in British practice within the
last twenty-five years. Thus, in the tables pub-
lished in Dr. Churchill’s ¢ Researches on Opera-
tive Midwifery,” in 1841, it is stated that in
Great Britain out of 42,196 cases of labour, there
were 120 forceps cases, or about one in 351 ; while
in France the proportion was one in 162, and in
Germany one in 153. But in the same author’s
work, published in 1866, we learn that the pro-
portion of forceps cases in British practice has
risen to one in 171, while in France it is now
one in 140, and in Geermany one in 106.

The history of the introduction of the forceps
into midwifery practice is a subject of great in-
terest ; but is a topic, however, into which the
practical nature of this work will not allow us to
enter at any length. It is sufficient for our pur-
pose to know that none of the ancient Greek or
Roman medical writers allude to the forceps as a
means of delivering living children with ; but an
instrument very similar to our modern forceps
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was found some years ago in the house of a mid-
wife in the excavations at Pompeii. The Ara-
bians appear to have been acquainted with this
method of assisting Nature in cases of difficult
labour, and Avicenna refers distinctly to the for-
ceps for this purpose. The instrument, however,
appears to have passed into disuse, and to have
been completely forgotten by all writers and
practitioners of midwifery from the time of Avi-
cenna until that of Jacobus Riieffe, who, in his
work on ¢ Human Conception and Generation,’
published at Zurich in 1554, speaks of a forceps
without teeth—* forceps qua dentes eruuntur’—
for the purpose of delivering living children with
—*¢ut si possibile sit, id quod protrahendum est
educat faciliter’ Nothing, however, seems to
have come of Riieffe’s suggestion till the elder
Chamberlen constructed and employed the for-
ceps about the year 1647. These forceps were
confined by the Chamberlen family to their own
practice ; nor do they deserve much credit for
an invention which they only employed for their
own aggrandisement. No description of the for-
ceps was given to the profession till Mr. Chap-
man, in 1773, published an account and engrav-
‘ing of Chamberlen’s forceps, which he had received
from another practitioner who had used them for
several years previously. Thus it was to Chap-
man, and not to any of the Chamberlen family,
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that the credit of introducing the midwifery for-
ceps into practice is due. Three forms of mid-
wifery forceps were used by the Chamberlens,
and it is enough to say that they differ from the
short forceps now in use very little, excepting
the formation of the lock, which, in Chamberlen’s
second forceps, is similar to that of the modern
French forceps, and the thickness and clumsiness
of the blades.

The most frequent cause of difficult parturition
is the protraction of the second stage of labour
by inertia of the uterus, Experience has esta-
blished the fact that delay in the first stage is of
comparatively little importance, whilst the second
stage of labour cannot be materially protracted
beyond its proper duration without inecreased
danger to the mother or child, or both. The
most frequent cause of this isinertia of the uterus.
Thus, out of ninety-five cases in which I have
used the short forceps this measure was rendered
necessary by want of uterine action in sixty cases.

The os uteri must be fully dilated, or at least
dilatable, for some time before the forceps should
be applied. Denman’s rule was that ¢the head
of the child should have rested for six hours as
low as the perineum before the forceps are ap-
plied.” Dr. Gooch extended this period of suffer-
ing and danger for twelve hours, and Dr. Collins
did not think it right to interfere ¢ as long as the
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head advanced ever so slowly unless the child be
dead, or unless some urgent symptom presented
itself” Dr. Rambsbotham and other recent
writers shorten this period of expectation to four
hours in ordinary cases. The truth is, that no
rule of this kind is of any practical value. One
patient may suffer as much pain and risk from
an hour’s delay in the second stage of labour as
another patient would’'in six or eight hours.
Therefore, the only point to be considered in
each case is the actual condition of the mother
and child, and the particular circumstances that
may render instrumental assistance necessary.
The proper physiological duration of the second
stage cannot be either materially shortened or ma-
terially prolonged with safety to mother or child.

The fact is unquestionable, that after very
tedious labours the proportion of deaths from
metritis, puerperal peritonitis, pyemia, and other
diseases to which women in childbed are liable, is
greater than it is in cases where labour termi-
nates within the natural period. '

If the powerful uterine action of the second
stage be allowed to continue too long unassisted
in cases of difficult labour, a state of inertia may
supervene, which may prove fatal when at last
the necessary assistance is given, by resulting in
uncontrollable post-partum hemorrhage, the con-
sequence of the exhausted uterine contractility.
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- Rupture of the uterus is another, though
fortunately comparatively rare, consequence of
neglecting to afford timely assistance in the
second stage of labour.

Nor are these the only results of the dread of
all instrumental assistance in midwifery cases
which still seems to influence some practitioners.
Lacerations, contusions, inflammation,and slough-
ing of the vesico-vaginal or recto-vaginal septa,
or of both, are occasionally the sequence of the
long-protracted pressure of the child’s head on
the soft parts in cases of tedious labour.

The child’s safety is as much endangered as
the mother’s by a very long-protracted second
stage of labour. Not only is the feetal head
unduly compressed in such cases, but also the
body of the child, and eépecially the funis is
exposed to the danger of a degree of pressure
which may prove fatal if suffered to remain too
long subject to the powerful expulsive efforts of
the second stage after the rupture of the mem-
branes. This consideration alone should make
us at once interfere, under these circumstances,
whenever we have reason to believe that the
child’s life would be endangered by further delay
in the labour. It can need no argument to show
that it is our imperative duty, when we have
just reason to believe that the child’s life is in
danger, to interfere as soon as it is possible to do
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so, and thus to rescue the child from perishing in
the womb, as well as to save the mother’s life. The
practitioner who under such circumstances would
hesitate to deliver at once by the forceps would
incur, as I believe, the same moral guilt that
would rest on a man so devoid of humanity as to
pass by without heed a drowning fellow-creature
who might have been rescued from death by
proper exertion.

A very slight degree of disproportion between
the head of the child and the passage through
which it has to pass during labour is sufficient to
render parturition difficult. But in the majority
of these cases the natural powers are able to
overcome the difficulty thus created, the child’s
head being compressed and altered in form, often
to a very remarkable extent, so as to accommo-
date itself to the size of the passage through
which it is forced during labour.

Every student of midwifery who has any prac-
tical experience at the bedside of lying-in women
must be fully aware of the extraordinary degree
of pressure the feetal head will bear so as to alter
its form completely during a protracted labour
without the least injury, and how rapidly it will
recover its natural shape, often after a couple of
days, from being elongated to an almost incon-
ceivable degree becoming round again.

The compressing power of the forceps is gene-
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rally supposed to be very limited, and the experi-
ments of Baudeloque are generally quoted as
being conclusive on this point. This eminent
obstetrician performed nine experiments on the
heads of still-born children with Levret’s forceps.
In one case the instrument bent in reducing the
head only two lines; in the next the sutures
were torn, and the brain escaped by compressing
the head three lines; in two cases in which the
sutures were loose, he reduced the head four
lines, and another case four lines and a-half; in
the seventh experiment three lines; and in the
eighth, two lines of space were gained.

These experiments, however, do not appear to
me to justify the opinion as to ¢the limited
power of the forceps when used as a compressing
instrument,” which Dr. Murphy and other recent
writers join with Baudeloque in expressing. By
Baudeloque’s own showing, he was able to com-
press the feetal head as much as half an inch in
three out of nine cases, and, as was long since
pointed out by Dr. Rigby, the pressure which is
gradually employed by the forceps properly
applied to the head of the living child, the
plastic properties of which are so vast, will pro-
duce very different results from the violent and
sudden force applied by Baudeloque on inanimate
structures.

Disproportion between the mother’s pelvis and
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the feetal head led to the use of the forceps in
several of my reported cases, the amount of dis-
proportion being so slight in these instances that
the compressing power of the forceps was suffi-
cient to overcome the difficulty. It should not

be rashly concluded that because a woman has a

slight degree of pelvic deformity, and because
her medical attendants in her previous labours
resorted to the perforator and crochet, that we
must abandon all hope of saving the child’s life.
On the contrary, I published a case some time
ago of a patient whom I attended who had been
delivered in her two previous labours by the
perforator and crochet, there being some flatten-
ing of the curve of the sacrum, but who, not-
withstanding this, then gave birth to a well-
formed living child by the natural efforts. Cases
have been recorded in which living children have
passed through a pelvis scarcely measuring three
inches, so that even a certain degree of pelvie
deformity may admit of the successful applica-
tion of the forceps.

It may be a matter of much difficulty in such
cases to move the feetal head with the forceps,
although perfectly adjusted. It may happen that
the accoucheur’s efforts are thwarted by rigidity
of the soft parts, or that the child’s head is not
yet sufficiently moulded and compressed by the
natural efforts; in other words, that the forceps
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1s employed too soon, in which case, if the
instrument be withdrawn for a time, we may
again introduce it with perfect and facile success.

The forceps should be at once resorted to if
from any cause during the second stage of labour
the pulse rises above a hundred, if the abdomen
becomes tender on pressure, if supra-pubic pain,
premonitory of rupture of the uterus, occurs, or
if symptoms of exhaustion or prostration, with
excitement, manifest themselves. This instru-
ment is also indicated in some cases of breech
presentation, where there is peculiar difficulty in
extracting the head, or if the sounds of the feetal
heart become weak, and if the cranial bones
overlap much. It should also be employed in
certain diseases of the heart and lungs, where
danger may be apprehended from the protraction
of the violent expulsive efforts of the second
stage.

1t is gemerally held by obstetric authorities
that the forceps is intended only for cases in
which the child is alive, and should never be
employed to deliver dead children with. There
is, however, one very important practical objec-
tion to this rule, viz., we can have no certain
knowledge as to the child’s condition until it is
born, as all the means of diagnosis at our com-
mand, including the stethoscope, are very falla-
cious; and we would not, I think, be justified in
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- relying so far on them as to do anything that
prevents the chance of saving the child’s life.
I have more than once seen a living child deli-
vered by the forceps in cases where no sound of
the feetal heart could be detected, even by most
experienced auscultators, and where the cranial
bones were loose and overlapping, and the dis-
charges feetid and discoloured.

So far we have considered those cases which
are suitable for delivery with the short forceps,
but there is another class of cases in which the
short forceps is inapplicable, and which require
the use of a longer and more powerful instru-
ment.

The long forceps is intended for cases in which
it becomes necessary to interfere before the head
of the child has passed through the brim of the
pelvis. These are chiefly cases of complex labour,
such, for instance, as rupture of the uterus,
hemorrhage in the first stage, puerperal convul-
sions, and some other cases in which immediate
delivery is necessitated. The consideration of
these cases, however, will be deferred until we
come to speak of the varieties of complex labour.
The long forceps is also required in cases of
difficult labour where slight disproportion, or
malposition, prevents the passage of the child’s
head through the brim of the pelvis—either to
exert a slight degree of compression on the head
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sufficient to enable it to pass through the brim,
or to rectify the malposition, as the case may be.

The midwifery forceps is a tractor, a com-
pressor, and a lever of the first order, the fulerum
of each blade resting on the handle of the opposite
side. There are two principal varieties of forceps,
namely, the short and the long forceps. The
former being generally employed in ordinary
cases, I shall first describe the instrument which
I prefer myself, and point out its mode of appli-
cation. The measurements of this forceps are—
ten inches in length from handle to point, the
blades 6% inches long, the widest space between
blades, when locked, 2% inches, the space between
the points 11 inches. The total weight of the
instrument is only 8% ounces, and a ring is intro-
duced into the lock, into which the fingers of the
operator isinserted during the extraction.  The |
fenestra are very wide in proportion to the
width of the blade, and so thin, that when the
forceps is applied, the scalp over the parietal
bones projects through in such a manner that
there is comparatively little risk of the maternal
structures being injured by the instrument.

It is a matter of great importance to apply the
forceps properly, for although, in the hands of a
dexterous accoucheur, and in proper cases, this
instrument may be employed with perfect safety
and facility, yet it must never be forgotten that
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in the hands of an unskilful practitioner, or in
unsuitable cases, the forceps is a most dangerous
implement, and its mal-use may produce effects
as disastrous to the mother as to the child ; and
hence we must now consider carefully the succes-
sive steps of the operation.

As a rule, instruments should not be used
until a fair trial has been given to other mea-
sures. Therefore, in ordinary cases of difficult
labour, change of position, friction over the
uterus, and stimulating enemata of warm water
and salt should be tried in the first instance.
This rule we attach great importance to in the
Rotunda Hospital, and very seldom resort to the
forceps until stimulating enemata have been
fairly tried, and have failed, previously.

Before the application of the forceps or any
obstetric operation is decided on, a consultation
should always be obtained, when possible. But
if the medical attendant cannot procure the
advice and assistance of another practitioner, he
must proceed on his own responsibility, if the
case be one that urgently requires instrumental
aid. Before operating, the accoucheur must
always inform the patient’s husband or other
near friend of what he is about to do, and if the
patient herself be a resolute, sensible woman, he
may also tell her that he is about to give her
some assistance, but not otherwise.
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The rectum having been emptied by the sti-

mulating enemata already referred to, a dose of
ergot should be administered immediately before
putting the patient under the influence of
chloroform, which is now generally, but not in-
variably, done in cases of operative midwifery.
- The exact position of the head and state of the
os uteri must be always ascertained by a vaginal
examination immediately before the application
of the forceps. I have more than once been
sent for to apply the forceps in cases which the
gentlemen in attendance believed to be suitable
for instrumental assistance, but in which the os
was found on examination undilated and undi-
latable, the cervix being so thin and tightly
stretched over the feetal head as to allow the
sutures to be felt through it, and thus led the
attendant into an error which, if acted on, might
prove most disastrous.

The catheter should in every case be intro-
duced before the forceps is applied. This must
be done, even when we are assured by the nurse
that the patient has passed plenty of water.
I have several times been told so in cases where
the bladder was so distended by accumulated
urine, a little of which had dribbled away, and
thus misled the nurse, that the progress of the
labour was completely arrested by this cause, and
in which it was only necessary to draw off the
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water to allow the head to come down without
any further assistance. It is obvious how readily,
if the forceps were used under such circumstances,
rupture of the bladder might be produced.

The forceps may now be applied in the fol-
lowing manner. The patient being placed on
her left side, with the shoulders drawn across
the bed. and her hips projecting over its edge,
the accoucheur, who sits facing the perineum,
introduces the index and second fingers of his
right hand into the vagina, behind the symphysis
pubis, and passes them half round the circum-
ference of the pelvis on the child’s head, until he
comes in contact with the ear, over which the
forceps is generally placed. But whatever posi-
tion the head may present in, the forceps should
always, if possible, be placed in the oblique dia-
meter of the pelvis, as if introduced antro-
posteriorly there is great danger of injuring the
soft parts in the extraction of the head. The
instrument being first warmed and smeared with
lard, the upper blade is to be taken in the
operator’s left hand as lightly as he would hold
a writing pen, and during an interval in the
pains is to be gently and slowly insinuated be-
tween his fingers which rest over the ear and
the child’s head, until it has passed up so far
that the lock lies at the fourchette. In the
first stage of the operation the instrument

L
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should be passed upwards and backwards in the
direction of the lower axis of the pelvis, but
almost immediately it must be turned in the
direction of the superior axis of the pelvis, and
passed upwards and forwards.

The point of the forceps must be carefully
kept in contact with the child’s head to avoid
injuring the soft parts, by raising the handle
oradually as the forceps slides over the convex
head of the foetus, excepting, however, as it
passes over the ear, when it should be slightly
depressed for a moment.

The handle of the blade already applied is
then to be given to an assistant to retain n. sutu,
whilst the operator, now taking the other blade
in his right hand, introduces two fingers of his
left hand into the vagina, passes the second blade:
as he has the first between his fingers and the
child’s head, until the locking parts are in juxta-
position, when, care being taken to prevent the
soft parts from being caught, the forceps may be
locked. If the handles come in perfect contact
at their extremities as soon as this is dome, it
may be concluded that either the child’s head is
under the average size, or else that the instru-
ment has not been properly applied. In either
case very great caution will be required to pre-
vent the instrument from slipping and lacerating
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the woman as soon as any traction is made
with it.

If the blades have been properly introduced
and applied to the head, there will be no diffi-
culty in locking them. If there should be any
difficulty, no time should be lost in striving to
adjust them, but the blade last applied should
be at once withdrawn and re-introduced in the
right position.

When extracting the feetal head with the for-
ceps, the operator must bear in mind that the
axis of the pelvis i1s a curved line; the axis of
the inlet being downwards and backwards, and
that of the outlet downwardsand forwards, and
must make his traction to correspond with this.
At first he pulls downwards and backwards, but
as the head descends, alters the direction of his
force till the vertex rests on the perineum, when
he draws the head directly forwards through the
arch of the pubis.

Delivery with the forceps should be as close
an imitation of natural labour as possible. In
natural labour the advance of the head is so
gradual, that the progress effected by each pain
is almost imperceptible, and therefore the for-
ceps should be so gently used as to imitate in
the slowness of its action the course which nature
points out. No attempt at finishing a tedious
labour by any sudden and forcible effort is justi-

L 2
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fiable ; nor should a desire to relieve his patient
from suffering, or himself from a wearisome
task, induce the practitioner to attempt by force
what time, patience, and skill only can safely
accomplish.

The rule of waiting for a pain before using
traction with the forceps, and of acting in con-
cert with the uterine expulsive efforts, is well
founded, and should be acted on whenever the
pains have not ceased before the application of
the forceps.

To prevent the risk of lacerating the perineum,
it is generally advisable, if there be sufficient
uterine action, to unlock and remove the forceps
when the occiput begins to emerge from the
vulva, the posterior blade being the first to be
withdrawn, and the head being forced out by
pressing well over the coceyx and perineum during
the pains.

After the head has descended into the pelvie
cavity, the short forceps may be used in three
different positions.

1st. Where the head is delayed at the outlet,
the face lying in the hollow of the sacrum, the
occiput under the arch of the pubis, and the
sagittal suture lying over the perineum, the ordi-
nary position at the end of the second stage of

natural labour.
2nd. When the labour is delayed by the mal-
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position of the head, the face being turned for-
wards towards the symphysis pubis, the occiput
and vertex being opposed to the sacrum and peri-
neum respectively.

3rd. Where the face lies to either side.

In the first position, delivery according to the
rules already laid down is generally easy enough.
In the second varievy of position, the lock will
be at the vertex and the point at the chin, and,
by depressing this, the occiput will be drawn for-
wards from the perineum. The management of
the third posivioa demands no special mention.

The long forceps in use in the Dublin Lying-
in Hospital is but a longer and stronger form of
the short forceps alveady described, being sixteen
inches in length iastead of but ten or twelve,
and is intended for those cases which have been
pointed out, in which the head of the child is
above the brim of the pelvis.

In England the double curved long forceps,
recommended by Dr. Barnes, is generally em-
ployed. However, as this instrumeat is seldom
used in this city—although I have occasionally
resorted to it—1I shall confine my observations to
the straight instrument, which is not only more
easily applied, but is moreover safer, although
less poweriul in its use. This loag forceps is
applied in exactly the same manner as the short
forceps. The position of the blades must, how~
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ever, be regulated by the diameter of the pelvis,
and not, as in the case of the short forceps, by the
position of the child’s head. The long forceps
should be introduced in the largest, or transverse,
diameter of the pelvis, one blade being in each
ilium, and when thus placed it becomes a matter
of little importance whether they are applied
over the oceiput and face, or transversely over
the child’s head.

Forceps cases, like all cases of difficult labour,
require to be very carefully watched during the
period of convalescence after labour. Asa rule—
as the statistics of the Rotunda Hospital prove—
forceps cases recover nearly as well as any others.
But if premonitory symptoms of any form of
metria or puerperal inflammation manifest them-
selves, it is all-important that these should have
been looked for, and at once met with the appro-
priate treatment. The state of the urinary
functions should also be carefully attended to for
the first few days after all cases of difficult labour,
and if there be any retention, the catheter must
be used at least twice a day.

The vectis, or lever, is still employed by some
practitioners, and therefore we may devote a few
lines to the consideration of this instrument. The
vectis appears to have been invented about the
same time that the forceps was, and by some 1t 1s
ascribed to the same inventor. By Chamberlen
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it was used as a simple lever of the first kind, the
fulerum being the pubes of the mother. The
dangers of applying the vectis in this manner are
obvious, as the soft parts between the vagina and
pubes, namely the bladder and urethra, must be
exposed to a most dangerous degree of pressure.
Hence it is that, when resorted to at all, the vectis
should be employed in the way first recommended
by Dr. Dease of Dublin, about the year 1783,
as an extractor, and not as a lever. The vectis
generally used is a single blade of an ordinary
short forceps. It isapplied to the feetal head in
a similar manner to the forceps, and during the
extractive efforts which are made with it great
care must be taken to prevent its slipping from
the head, or any pressure on, or laceration of, the
soft parts. The vectis is intended for the same
class of cases as the short forceps, but as the
latter instrument may be more easily, effectually,
and safely used, I prefer it to the former.
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CHAPTER XIII.

PRETERNATURAL LABOUR.

TaE TERM preternatural is applied when any part
of the child, except the head, presents. The class
has two orders:—1. Presentations of the breech,
or inferior extremities ; 2. Presentations of the
shoulder, or superior extremities.

In the common parlance of the lying-in cham-
ber, the term ¢cross-birch’ is applied to both these
orders; but, technically and strictly, it is only
used for the second, when the child actually lies
transversely in the womb. Presentations of the
back, abdomen, and sides, are described by au-
thors; but if they ever occur, at the full term of
gestation, the same principles apply to them as
to cases of the second order.

Various signs of preternatural labour have been
mentioned—as, peculiar motions of the child and
shape of the mother; slow progress of the first
stage ; eaﬂy rupture of the membranes, &e., but
the only certain information upon the subject is
to be obtained by examination per vagmam. In
some cases, at the very commencement of labour,
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we shall, even by this method, be unable to detect
any part of the child; and then, certainly, the pre-
sumption is, that the head is not presenting. It is
therefore incumbent upon us to watch the case
carefully, until, more progress having been made,
we may obtain the necessary information, and lose
no time in affording any assistance that may be
required.

The marks of the different presentations are as
follows :—ZThe head is known from every other
part by its hardness, sutures, and fontanelles. 7Te
face is distinguished from the breech by the fore-
head, by its features, and especially by the tongue.
Of these two presentations we have already spoken.
The nates are to be recognised by their globular
shape, softness, and elastic feel, by the cleft be-
tween the buttocks, the anus and parts of gene-
ration (especially in a male), and the free passage
of the meconium. In a first and hasty exami-
nation the finger may meet one of the trochanters,
when the part is pressed firmly into the pelvis,
and the skin tightly drawn over it; and I have
known it, under such circumstances, to be, for a
short time, mistaken for the head. The showlder
is to be distinguished from the hip by its smaller
size, by the axilla and ribs, by the clavicle, scapula,
and by the arm, which is, in a marked degree,
smaller and more moveable than the thigh. The
foot and hand are to be distinguished from each
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other by the greater thickness and length of the
former, by the projection of the heel, by the short-
ness and evenness of the toes, and by the great
toe not being, like the thumb, separable from the
rest. The right hand can be distinguished from
the left by grasping it as in the act of shaking
hands, and observing whether the thumb does or
does not correspond to the operator’s. . The elbow
can be known from the knee by its sharpness, and
by the small size of the arm and forearm. All
these things appear easy enough upon paper, or
when we have a child quietly in its cradle ; but
when it is in the uterus it is quite another affair,
and tolerably-experienced practitioners are then
not unfrequently at a loss. The way to prepare
ourselves best against error is to improve our
tact, by giving ourselves the habit of feeling the
different parts of dead or living children whenever
an opportunity offers ; and when we have occasion
to exercise knowledge thus gained, we should pro-
ceed coolly and deliberately, without any affecta-
tion of extraordinary dexterity or greater skill
than our brother practitioners,

Breech presentation.—The mechanism of par-
turition in these cases has been already fully ex-
plained.* At the commencement of labour there
may be two varieties:—1. With the front of the
child directed towards the mother’s spine; 2. With

¥ Vide p. 26.
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the front directed towards the mother’s abdomen :
the latter is considered the least favourable.

From the observations of Nigelé it is fully
established that, in a great majority of instances,
as the labour proceeds, the latter variety is con-
verted by the pains (alone)into the former. More
rarely the child is expelled in the second position,
and then a degree of difficulty, requiring artificial
interference, occasionally occurs.

The first stage of a breech case must be con-
ducted precisely as in a natural labour; the prac-
titioner should be even more cautious than usual
in his examinations, lest the parts of generation
should suffer injury. If every thing goes on well,
nature, unassisted, should be allowed to expel the
breech and feet. If difficulty arises, it must be
treated according to the rules laid down in the
chapter upon difficult labour. The forceps or the
perforator, in short all the means there spoken of,
may,under certain circumstances,require to be em-
ployed. Whenthe breech has descended to a certain
extent, if necessity for interference arises, we may
exert a powerful extractive purchase, by passing a
fillet (a common silk handkerchief answers very
well) over the groins, between the belly and thighs
of the feetus, and extracting with it as we would
with a forceps.®* A blunt hook is also sometimes

* The fillet can be readily passed by putting one end of it
through the eye of a long flexible probe.
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used for the same purpose. When the body is
expelled as far as the umbilicus, we should draw
down the funis alittle, so as to prevent it from being
stretched. If it continues to pulsate, we may still
leave everything to nature. Should there be any
difficulty in the escape of the feet or arms, we may
bring them down cautiously, taking care not to
let them jerk out, so as to injure the perineum.
To bring down the arms, we pass a forefinger
successively into the bend of each elbow, and then
sweep the forearm slowly over the breast.

In many instances, the expulsion of the head
will quickly follow that of the body,the face turning
into the hollow of the sacrum, as in natural labour.
If it should not, and the cord ceases to pulsate,
it becomes necessary to hasten the passage of the
head, lest the child should be suffocated. The
mode of doing this is to pass the fore and middle
fingers of the right hand round the back of the
child’s neck, so as to give it a degree of support,
and at the same time to place the forefinger of
the left hand in its mouth, and depress the chin :
by the latter manceuvre, we bring the head into the
most favourable position for passing,* and at the
same time, we perhaps make a channel along our
finger, by which the air may have access to the
child’s mouth and chest. I have frequently known
a child to breathe, with the greater part of its head

¥ Vide pp. 16, 27.
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in the vagina. In general, by depressing the chin
we soon succeed in withdrawing the head,* but
sometimes a delay occurs, fatal to the child, and
it may even occasionally become necessary to per-
forate the head, after the body has escaped. The
perforator can, in such cases, be introduced behind
the ear. In all extractions of the head, the peri-
neum requires to be carefully guarded. When
the belly of the child continues to be directed
forwards, up to the period of the head’s passing,
some difficulty may arise from the chin hooking
upon the symphysis pubis. It then becomes
necessary to lay hold of the body of the child
(covering it with a napkin), and to give it a slight
inclination,t so as to bring the head into the
oblique diameter of the brim: the further steps
(depression of the chin, &c.), are to be conducted
in the ordinary manner.

Footling presentation.—This is o be conducted
precisely as the breech case, and is liable to the
same varieties. It is generally more fatal to the
child, in consequence of the slow, wedge-like dila-
tation produced by the limbs not permitting the
head to pass as quickly as when the large, bulky
breech has prepared the way for it. The funis is

* The extraction is often facilitated by pushing up the
occiput with the fingers of the right hand.

t In this manceeuvre, we must recollect that it is very possible

to dislocate the child’s neck, and we should therefore employ
force with suitable moderation.
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consequently pressed upon injuriously, before the
lungs can be supplied with air. The best way, in
any case, to secure the speedy passage of the head,
will be to allow the body to be expelled as slowly
as possible, and even not to interfere with the head
so long as the circulation through the cord con-
tinues. Efforts at disengaging the head should
be made, if time permits, during a pain, but if the
child be dying, we cannot, of course, wait for this.

*.% In 839 labours which oceurred in the
Wellesley Female Institution, during the years
1832 and 1833, there were twenty presentations
of the lower extremities, or one in forty-two. In
both breech and footling cases, a considerable
proportion of children are still-born.

Second order of preternatural labours.—In
presentations of the shoulder or arm, the practice
differs diametrically from that required in the first
order : interference being in the one as universally
demanded, as it is in the other universally for-
bidden. The mechanism of these cases, and of the
‘spontaneous evolution,” by which nature occa-
sionally relieves them, has been already explained,*
but it is very generally agreed, that when the child
is mature, we cannot safely trust to the occurrence
of this natural operation, and that it is incumbent
upon us, in every such case, to offer artificial

* Vide p. 28.
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assistance. It is equally agreed upon that our
interference should, if possible, consist in the in-
troduction of the hand into the uterus, laying hold
of the feet or legs, and bringing them into the
vagina, in place of the arm or shoulder; in other
words, turning the child. The circumstances of
the case, however, may make a considerable dif-
ference in the facility, or even possibility of doing
this, and may require variations in our mode of
practice. The most favourable case is when we
gsee the patient at, or are enabled to watch her
until, the arrival of the exact moment when the
os uteri is fully dilated, the membranes entire, or
but lately broken, strong forcing pains not having
yet commenced. If we are fortunate enough to
find the patient in such a state, we should lose no
time in turning.

The mode of performing the operation is as fol-
lows : —The woman is to be placed in the usual ob-
stetric position, and the operator is to sit or kneel
(as the height of the bed may render either posture
most convenient) beside her. Either arm may be
used : if we can ascertain® that the child’s face is
directed toward the mother’s abdomen, the right
hand will probably reach the feet more easily; if
the face look backward, the left will then usually
be more convenient. The choice of the arm, how-

* The direction of the child’s face can be known by that
of the palm of the hand and thumb, where these can be felt.
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ever, must chiefly depend upon the operator’s own
fancy ; but whichever is to be employed, it must be
completely bared* (the coat being taken off, and
shirt sleeve turned up), and well greased or soaped
in every part, except the palm of the hand, which
should be kept as dry as possible, that it may retain
a better power of grasping the child’s limbs. These
preparations having been made, the fingers, col-
lected into a conical form, are to be slowly and
gradually introduced into the vagina. This stage
of the operation, until the broad part of the hand
has passed the os externum, occasions considerable
pain, and should be performed with great caution.
When the fingers reach the os uteri, they must be
passed in the same conical form into it, being
guided upon the child’s arm, when it is down, o»
otherwise upon the shoulder, to the front of its
body, where we may expect to find the feet. In
doing this, of course we rupture the membranes,
should they still be entire; and our wrist then
plugging up the os tincee, and preventing the
escape of the waters, we have, in the latter, a most
advantageous medium, wherein to move about our
hand, and seek for the feet. In searching for
these, as in every step of the operation, we should

* We should not be satisfied with merely turning up the coat
sleeve, as we can never know beforchand how far it may be
necessary to pass up the arm. The muscles also will be
cramped in their action by the tight girding of the turned up
sleeve.
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be cool, and in no hurry, acting with our hand,
systematically, and according to an imaginary pic-
ture of the child’s position, upon which our mind
should be intently fixed. If a pain comes on, we
must cease, for the time, from moving our hand,
- and lay it flat upon the child’s body, lest the pro-
jections of the knuckles should injure the uterus.
If our arm becomes cramped, we may stop and
rest for a little; a few minutes’ delay making no
difference in the success of the operation. When
the feet or knees have been laid hold of we should
carefully ascertain that there is no mistake,* and
then withdraw them slowly, and with a wavy mo-
tion, out of the uterus. The subsequent treat-
ment is precisely similar to that of a footling;
some persons tie a garter upon the foot or feet as
- soon as they are brought down; but this is not of
any importance, as there is little danger of their
returning again. Dr. Breen, of Dublin, recom-
mends the knees to be brought down in place of
the feet, and they are certainly, in general, easier
to be found. Other practitioners think it pre-
ferable only to bring down one foot, supposing the
case to be thereby more assimilated to a breech
presentation, and the chances of the child’s being
born alive to be increased accordingly.

* The second arm smight be brought down in mistake for a
leg ; or, in twin cases, a leg of a second child. A little coolness
will prevent either of these errors.

M
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In another variety of the circumstances of pre-
ternatural labour, we may have the membranes
ruptured early without much dilatation of the os
uteri. If there be at the same time no violent
forcing pains, we may wait a little, in the expecta-
tion of dilatation increasing. Should the uterine
action be severe, means must be adopted for les-
sening it. If the woman be plethoric, we may
bleed her ; should this not be successful or ad-
visable, a very excellent plan is, to administer a
full dose of tincture of opium,say forty drops,and to
repeat it in half an hour, if the pains do not cease.
By either of these plans, or by a combination of
both, the contractions of the uterus will probably
be lessened, and relaxation produced, sufficient to
admit of the introduction of the hand. It is
needless to say, that double caution is required in
turning, under these circumstances.

In certain unfortunate instances, we cannot by
our treatment stop the labour, or the feetus has been
impacted into the pelvis before we see the patient,
or the latter may be deformed, and any of these
conditions may prevent us from attempting to turn.
We have then only the alternative of awaiting the
chance of spontaneous evolution, orof delivering the
child by perforation of its chest, and evisceration.
In depending upon the former, we must be guided
by the strength of the woman, and by the indica-
tions of the presentation, as to whether the process
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is likely to take place or not; if we find the
shoulder passing out and forwards upon the pubis,
and the side gradually descending more and more,
we may expect its occurrence. If it be not likely
to take place naturally, evisceration will facilitate
it, by admitting of a more easy doubling of the
child’s body. Some practitioners recommend in
these cases separation of the head from the body,
so as to admit of the extraction of the latter before
the former; the other operation, however, is cer-
tainly the safest, usually answers very well, and is
most generally adopted in this country.

Turning is seldom required before the eighth
month of pregnancy, and never warrantable before
the seventh : spontaneous evolution usually taking
place easily, owing to the small size of the child.
I have seen a living child born in this way about
the sixth month of gestation.

*.F Four cases of presentations of the upper
extremities occurred in the Wellesley Institution,
during the years 1833 and 1834, being one in
two hundred and ten. The child is very generally
lost.
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b. In advanced pregnancy, from the sixth
month until the birth of the child.

c. Between the birth of the child and expulsion
of the placenta.

d. After the expulsion of the placenta.

Before going into these particular species, it will
be well to have definitely arranged in our minds
the objects which we are to endeavour to attain
in the treatment of every case of uterine hemor-
rhage. In the first place, then, we should have
in view the general principle applicable to every
form of hemorrhage, of tranquillising and keeping
tranquil the excited -circulation; secondly, we
must look to the peculiar operation by which
uterine bleeding is restrained, viz. contraction of
the muscular fibres, and consequent compression
of the bleeding vessels that pass between them.
Upon these two principles our whole treatment in
every case is to be based.

Abortion.—When the uterus discharges its
contents before the end of the sixth month, we say
that the woman aborts or miscarries; if the ex-
pulsion takes place after this period, but before the
regular term, it is denominated premature labour.
Miscarriage is always accompanied with more or
less discharge of blood, and, as the latter is usnally
the most prominent and perilous symptom, the
subject naturally falls under the head of hemor-



166 DUBLIN PRACTICE OF MIDWIFERY.

rhage. It is a very common accident, and occurs
frequently in all ranks of life.*

The causes, of course, must be various: those
which predispose to it are sometimes general or
local plethora, but much more frequently general
or local debility;} an unhealthy state of the uterine
functions ; disease or death of the ovum; and not
uncommonly an obscure syphilitic taint in the
constitution. In some women a kind of habit of
abortion, at a particular period of gestation, seems
to be established, which has been ingeniously
explained by Madame Boivin, upon the supposition
that in such cases the uterus has (in consequence
of a former inflammation) contracted adhesions
with the neighbouring parts, which prevent its
enlarging beyond a certain limit. The exciting
cause of miscarriage may be anything, corporeal or
mental, which produces a sudden shock or dis-
turbance in the system ; as external injuries, un-
usual exercise, displacement of the uterus, violent
passions, severe cough, drastic purgatives, &c.

When a woman is about to abort, she gene-
rally feels, for some time previously, a sense of

% Among the women attended from the Wellesley Institu-
tion, at least one in eight has previously miscarried.

1 Debility in these cases (whether general or local) must
be understood as affecting specifically the generative organs,
as the extreme weakness produced by lingering diseases
(e.g. phthisis) is not usunally followed by abortion,
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weight and weakness in the loins and region of
the uterus, followed by stitches of pain, shooting
through the lower part of the abdomen, back,
and thighs; occasionally there is frequent mictu-
rition and tenesmus.* Accompanying these symp-
toms, or immediately following them, there is
always more or less discharge of blood from the
vagina. This blood coagulates (thus differing
from the menstrual secretion), and is often dis-
charged suddenly, and in quantities so great as to
reduce the woman to a state of extreme debility.
When it occurs to any extent, we can seldom
hope to prevent abortion ; in fact, it cannot be of
any considerable amount without an extensive
separation of the ovumn from the uterus, and con-
sequent death of the former. Our prognosis,
therefore, generally should be unfavourable, as to
the chances of preventing a threatened abortion,
although by judicious management we may some-
times succeed in doing so.

In some instances the ovum is discharged with
very little pain, and in a short period; in others
the process occupies some days, hemorrhage con-
tinuing more or less during the whole time, and
not ceasing entirely until the ovum has been com-
pletely expelled. This latter fact makes us anxious
to ascertain when complete expulsion has been

¥ Dr. Ramsbotham thinks swudden disappearance of the
morning sickness a very certain forerunner of abortion.
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effected, for which purpose we should have all the
clots preserved and carefully examined. If we
open them with a little attention, under water,
the ovum will be recognised as a semitransparent
membranous bag containing the feetus floating
in a clear fluid.* Parts of the ovum, as the
decidua or embryo, will occasionally be expelled
separately; and some mistake as to the former
may arise from the resemblance frequently borne
to it by a portion of the fibrine of coagulated
blood. When the abortion occurs at a very early
period of gestation, the ovum is so small that
our best directed attempts to discover it will often
be in vain.

The treatment of abortions must be of three
kinds.

1st. Treatment for the prevention of a threat-
ened miscarriage——In certain cases, the pre-
monitory symptoms already enumerated exist
sufficiently long and remarkably to admit of our
interfering in time to prevent actual abortion.
In other instances, the hemorrhage and discharge
of the ovum are almost simultaneous with the
lumbar pains, &e. In the former case, our pre-
ventive remedies must depend a good deal upon
the condition of the individual, and also upon the

* In very young ova the embryo is so gelatinous that it
readily dissolves in the liquor amnii, and consequently cannot be
Been,
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nature of any constitutional symptoms which may
exist. There is generally some degree of febrile
excitement, and if it run high, with a quick
bounding pulse, and severe pain, and the woman
be plethoric and young, blood-letting is required,
and will occasionally be of remarkable service.*
The quantity to be drawn must entireli;r depend
upon circumstances, and should be enough to
produce a change in the symptoms. Generally
accompanying a plethoric state we have evidence
of gastric derangement ; viz. constipation, nausea,
foul tongue ; sometimes there are headache and
rigors. These symptoms indicate a necessity for
purgatives, which should be of a saline and
cooling description.t :

In many forms of threatened abortion, where
there are no symptoms of general plethora, but the
patient suffers considerably from pains, we shall
find great advantage from the employment of
opium, when the bowels are free, or have been
opened by an aperient. A full dose, in draught
or pill, may be given at once, or five or six drops
of laudanum may be prescribed every hour, in an
ounce of infusion of roses; or, what is perhaps

* It is only under the circumstances above mentioned that

blood-letting is admissible. I believe it to be, in general, much
too freely employed in abortions.

T Ix Infus. Rosarum, 3viij.; Sulph. Magnesie, %j; Aecid.
Sulphuric. dil. 3ss. M. Sumatur uncia 38tia quique hord ad
alvi solutionem. '
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better, a small opiate enema* may be adminis-
tered. In general, I think, we shall find blood-
lettingless frequently called for than the latter plan.
Under any circumstances, we must remember the
principle of tranquillising the circulation, and
accordingly should enjoin perfect rest in a hori-
zontal posture; a rigid avoidance of every thing
stimulating ; a cool room ; cool drinks; and light
bed-clothes. In addition to these means, when
there is any bleeding, we shall find advantage from
the application to the vulva of cloths wrung out
of cold water, or vinegar and water. By the
measures just recommended, there 1s a fair chance
afforded of preventing the accident, provided there
has not already been much of the ovum separated.
If this has happened, and is indicated by consider-
able bleeding, or we cannot prevent it from oc-
curring, we must have recourse to the

Second line of treatment, for the purpose of
bringing the patient with safety through the risks
of abortion. The same general rules as to quietude,
horizontal position, cooling aperients, &c. apply
when we wish abortion to take place, as when we
desire to prevent it. By some persons, ergot of
rye is employed under these circumstances; but
I cannot say I have ever observed any benefit to
result from its use.

* B Mucilaginis Amyli, 3iv.; Tinect. Opii, gt. x1. M. Fiat

Eenen:d.
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In many cases, the plan above recommended,
if strictly persevered in, will be attended with
happy results, and nothing more will be required ;
but should there be violent hemorrhage, and the
assiduous application of cold cloths to the vulva
and pubes* not be sufficient to check it, plugging
must be resorted to. This is an excellent remedy,
especially in early-abortions, when the uterus is
not large enough to admit of internal hemorrhage.
It may be done with lint or a silk handkerchief,
or (what, by entangling the blood, and promoting
its coagulation, acts better than either) tow, or
French wadding. Any one of these materials is
to be saturated with vinegar or cold water, and
then passed gently into the vagina, so as to fill
without stretching it. A compress, wrung out of
cold water, applied to the vulva outside, will keep
the plug in its place, and in all probability the
bleeding will be completely suppressed for the
time. The plug should never be left in the vagina
longer than twelve hours, as the coagula are likely
to become putrid. Sometimes it will excite ute-
rine action long before that period, and be ex-

* T must here interpose a caution with respect to the
inordinate use of cold ; where the woman is hot, and the
circulation excited, it is an invaluable remedy, but its employ-
ment may be easily carried too far (especially in a weak
person), and dangerous collapse produced by it. The approach
of this should always be attended to, when the cold applications
must be removed and heat applied to the feet.
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pelled, together with the ovum. When we have
occasion to remove the plug, if the flooding con-
tinues, a fresh one may be introduced. In its
use attention must be paid lest it should press
upon or interrupt the passage of the urethra.

Frequently the embryo comes away, leaving the
shell, or merely the placenta, in the womb; and
some of the severest hemorrhages I have seen in
abortions have been occasioned by a substance of
this kind preventing contraction, and keeping the
vessels open. In such a case ergot may be tried,
but I confess I have little expectation of benefit
from it. It is a standing rule never to attempt
introduction of the hand into the uterus before
the expiration of the sixth month of gestation, but
occasionally, by passing up a finger or two, we
shall detect the offending substance sticking in the
os tincze, and be able to hook it away, when most
likely the bleeding will instantly cease. In some
instances, although there may be no loss of blood,
there is the most depressing sickness and nausea
occasioned by the distension of the os uteri in this
way, which will be completely and instantaneously
relieved by the manceuvre just referred to.

When the abortion is rather at an advanced
period of pregnancy, the placenta is often retained
for some days, in spite of all we can do to effect
its removal. It then occasionally becomes the
‘cause of putrid, fetid discharges, and I have known
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it to produce low uterine fever and death. We
shall sometimes succeed in bringing away the
placenta when it is retained in this way, by the
administration of a brisk purgative or enema : if
the discharges become putrid, injections into the
vagina of tepid water or infusion of chamomile *
must be frequently practised, and cleanliness very
rigidly enforced.

The quantity of blood which women bear to
lose in miscarriages is very remarkable. They
rarely die from this cause, at all events before the
end of the fifth month, although the prostration
of strength is sometimes extreme.

Third line of treatment.—Practitioners are often
consulted as to the means of preventing future
abortions in those who have already repeatedly
undergone them. The plan of treatment must, of
course, vary very much in different cases. If pos-
sible, we should ascertain the cause or causes
which operated upon former occasions, and remove
them by suitable means. The great object is, to
bring the patient into a good state of health—in
the plethoric this must be done by evacuations,
exercise, low diet, &e.—in the debilitated, by
tonics, cold bathing or sponging, nutritious diet,
good air, avoidance of all emotions, &c. In some
- individuals there is a disposition to abort at a par-

¥ QOr perhaps injections containing chloride of lime may be
found useful.
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ticular period of gestation; and this may occa-
sionally be passed over with safety, by keeping
her for a short time before and after it in the
horizontal posture, with perfect rest. The plan,
however, must be adopted with caution, as the
‘injury to the general health from confinement
would in many cases be more prejudicial than
allowing the patient to abort.

A very common cause of repeated abortions is
a syphilitic taint in either parent. If this be as-
certained, the treatment is obvious, but frequently
its existence is very obscure. We very commonly
meet with such a case as the following :—A man
and woman, apparently both healthy, will marry,
and the woman will abort, or prematurely produce
dead children several times ; every variety of pre-
ventive treatment is probably tried, until at last a
living child is born, which shortly after birth shows
unequivocal signs of being syphilitic, and the case
is thus cleared up: all this time, probably, the
woman has never had a single venereal symptom,
and the man not for years before his marriage.
In some instances, there will be a succession of
abortions, dead children, and syphilitic living ones.
The remedy, under such circumstances, must be a
steady, slow, mercurial course, adopted, I am of
opinion, with both parents—certainly with the one
known to have had the disease.

In managing a case of this peculiar description,
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it is needless to say that the medical man has
occasion for all his prudence in order to avoid
being the promoter of family quarrels: the ascer-
taining of the history of the matter is particularly
difficult and delicate, and should be set about
with the greatest caution.

Hemorrhage occurring from the endof the sixth
month until the time of birth. This species is
always occasioned by a separation of a portion of
the placenta from the uterine surface, and conse-
quently varies in quantity, according to the extent
of the disunion. It has two varieties.

1st. Accidental hemorrhage, when a casual rup-
ture of the connecting vessels takes place, the pla-
centa being in its natural situation, attached to the
fundus or sides of the uterus. This form may be
occasioned by blows, falls, over-exertion, &ec.,* but
1t sometimes occurs without any cause being evi-
dent. The whole or a part of the placenta may be
separated, and in some rare instances the centre
of the organ has been detached, and blood poured
out between it and the womb to a fatal extent,
while, the circumference remaining in connection,
no discharge or a very slight one has been per-
mitted to escape out of the uterus. Accidental
hemorrhage may occur at any period of advanced
pregnancy ; if there be pains the discharge will be

¥ Dr. Ramsbotham believes that it is rarely attributable to

any apparent cause.

]
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diminished, not increased, during uterine action,
owing to the compression that is then exerted by
the fibres upon the bleeding vessels.

As we are never sure that there may not be in-
ternal bleeding, our estimate of the danger to the
patient must be entirely drawn from the effect
produced upon her system. At this period of
pregnancy the vessels are so very large that a
comparatively small actual loss of blood will, from
the suddenness of its discharge, produce more
effect than a much greater loss during the early
months,

If the hemorrhage be slight, our treatment may
in the first instance be confined to those means,
already specified,* which have for their objeet
tranquillisation of the ecirculation. Should they
- not succeed, or the flooding be at first consider-
able, an examination must be made, to ascertain
the state of the os uteri and the presentation. It
is not advisable to be too forward in examining,
unless the hemorrhage be of consequence, and
actually going on, as otherwise we may only re
produce it by disturbing the coagula, and the
information required is often extremely difficult
to be obtained by the finger during the seventh
and eighth months, when the uterus has not yet

# (Cold, horizontal posture, saline aperients, mineral acids,
&e., vide p. 169. Blood-letting I believe is seldom or never
proper at this period of pregnancy.
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descended into the pelvis. Should the hemorrhage
still continue, the further treatment must be con-
ducted upon the principle of promoting contraction
of the uterine fibres, and consequent constriction
of the bleeding vessels. If we ascertain that the
head or breech presents, it will generally suffice
for this purpose to rupture the membranes with
the finger nail or a probe, and allow of the escape
of the waters. Pains will in most cases succeed
this step, and effectually suppress the flooding : if
they do not, or are weak, a dose or two of ergot
and friction on the abdomen may be very useful
in exciting or strengthening them.

In former times, the practice in accidental he-
morrhage was, universally, to turn and deliver the
child by the feet. Putting the hand into the
uterus is, however, always to be avoided, if pos-
sible, and is not required, unless the uterus be
absolutely inactive after the rupture of the mem-
branes (a very rare case) ; or the presentation be a
transverse one, which, on its own account, would
justify the 'operatiﬂn.

When labour proceeds, we must leave the case
to nature, only paying double attention to the se-
curing of a perfect contraction of the uterus after
the child is born. Some gentlemen recommend
the binder to be put on before delivery, but I
prefer trusting to pressure by my own hand,
which would be only impeded in its access to the

N
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abdomen by the employment of the binder at this
period.

The second variety,or unavoidable hemorrhage,
is so called from the circumstance of the placenta
being unnaturally situated over the os uteri,
whereby a laceration of its vessels and consequent
bleeding is unavoidable whenever this opening
comes to be dilated. The centre of the organ or
a portion of its circumference may be attached
to the os tincze. In this form, the bleeding gene-
rally first oceurs during the sixth or seventh
months, at the period when the cervix is begin-
ning to be developed ; and may recur at intervals,
yielding, from time to time, to the adoption of
general measures. When labour arrives, however
(and often long before), a severe and dangerous
flooding must take place, calling for the promptest
assistance from art.

The unavoidable hemorrhage is to be distin-
guished from the acecidental by the discharge
being increased during a pain, in consequence of
the-dilatation of the os uteri rupturing additional
vessels, while, on the contrary, in the other, it is
at the same period diminished, owing to the pres-
sure then exerted upon the already open vessels.
We should always, however, satisfy ourselves by
vaginal examination that the placenta actually
presents. It is to be known by its peculiar feel,
and I know of no better way of instructing a
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student in this than to direct him to give himself
the custom of handling every placenta which may
come within his reach. By doing so he will in a
short time acquire a tact which it would be hope-
less to attempt conveying by words.

The principle of treatment in a complete pla-
cental presentation decidedly is, to effect a total
separation of the organ, by delivering the woman
as soon as practicable. Whenever, therefore, we
ascertain a case to be of this nature, we must
carefully watch it, and seize upon the proper time
for artificial interference; that is, when the os
uteri is so far dilated or dilatable as to allow of
our passing up our hand, turning the child, and
delivering by the feet. If the hemorrhage has
commenced long before the period of labour, we
shall probably have to wait some time before this
state is arrived at—and a most anxious and harass-
ing waiting it is. The patient must be closely
watched, the ordinary hemorrhagic remedies em-
ployed, and, if these do not succeed, plugeing
adopted. I think I have seen the latter measure
do excellent service, restraining the flooding most
effectually, and exciting' the os uteri to a speedy
dilatation. The objection to it is, that there may
possibly be internal hemorrhage during its use,
but, if the vagina be well filled, this does not
appear very likely to take place, as the placenta
itself, when covering the whole os uteri, forms an

N 2
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excellent plug upon that side. At all events, when
the plug is employed, the closest attention must
be paid to any effects that the bleeding may pro-
duce upon the constitution, whereby we shall
obtain timely notice of any internal loss.  If the
woman retains her strength, we may wait until
some dilatation takes place, but should she be
weak, it is our duty to attempt the operation be-
fore she sinks, as soon as we consider the parts to
be sufficiently relaxed, even though they may not
be dilated. When there has been much bleeding,
the probability is that the parts will not afford
a firm resistance, and the case is always one
requiring prompt aid.

~ In performing the operation, we introduce the .
hand, as slowly as we please, in the manner and
with the precautions already laid down,* until it
reaches the os uteri; it must then either be passed
through the placenta, or by the side of it, into the
cavity. During this step, the operator has need of
all his coolness and resolution. There is usually a
frichtful increase of hemorrhage, the blood gushing
in torrents along his arm; if, panic-stricken, he
withdraws for a moment, the woman is inevitably
lost ; but by pushing on boldly and steadily, he soon
brings his wrist and arm, as an effectual plug, into
the mouth of the womb, and the discharge imme-

¥ Vide p. 159,
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diately ceases. There is then time for consider-
ation, and the feet must be deliberately sought for
and brought down in the usual way into the vagina.
There will seldom be any more hemorrhage, and
the rest of the delivery is to be accomplished as
in a footling case. The placenta will generally be
found loose in the vagina: I have sometimes
found it to come along with my hand and the
~child’s feet out of the vulva. Great attention is
necessary to secure subsequent contraction of the
uterus, and if the woman require it, she should be
supported with stimulants * during the operation.

Where there is merely an edge of the placenta
attached over the os uteri, it will often not be ne-
- cessary to turn. If we can ascertain that the head
presents above it, rupturing the membranes may
bring the former down so as to press upon the
bleeding vessels, and there may be no further
danger. It is often difficult to decide which step
should be taken ; it is certainly very desirable to
avoid introduction of the hand into the uterus,
but where any doubt as to the practice exists, it
appears to me to be preferable to turn. In some
cases I have known the placenta to be expelled
completely out of the vagina before the child,
which, being driven by strong pains into the os
uteri, effectually restrained the bleeding. In one
case I saw a placenta completely separated and

¥ One of the very best of these is burnt brandy.
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driven out of the uterus into the vagina, at the
posterior part of which it remained until the
child was expelled past it. Such cases as these,
however, are mere exceptions, and afford no data
for the establishment of any particular line of
practice.

*,* The average of placenta presentations in
the Wellesley Institution, dufing the years 1832
and 1833, was one in 167. The child is very fre-
quently lost, and very great care is required to
save the mother, especially when she has lost
much blood. Dr. Merriman thinks that phlegma-
sia dolens is a common sequela.

c. Hemorrhage occurring between the birth of
the child and expulsion of the placenta.—The
surest means of preventing this accident will be,
to follow rigidly the directions given in the chapter
upon natural labour for the management of the
latter stages of the process. The great secret is,
to promote and keep up permanently a full con-
traction of the uterus: if we can succeed in doing
this, we shall seldom have to treat either hemor-
rhage or retained placenta.

The manner in which this form occurs is va-
rious. In some women, in whom will generally
be found an excited state of the circulation towards
the close of labour, flooding sets in immediately
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after the birth of the child, and by one immense
gush quickly produces syncope. In others, aslow
draining continues from the same period, until a
similar effect, or alarming prostration of strength,
ensues. Again, in a third case, the uterus con-
tracts very well, and continues contracted for some
time, when it relaxes, and flooding takes place
with more or less violence.

In all these cases, the two principles already
laid down must guide our conduct; friction and
pressure must be made over the uterus, to excite
its contraction, and the circulation must be quieted
by throwing off the bed-clothes (exeepting a light
sheet), removing the pillow from beneath the
woman’s head, so as to lay her perfectly horizontal,
and opening the window, to admit fresh air and
cool the apartment. Cold cloths may be applied
to the vulva and pubes, with a view of answering
both intentions, cold quieting the circulation and
being a powerful stimulant to the uterine fibres.
When sent for to a case of hemorrhage, I have
often succeeded in procuring immediate uterine
contraction, by placing my hand (cold from having
been in the open air) upon the abdomen, which
the attendant (heated by his anxiety) had been in
vain pressing upon with all his force. Where
simple application of cold does not succeed, accom-
panying it by a shock, as by pouring a jug of water
from some height upon the lower part of the ab-
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domen, will often be very beneficial. Introduction
of ice into the vagina has been recommended by
some ; but where are we to get ice quickly enough
to be of use in a case of violent flooding ?*
Should these plans not succeed in checking the
discharge, we must, as a dernier resort, introduce
our hand into the uterus, both for the purpose of
stimulating it to action, and to remove the pla-
centa, which, being partially or entirely detached,
may prevent contraction and keep the vessels open.
The further management of this variety of hemor-
rhage we shall consider in the course of our re-
marks upon retention of the placenta, which, from
the close connection of the two subjects, may be
introduced here.

Retention of the placenta may be oceasioned by
three causes :—1. Want of contraction in the ute-
rus; 2. Irregular action of the fibres, producing
hour-glass contraction ; and, 3. Morbid adhesion
of the organ to the uterus.

If the labour be conducted in the way recom-
mended in the foregoing pages, the first two causes
will very seldom exist. The first very generally
arises from interference in hastening the birth of
the child’s body, whereby the stimulus is with-
drawn too soon from the uterus, and it is left
empty and without anything to excite its contrac-

* As has been before observed, we must beware of going too
far with the employment of cold.
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tion. The same effect often follows, when the
womb itself expels its contents too rapidly. On
the other hand, when a labour has been very
tedious, the uterine fibres are fatigued, and re-
quire rest for some time before they again act.
Irregular contraction is generally occasioned by
injudicious attempts at extraction by the funis,
which, without producing the desired effect, irri-
tate the fibres of the cervix and excite them to
contract spasmodically, thus imprisoning the pla-
centa. This condition is termed hour-glass con-
traction, on account of the chambers above and
below formed by the uterus and vagina and con-
nected by the contracted cervix. Morbid adhe-
sion 1s an occurrence over the production of which
we have no control.

Under ordinary circumstances, we need not be
uneasy about a delay of an hour or two, in the
separation of the after-birth. But if hemorrhage
should occur, or the retention continue longer than
we deem safe,* not yielding to the friction, &e.
already recommended, we must proceed to intro-
duce the hand. Before resorting to this measure,
we may try the ergot, which sometimes succeeds.
The introduction of the hand is to be conducted

* It is not easy to specify a precise amount of time, the lapse
of which warrants manual extraction. I should be disposed to
say that two hours after the birth of the child would be quite
long enough to wait.
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in the ordinary way,* moderate pressure being
made upon the abdomen by an assistant while we
are doing it, and the funis put upon the stretch
by one band, so as to serve as a guide for the
other. .

In many instances we shall find the placenta
partly expelled from the uterus, but with a portion
of its edge caught and firmly grasped by the os
uteri: sometimes it lies within the cavity, quite
separated. In either case it is likely that the
mere irvitation excited by the hand, will cause
both itself and the placenta to be forcibly expelled.
If the uterus be quite inactive, and flooding exists,
we must not withdraw our hand until some action
has been excited ; occasionally, it will be necessary
to promote this, by moving the fingers in the
cavity, or even by rubbing with the other hand, or
employing an assistant to rub, strongly upon the
abdomen. When there is morbid adhesion, the
fingers must be spread out from the funis, towards
the edge of the placenta, and insinuated between
it and the uterus, so as to separate the one from
the other; every caution must be used to ensure
the complete removal of the mass. When there
is hour-glass contraction, the spasm must be over-
come, by introducing cautiously finger after finger
into the constricted part, until the whole has been
dilated so far as to allow of the removal of the

* Vide p. 199.



—

RETENTION OF THE PLACENTA. 187

placenta. The length of time which this requires
is often very great, and no one whose hand has
not painfully experienced the power of the uterine
fibres, could believe that so much resistance would
be opposed. The average occurrence of retention
is very small, if the latter part of the delivery of
the child be conducted properly and without any
unnecessary interterence.

d. Hemorrhage occurring after expulsion of the
placenta.—In some instances this is occasioned by
the after-birth being removed too hastily, before
the uterus is inclined to contract. In others, the
uterus relaxes, probably after it has naturally and
very quickly expelled the placenta. This form of
flooding will be very generally prevented by avoid-
ing the first mentioned cause; by preventing
subsequent relaxation, by friction, the use of the
binder, &ec.; and by keeping the circulation quiet,
after every labour, by the most strict enforcement
of rest in the horizontal posture.

When it does unfortunately occur, notwithstand-
ing our precautions, the principle upon which it
1s to be restrained is still the promoting of uterine
contraction, which is to be effected by friction,
pressure, cold, ergot of rye, &ec.; or, if these do .
not succeed, introduction of the hand. Coagula
may have collected in the uterus, keeping it open,
and upon their removal by the hand, contraction
may permanently ensue. This should be kept up
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by a very tight application of the binder, with a
compress between it and the lower part of the
abdomen.

In some cases, especially where the binder has
not been well applied, hemorrhage may go on into
the cavity of the womb, without a drop appearing
externally. Under such circumstances, nothing
may be known about the matter until the woman’s
lips are observed to be getting pale, her pulse
weak and rapid, and she becomes restless, tossing
her arms about, and complaining of want of light
and air. The practitioner may have left her, and
things have gone to this length before he can be
recalled. When he lays his hand upon the abdo-
men, he will probably find sufficient cause for the
symptoms, in the size which it has attained from
the accumulation of blood in the uterus. Pressure
may succeed in stimulating the uterus to contrac-
tion and expulsion of the coagula ; but if it does
not do so immediately, we have no time to lose,
and must instantly pass up the hand with a view
of exciting action. When such dangerous pros-
tration of strength as that deseribed has taken
place, it will be necessary to support the woman’s
strength by stimulants. Burnt bandy (or whisky)
I have found to be the best that I have tried. A
tea~spoonful of it, with from five to ten drops of
laudanum, may be given every quarter or half hour,
until the patient rallies, Of course the strictest
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rest must be enjoined, dangerous syncope, and
even death, having been known to follow the mere
raising of the head under such circumstances.

In every case of labour, if we have any special
reason to expect post-partum hemorrhage, and in
every case where a woman has previously borne
a number of children, a full dose of ergot should
be administered, as soon as the head begins to
press on the perineum.

If hemorrhage continues after the means
before spoken of have been tried—if firm pressure
on the uterus, the external application of cold
water, or cloths wrung out in iced water, to the
vulva and over the pubis, fail to check the bleed-
ing, we must inject cold water by the vaginal
syringe, into the cavity of the uterus as long as
the water injected returns tinged with blood.
Great care must be taken, however, to avoid
pumping air in place of water into the uterus,
which might prove fatal.

Should this not soon stop the loss of blood, we
must resort to the powerful styptic recommended
by Dr. Barnes—namely, the solution of the per-
chloride of iron, which may be added to the
water injected in the proportion of one part to
four parts of water. This injection acts as a
direct styptie to the bleeding vessels, and as a
stimulant to excite uterine contraction.

In cases of severe hemorrhage the windows

N 7
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should be thrown open, and air freely admitted
to the patient. Her head should be lowered to
the level of the body, and a warm jar may be put
to the feet, if cold.

Opium was formerly recommended in all forms
of hemorrhage connected with parturition. How-
ever, we do not use opium in the treatment
of hemorrhage during or after labour, except in
cases of great exhaustion from flooding, when full
doses of opium offer the only means of arousing
the flagging vital powers, and afford time for the
employment of other measures: or, in doses of
from twenty to thirty drops of the tincture, in the
treatment of persistent draining from the uterus
after labour.

When all other measures fail to arrest violent
post-partum hemorrhage, which, if unchecked,
must soon end fatally, transfusion must be re-
sorted to.

The operation of transfusion, first successfully
performed by Dr. Blundell in 1825, has recently
been much improved and simplified by Dr. Robert
McDonnell of Dublin, whose operation consists in
the injection of a few ounces of defibrinated
human blood into the venous system of the
patient.

The blood to be transfused should be drawn
from a large opening into a clean bowl. It must
be briskly stirred with a clean glass rod, and when
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the fibrine begins to cling to the end of the rod,
the blood must be strained through muslin into a
second bowl which is immersed in a vessel of hot
water, temperature 105°.

The defibrinated blood is now to be sucked up
into a small glass bulb to which a tube and
nozzle are adjusted, and a small spring forceps
- put on the tube to prevent the escape of the
blood. A vein being opened in the patient’s arm,
the probe point of the silver nozzle is intro-
duced into the vein, all air being first carefully
expelled from the tube by removing the clip and
allowing the blood to descend, and the blood
allowed to flow in either by its own weight, or by
atmospheric pressure. The operator, by placing
his thumb on the upper orifice of the glass bulb,
can at once control the flow of blood into the vein
if he observe any bubble of air passing through
the piece of glass tube, which he must watch con-
stantly for this purpose. The great points to be
attended are the perfect defibrinisation of the
injected blood, and the avoidance of any air
entering with it. If the patient’s face or eyelids
are observed to quiver during the operation, or
if her respiration becomes embarrassed, it must
~ be at once suspended, or death may result from
embolism.
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CHAPTER XV.

ANOMALOUS LABOUR.—SECOND ORDER.—
CONVULSIONS.

Tais is one of the most dangerous, although for-
tunately not a very common complication of par-
turition. Convulsions may occur, either before
labour commences ; during its progress; or after
it has been perfectly completed. The attack is
sometimes preceded by premonitory symptoms,
indicating congestion within the cranium, as head-
ache, vertigo, stupor, flushed face, numbness of
hand, arm, &c.; at other times there is nothing
whatsoever to give notice of its approach.* They
occeur equally in first and in subsequent labours,
and are, according to my observations, particularly
dangerous and fatal in the latter.} '

¥ T recollect once seeing a fatal caze of convulsiong, in which
the woman was seen three hours before the attack, and com-
plained merely of pain in the epigastrium, without any head
symptom whatsoever.

t Perhaps some explanation of this may be found in the
supposition, that in first cases convulsions depend chiefly upon
sympathy of the nervous system with the wnusual actions going
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The symptoms of convulsions resemble very
closely those of epilepsy; the face is shockingly
contorted, either quite pale and leucophlegmatic,
or livid and bloated; the muscles are violently
convulsed, and sometimes become so rigid, that I
have seen a woman placed upon her side during a
paroxysm remain in that position without support ;
the tongue is protruded and often bitten in the
spasmodic motions of the jaw, so that the saliva,
which is blown in froth from the lips, becomes
tinged with blood ; there is sometimes a rattling
in the throat, and generally a sharp hissing noise,
produced by the rushing of the air, in breathing,
through the frothy saliva. The patient 1s quite
insensible, and when (after an indefinite period)
the convulsion ceases, a deep sleep or rather coma
succeeds, often with stertorous breathing, and
continues for some time, when, if the paroxysm
does not recur, she slowly recovers recollection,
and complains of headache, and soreness in her
limbs. The countenance is heavy and stupid, and
the voice hoarse and altered. The pulse differs in
different cases, being sometimes quick and strong,
at others weak : before the fit it is often remarkably
slow. As the disease increases, the return to
sensibility between the fits becomes less marked,
until at last there is no interval of consciousness.

on in the birth passages, while in subsequent labours they may
more commonly have their cause in some organic disease,

0
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Convulsion cases occur very much in groups at
certain times, and Dr. Ramsbotham has observed
that they are particularly frequent in hot sultry
weather, before thunder-storms.

The pathology of this affection is not well
understood : morbid anatomy has not hitherto
thrown any certain light upon it. In some in-
stances it appears to be a mervous affection, de-
pending upon the dilatation of the birth passages,
and combined with a state of plethora and un-
healthy condition of the intestinal canal. In other
cases, it is probably connected with organic dis-
ease of the brain.

From the state of the pathology, we may infer
that the treatment is not well defined. That whieh,
upon the whole, appears to have had the best suc-
cess, is the depleting plan; but it certainly is not
universally applicable. When the woman is ple-
thoric and strong, with a quick and bounding, or
a full, slow pulse, bleeding is unquestionably indi-
cated, and from %xv. to Zxxv. of blood should be
drawn from the arm in a full stream: if this appears
to be of service, and the blood is inflammatory, it
may be repeated as long as it is evidently required ;
or the temporal artery may be opened. At the
gsame time the head should be shaved, and a cold
evaporating lotion or an ice cap applied to it.
When the patient is not plethoric, but weak and
rather hysterical, with a feeble, rapid pulse, the
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depleting system cannot be proceeded upon with
so much confidence. KEven then, probably, it will
be well to try the effect of a small bleeding, and
the appearance of the blood will be a good guide
as to whether we should proceed. In a doubtful
case, I should certainly be disposed to lean to the
side of depletion. I have never seen a case of
convulsions recover unless the bowels have been
got to act, and then the secretions have been always
depraved ; therefore I think the use of purgative
measures never should be omitted. A bolus of
calomel and jalap* may be laid upon the tongue,
and followed by a purgative mixture,} if we can
get the patient to swallow. At the same time a
purgative enema, containing an ounce of spirits
of turpentine, may be thrown up. During the
paroxysm Dr. Denman strongly recommends
dashing the face with cold water, and it certainly
often appears to shorten the fit. A solution of
tartar emetic has lately been recommended, in
nauseating doses, and I have sometimes thought
that it produced good effects. Yetmore recently
chloroform has been employed, successfully, in
combination with bleeding, apart from which,
however, it is not to be relied upon; nor is its
employment safe.

* B Calomelanos, gr. v.; Pulv. Jalap®, gr. x.; Conservae
Rosarum, q. s. ut fiat bolus.
t I Inf. Sennz, 3vj.; Sulph. Magnesize, Tincturze Jalape, da
5v). M. Sumatur, 3). 29 quique hora ad effectum.
02
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The foregoing plans apply to all varieties of
puerperal convulsions ; but when they oceur before
or during labour, a question arises as to whether
or not the woman should be delivered. The so-
lution of this question depends very much upon
circumstances : if the woman be actually in labour,
and sufficient advance made to admit of the appli-
cation of the forceps, it will be generally advisable
to deliver her; but I think no operation, neither
turning nor perforation, ought to be attempted
while the os uteri is rigid, and a risk exists of injur-
ing it and thereby increasing irritation. Where all
other means fail, and the case is evidently going to
the bad, it may be better to perforate than to allow
the patient to die undelivered ; but I should feel
the less encouraged to adopt this practice from the
facts, that convulsions may get well, and the labour
not come on for several hours, and even days, after ;
and again, that they may proceed to a fatal termi-
nation, even though delivery has taken place.*

By some persons it has been supposed that con-
vulsions always depend upon mere irritability of
the nervous system; and, in pursuance of their
theory, they have universally treated the disease
with opiates. As a general theory or practice, this

* T lately ruptured the membranes in a case of eonvulsions
at the sixth month of pregmancy, after all other means had
failed. Labour was completed in four hours after, but the
woman did not recover,
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is decidedly wrong; but I have already hinted at
a similar opinion with respect to bloodletting, and
it appears to me that, although a great number of
cases absolutely require the latter treatment, still
that some would succeed better under the former.
The two plans, also, may be used conjointly with
great benefit. Opium is indicated when the patient
is weak and debilitated, with a quick unsteady
pulse, and is naturally of an irritable temperament,
and when, if blood has been drawn, it is evidently
not inflammatory. After bleeding has been pre-
mised properly and beneficially, and the disease
begins to yield, an opiate will tranquillise the
system, and produce great benefit. The medicine
may be used in any convenient form. When the
patient can be got to swallow it, I should prefer
the Dover’s powder, as likely to favour a useful
determination to the skin. The black drop answers
very well, as, from its small bulk, it can be laid
upon the tongue. The tincture of opium may be
conveniently given as an enema, should that mode
of administration be thought advisable. Should
the violence of the disease abate, which may be
known by an increase taking place in the length
of the interval, and a decrease in that of the fit,
we may of course diminish the energy of our treat-
ment ; still, however, continuing to act moderately
upon the same principle as at first, and adding, if
necessary, the application of blisters to the back
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of the neck or head. During recovery, the use of
the catheter will usually be required.

Convalescence is generally slow, and it is often
a long time before the functions of the brain return
to their healthy state, the disease sometimes even
passing into mania. Very frequently the woman
is quite insensible of all that has occurred during
her illness, and I have known the failure of me-
mory to be extended to a period of some days
before the attack, when there appeared to be no
morbid condition in existence.

*.* It is difficult to strike any average with re-
spect to the relative frequency of convulsions. In
the Wellesley Institution, during 1832, there was
not a single case; while, in 1833, there were
three—one before, one during, and one after
delivery: the two latter recovered, the first was
fatal.

Sudden death after delivery may be here briefly
alluded to. It happens occasionally in the most
unaccountable manner. A woman, for example,
will go through her labour up to its perfect com-
pletion without any remarkable occurrence, and
shortly afterwards, upon moving abruptly, raising
her head to take a drink, or during the disturb-
ance necessary to admit of her evacuating her
bowels, she will be seized with sudden faintness,
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and immediately expire. More rarely the same
event occurs some days after parturition.

The pathology of this occurrence is little known :
it appears to be in some way connected with a
sudden removal of pressure from the contents of
the abdomen, and is often called ¢a shock upon
the nervous system;’ a form of words which, I
apprehend, is to be considered merely as conveying
the negative information, that we cannot discover
any organic lesion to which it may fairly be attri-
buted. I oncesaw a woman die of apoplexy within
twelve hours after a natural and good labour; she
fell asleep a few minutes after delivery, and never
awoke. On examination, several ounces of coagu-
lated blood were found in the ventricles, and a
large quantity of serum at the base of the brain.

Treatment in the former cases is almost unne-
cessary to be spoken of, as we seldom have time to
employ any; if we meet an instance of dangerous
syncope, we must exhibit stimulants, ammonia,
ether, and, above all, burnt brandy, or mulled
wine. Should the patient rally a little, light
strengthening nourishment should be given in -
small quantities, and all motion or active purga-
tion avoided for several days.

The knowledge that such accidents now and
then happen, should make us doubly attentive
about several particulars in the treatment of lying-
in women : for instance, with respect to the proper
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CHAPTER XYVI.

ANOMALOUS LABOUR.—THIRD ORDER.—/™
PLURALITY OF CHILDREN.

THE PROPORTION in which this variety of labour oc-
curs, appears to vary very much in different places.
For instance, in the Hospice de la Maternité of
Paris, twins are stated by Madame Boivin to
average about 1 in 132, and triplets 2 in 20,357 ;
while, in the Dublin Lying-in Hospital, twins
were found to occur as about 1 to 60, and triplets
and quadruplets 1 to 4,300.*

Nothing can be certainly known as to the ex-
istence of a second or third child in the uterus,
until the first is born, excepting in some few in-
stances, where different parts of two children have
been recognised, at the same time, in the vagina.
It follows from this that the labour of the first
should be conducted, in all respects, as it would
under ordinary circumstances, interfering or not
interfering, just as may be necessary, in accord-

* In the Wellesley Institution the proportion of twins has

. been about one in sixty-four,
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ance with the rules for managing the various
kinds of single labour, already laid down. When
the first child is born, we at once know that there
is another, when, in placing our left hand upon
the abdomen, as has been already directed, we
find that the uterus has very little diminished in
size. An examination will then enable us to feel
the membranes of the second child, and its pre-
sentation. Very commonly the uterus resumes
its efforts in a few minutes, and, in consequence
of the passages being well dilated, the second
labour will go on very speedily, if there be nothing
in the presentation to prevent it. Occasionally,
however, there may be a delay of hours or even
days between the two births, unless the latter be
artificially hastened. It is not easy to lay down
a rule as to when we should interfere, but there
is no mnecessity for much haste unless some un-
toward circumstances arise.

After the first birth has been concluded, we may
put on a binder, with moderate tightness, and
when we have waited as long as (according to our
judgment) is sufficient to allow the womb to re-
cover from its fatigue,* it will be advisable to
rupture the second membranes. After this step,
should pains not return, a dose of ergof may be
given, and we should not resort to the introduc-

.~ % This period must vary, according to the circumstances of
the first labour, strength, and spirit of the patient, &e.
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tion of the hand in a natural case, until we ascer-
tain that these means are ineffectual. Should
the second child present transversely, it is better
to introduce the hand, and turn at once; and the
same advice holds good in case of any circum-
stance arising that might endanger the mother—
as convulsions, hemorrhage, syncope, &e. Occa-
sionally, the second child requires to be delivered
with the foreeps, in consequence of those symptoms
presenting themselves, which, in an ordinary case,
would lead us to the use of that instrument.
When the first labour has been tedious and bad,
or has required assistance, it will generally be
prudent to expedite the second. In short, the
rules to guide us in giving assistance in twin
cases differ very little from those that ordinarily
apply in single labour.

No attempt should ever be made to bring
away the placenta, until both children have been
delivered : as there is often but one for the two
feetuses, and even if there were two perfectly
separate, removing the first, while a child re-
mained in utero, would be leaving a bleeding
surface with an uncontracted womb. The man-
agement of the after-births, subsequently, is to
be conducted on the same principles as in single
labour. When we have occasion to remove them,
both should be taken away together, for the reason
just now stated.
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CHAPTER XVIL

ANOMALOUS LABOUR.—FOURTH ORDER.—
PRESENTATION OF THE FUNIS.

Tais AccipENT should rather be called prolapsus
of the funis, as it merely slips down past the pre-
sentation, whatever that may be. The peculiar
difficulties of the case refer entirely to the child,
whose life is placed in extreme peril, from the
probability of such pressure being exerted upon
the cord as will stop circulation through it long
before respiration can commence. There is no
danger to the mother, and conzequently no ground
for interference, if, from the want of pulsation in
the funis, we ascertain that the child is already
dead, when we discover the mnature of the case.
Should it be otherwise, we must endeavour to
obviate the injurious effects of pressure, which,
however, 1s not easy to be accomplished.

The most feasible plan is to endeavour to pass
up the cord above the presentation, and keep it
there during the pain, until the latter fills the
pelvis, and prevents it from again prolapsing.



206 DUBLIN PRACTICE OF MIDWIFERY.

Some have recommended to hook it upon a limb
of the child, if possible: others to enclose it in a
bag, or pass a sponge after it, to keepitup. Any
of these means, that are likely to do no harm to
the mother, should be tried ; but I cannot say the
same with respect to some instruments that have
been contrived for returning the funis. The chance
of our saving the child by their use is doubt-
ful in the extreme; and, uponso slight a chance,
no prudent man will run the risk of injuring the
uterus, which must be more or less hazarded by
the employment of those machines. Some gentle-
men have spoken of delivering by turning or the
forceps in funis presentations, but, I should hope,
not seriously intending their suggestions to be
adopted. It must be obvious to the most inex-
perienced, that the danger of pressure, in either
of these operations, would be much greater than
if the simple action of the uterus were trusted to.

*.* The proportion of funis presentations oc-
curring in the Wellesley Institution, during the
years 1832 and 1833, was 2 in 8309.
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CHAPTER XVIII.

ANOMALOUS LABOUR.—FIFTH ORDER.—RUPTURE
OF UTERUS OR VAGINA.

Ta1s is probably the most fatal complication of
labour that can occur. It happens generally to
individuals who have had a number of children,
and in whom, consequently, the walls of the womb
have been thinned and weakened by repeated
distension. It is likely to occur when the pelvis
is deformed, and, especially, when there is any
sharp bony projection (e.g. a deformed sacral
promontoryj, by pressure against which the uterus
may be injured. The organ may also rupture
itself upon the projecting limbs of the child, in a
preternatural presentation, or it may be torn by
the hand of the operator in turning.

The usual time for this accident to occur is in
the course of a tedious labour, but it has happened
when there was no unusual difficulty, and even,
in some instances, long before the termination of
pregnancy, so that it is very probable that, in
most cases of rupture, there exists some previous
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disease of the uterus which renders it particularly
liable to laceration.

The improper and violent use of the forceps has,
I believe, much oftener than is supposed, produced
laceration of the vagina.
" When the accident happens during childbirth,
the symptoms are generally very remarkable. A
severe labour pain will, probably, suddenly cease,
and the patient, at the same time, will be sensilileof
something giving way internally. The presenta-
tion, unless it be firmly locked in the pelvis, will
then immediately be found te recede, often out of
reach of the finger; at the same time the limbs may,
perhaps, be felt through the parietes of the abdo-
men, and there will be some hemorrhage from the
vagina. Greatlanguor and prostration of strength
soon follow, indicated by quick, weak, unsteady
pulse,laboured respiration, and cold sweats. At the
moment of the accident, the stomach will some-
times reject its contents, and shortly afterwards
there will be vomiting of the brownish matter, so
well known from its resemblance to coffee grounds:
the pains entirely cease from the time of the rup-
ture. The situation of the rupture is usually either
transversely at the place where the cervix impinges
upon the promontory of the sacrum, or where the
cervix and vagina join, in which case both vagina
and uterus are often involved in the rent; it may
also happen at any part of the fundus.
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The treatment generally adopted in these cases
is to deliver the woman as soon as possible. If
‘the head presents, and has not receded, this may
be done with the forceps or perforator, whichever,
from circumstances, may be considered most ad-
visable. Should the child have partially escaped,
through the rent, into the abdomen, the hand must
be introduced, turning performed, and delivery
accomplished by the feet. When the child has
passed entirely out of the uterus, some practitioners
recommend that delivery should not be attempted,
but the further disposal of the feetus entrusted
to nature, there being a remote probability of its
being discharged, by an ulcerative process, through
the abdominal walls. The choice left to us is a
melancholy one, and I am not aware that much
can be said in favour of either ome plan or the
other,

The subsequent treatment must be entirely
guided by circumstances, and by the general
medical and surgical knowledge of the practitioner.
What is to be dreaded, is, first, the sinking and
death of the patient, in a few hours, from the
violence of the shock; and subsequently, if she
rallies from this, peritoneal inflammation. Until
some degree of reaction sets in, we shall probably
find it necessary to give stimulants ; afterwards, we
must treat the case according to the symptoms.
The peritonitis is generally of a low kind,

P
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accompanied with typhoid symptoms, and will
- seldom bear the free use of the lancet. Leeches to
the abdomen, and opium in large doses, or calo-
mel and opium, have, perhaps, more reasonable
indications in their favour than any other plans.
I should feel particularly disposed to avoid the
use of any purgatives, excepting mild enemata.
The chances of the patient escaping are, of
course, very slight ; but still instances of recovery
have occurred, and we should not altogether
despair as long as there is a spark of hope.

Laceration of an over-distended bladder is said
to have happened during labour, in consequence
of the attendant neglecting to relieve retention of
urine ; more usually, the injury done to the bladder
merely excites inflammation, which too often
terminates in sloughing and the production of a
fistula. The first accident must be a very hope-
less one, the patient having scarcely a chance of
escaping the low peritonitis that must be expected

to ensue. ;

 Ruptures of large blood-vessels in the abdomen,
and lacerations of viscera, as the liver, &e., have
been recorded. The symptoms will be obscure,
and the nature of the case doubtful until after the
death of the patient, and it is obvious that there
will never be opportunity or encouragement for
any medical treatment.
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CHAPTER XIX.

MANAGEMENT OF PUERPERAL WOMEN.

In OorRDER to comprehend this subject, we must
have clear ideas with respect to the state in which a
woman is situated after labour. In the first place,
her muscular power has been exerted in a violent
and unusual manner probably for several hours, and
as a natural conszquence considerable fatigue pro-
duced ; secondly, her circulation has been a good
deal excited, and a remarkable change has taken
place in the relations of the abdominal viscera to
each other and to their containing walls; and,
thirdly, the patient has been suffering more or
less mental anxiety and distress.

All these circumstances manifestly require rest,
both moral and physical ; and accordingly we must
enjoin perfect quietude, and allow the woman to
sleep, if she be inclined to do so. The erect pos-
ture, and every thing stimulating, either in the way
of drink or food, must be positively forbidden,
as, from the state of the circulation and of the

P 2
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abdomen, as well as of the nervous system, there is
a peculiar liability to inflammatory or irritative
action. Should the woman’s stomach be empty, it
will be well to give her some cold gruel or whey,
with a little dry toast: this will employ her diges-
tive organs, and prevent the very great annoyance
which is sometimes experienced from flatulency.
The binder will probably require a little tightening
after the placenta has been expelled ; the doubled
sheet may then be drawn quietly from under the
woman'’s hips, so as to make her more comfortable,
and a dry folded napkin applied to the vulva.
These precautions having been attended to, we
may take our leave, giving strict directions that
she shall not be moved at all for two or three
hours, but that if she feel well at the end of that
period, the left side of the bed may be arranged
comfortably, and she may be shifted quietly upon
it, so as to admit of the wet sheets, &c. being
removed from the place where she was at first lying.

Within twelve hours we should always visit our
patient, and we have then to ascertain the state of
her tongue and pulse ; * whether there be any pain
or tenderness in the abdomen ; whether she has

* The pulse should have fallen by this time from the ele-
vation caused by the labour to nearly its natural standard. I
have, however, found it to remain quick, in irritable women, for
some days, without any bad results. These cases should be
closely watched.



MANAGEMENT OF PUERPERAL WOMEN. 213

had sleep, and passed urine ; and whether the after
pains have been severe, or the discharge copious.
Should matters be going on well, we have nothing
to do until twenty-four or thirty hours after de-
livery ; when, if the bowels have not been opened,
a mild aperient of castor oil or rhubarb should be
given, or an enema administered.* A light, non-
stimulant, but sufficiently nutritions, diet should
be prescribed ; consisting, at first, of gruel, and
tea or cocoa, with biscuits or toast. On the third
or fourth day, if nothing forbids, a little chicken
may be allowed, and half a glass of white wine
diluted withwater; after which, a gradual, cautious
return may be made to the ordinary diet.

The patient should not be allowed to rise from
her bed sooner than the third or fourth day, and
then only for a short time while it is being made.
This restriction serves both to keep the circulation
tranquil and to prevent prolapsus of the uterus,
which is likely to happen, unless the parts are al-
lowed time to regain their tone after the relaxation
which they have suffered during parturition. In

¥ When women have piles, castor oil often produces much
irritation, and a preferable substitute will be a couple of
drachms of senna electuary, or some of the infusion of senna
with carbonate of magnesia, already mentioned. In ordinary
cases, I would set my face entirely against the drastic pur-
gatives sometimes employed. Nothing could be better devised
for exciting intestinal irritation and fever than this unhappy
Ppractice.
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the third week in summer, and probably the fourth
in winter, a drive or walk in the open air may be
permitted. All these limitations of time must of
course be understood cum grano salis, and acted
upon with reference to general principles. For
instance, I have known it to be advisable to give
solid food from the very first to patients with whose
stomachs slops peculiarly disagreed. But of these
matters, every practitioner must judge for himself ;
and in an acquaintance with such peculiarities and
exceptions, derived from observation, consists that
practical experience which teaches, but cannot be
taught.

There are two secretions which play important
parts in the woman’s constitution after delivery—
these are the lochia and the milk. The lockia
consists at first merely of the blood which is
squeezed out of the enlarged vessels by the con-
traction of the uterus. It continues sanguineous
for some days, then changes to a greenish serum,
finally becomes paler,and decreases gradually, until
in three or four weeks (more or less, in different
women) it altogether ceases. Like every other
secretion, it is suppressed or diminished by any
accession of fever or inflammation, and thus
becomes a valuable diagnostic symptom of either
of these states.

The existence of the lochia requires strict atten-
tion to cleanliness on the part of a puerperal woman
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and her attendants, as, if the discharge be allowed
to accumulate, it soon becomes putrid and irri-
tating. The vulva should be sponged every day
with lukewarm water.

Milk commences to be secreted during the last
days of gestation, and often much earlier. During
the act of parturition, and for a few hours after-
wards, a degree of fever exists, which often suspends
the secretion for the time ; but the popular notion,
that it does not come until the third day, is quite
unfounded, and leads to injurious practical results.
After the woman has rested and slept a little (say
in ten or twelve hours), the child may be applied
to her breasts, generally with much advantage to
herself and it. The constant removal of the milk as
fast as it is secreted effectually prevents accumu-
lation in the gland, and the distention and fever
consequent upon it, which otherwise would happen
about the third day, and the occurrence of which
has given rise to the popular prejudice alluded to.
If it be manifest, however, that there is no secretion
in the breast, it is not advisable to keep the child
applied, as its determined efforts to extract some-
thing may have the effect of excoriating thenipples,
and creating much after-suffering.

The milk, like the lochia, is suppressed by fever
or inflammation ; and thus, by its quantity, it often
affords useful indications, When a woman does not
intend to nurse, her diet should consist less of
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fluids than under other circumstances; aperients
should also. be exhibited more freely; and if the
breasts become hard and painfu], they must be
rubbed diligently with a little sweet oil, or per-
haps it may be necessary to have the milk drawn
from them by a breast pump.

After-pains.—These are rare after first labours,
but they very commonly occur after subsequent
ones: they are occasioned generally by the efforts of
the uterus to expel coagula of blood, which from
time to time collect in its cavity. They also seem
to depend sometimes upon constipation. In some
instances they continue from the time of delivery
for several hours; in others, they do not commenee
until twelve, twenty-four, or thirty hours have
elapsed.

We may distinguish these pains from peritoneal
inflammation by their remissions, by the abdomen
being free from remarkable tenderness, by the
secretions of milk and lochia being undisturbed,
and by the pulse being quiet and indicating no
fever.

After-pains do not require much treatment; a
little friction over the uterus, and a mild aperient,
will often relieve them. When they are severe and
prevent the woman from sleeping, it may be neces-
sary to give an anodyne;* but, as the contractions

* Extracti Opii aquosi, gr. jss. in pilula; wvel Tincturze Opii,
etts, xxx. in haustn. '
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are a natural occurrence, and intended to remove
coagula, which, if retained, might be injurious, it
1s as well, if we can so manage, to avoid a stoppage
of the uterine action by narcotics.

Several accidents may happen during labour,
which, after its completion, require to be under-
stood and attended to by the accoucheur, although
the treatment of many of them falls strictly within
the province of surgery. Of these, we shall take
a brief notice.

Lacerations of the perineum have been already
alluded to: they may occur merely as rents of the
posterior commissure of the vulva, or they may
extend into the rectum; or, lastly, the head of
the child may be driven through the perineum,
leaving the posterior commissure entire, and con-
stituting what has been termed the circular per-
foration. In the first case, little treatment is re-
quired ; cleanliness should be strictly attended to,
but there is no necessity for any dressing, as the
sides of the wound are kept in apposition by the
mere approximation of the thighs. When the
injury is more severe, it becomes a case for surgical
treatment, and therefore is beyond our present
limits.

Inflommation of the vagina sometimes follows
a tedious labour, or even a natural one, when the
woman sits up too soon or too long at a time after
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delivery. The symptoms are heat and soreness of
the part, with a sense of bearing d:.wn, and occa-
sionally painful and frequent micturition. It may
end in suppuration, and even adhesion of the
vagina; or if the parts have, in the first instance,
suffered much,there may result sloughing,and per-
haps a fistulous communication with the bladder
or rectum.

The inflammation must be treated in the com-
mencement upon ordinary principles. The woman
must be kept at rest, in the horizontal posture ;
fomentations should be applied, and the other
means suitable to the case in a surgical point of
view diligently employed. Our attentions should
be redoubled if we see any reason to dread slough-
ing, which we may be led to expect when the
woman is of a broken-down, bad constitution. In
such a case, we should be particularly careful to
draw off the urine, which should never be allowed
to accumulate in the bladder.

Ecchymosis of the lubia.—This sometimes oc-
curs during a violent labour, in consequence of a
bursting of some vessel, and consequent pouring
out of blood into the loose cellular texture of which
these parts are composed. A labium will some-
times become suddenly almost as large as the
child’s head, and may even impede delivery. In
suchacase it is recommended, immediatel yafterthe
occurrence, to puncture the part, and allow the
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blood to escape while it is yet fluid. Thisshould
never be done, however, after coagulation has taken
place, as admission of the air then would cause the
blood to become putrid, and excite a mischievous
and unhealthy suppuration. If we leave the part
untouched, absorption will in time be effected, and
no injurious consequence remain,

Retention of urine sometimes supervenes upon
a perfectly natural labour in an irritable woman.
In such cases, the urine must be drawn off twice
a day with a catheter, until the bladder regains
its tone, which it probably will in seven or eight
days. Should retention continue after the
dangers of the puerperal state have been passed,
it may be necessary to give tonics (especially pre-
parations of iron), and to apply a blister to the
sacrum. These means are usually sufficient.

Incontinence of urine is also an occasional con-
sequence of labour; but if there be no organic
injury, it is not likely to be troublesome. The same
medical treatment will apply to it as to retention.

Piles are sometimes productive of very great
pain and inconvenience to puerperal women, the
pressure upon them during labour causing in-
flammation and great tumefaction. Warm fomen-
tations will often give sufficient relief, but occa-
sionally it is necessary to apply leeches. Eight or
ten may be put on, and when they fall off, may be
succeeded by a warm poultice of chamomile



/
220 © DUBLIN PRACTICE OF MIDWIFERY.

flowers, which will encourage the bleeding, and
give much relief. I have already alluded to the
kind of aperients best suited for piles, and men-
tioned that castor oil, contrary to what is com-
monly supposed, is very likely to 1irritate the
extremity of the rectum.*

Obstacles to nursing.—One of the most formi-
dable of these arises from a deficiency of nipple.
Owing to the tight dresses worn by women, this
part is sometimes so firmly compressed into the
substance of the breast, as to offer nothing for the
child’s lips to lay hold of. In such a case it must
be drawn out by the breast pump, or by the lips
of a strong child, and the infant instantly applied.

Sore nipples—The nipples of some women are
peculiarly tender, and liable to excoriation. When
we know that this is the case before labour, we
should harden them by exposure to the.air for
some time every morning, and by the use of a lo-
tion of spirits and water. The only effectual means
of relief, when excoriations do oceur, is the use
of the nipple shield, whereby the exciting cause
(pressure of the child’s mouth) is removed.t In

* When the inflammation has subsided, I have seen much
benefit derived from the following liniment, recommended by
Mr. Colles: a drachm of laudanum may be added to it with
advantage. B Olei Olivarum, 3ij.; Liquoris Subacet. Plumbi,
5). M. TFiat linimentum.

+ The best form of this useful instrument is that made of
gum elastic.
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to apply to a certain range of very fatal morbid
conditions which occasionally follow parturition.
Diseases properly termed Puerperal Fevers,
and coming strictly within the meaning which we
wish to apply to these words, may occur either
sporadically, or as very destructive and general epi-
demiecs; and under these different forms they have
been repeatedly described with variously modified
symptoms, and as often treated by excellent prac-
titioners upon diametrically opposite principles. So
various, indeed, have been the accounts of writers,
that no symptoms can be fixed upon as having been
commonly described by all, excepting fever, quick
pulse, and tenderness (often very indistinct) in the
abdomen. Amid these bewildering circumstances
we must seek our guide, both for theory and prac-
tice,in an attentive consideration of the pathology
of the disease, upon which subject the profession
is much indebted to the researches of Dr. S.
Cusack and Dr. Lee. By both these gentlemen,
the affection is considered as an inflammation oc-
curring within the abdomen ; and by the latter, it
is supposed, that the various forms which it as-
sumes, °whether inflammatory, congestive, or
typhoid, in a great measure depend on whether
the serous, muscular, or venous tissue of the
organ has become affected.” This proposition is
probably, to a certain extent, correct; but as Dr.
Lee’s divisions are rather suited to the dissecting
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room than the sick chamber, we shall take Dr.
Cusack’s more practical classification into three
species :—1. the Inflammatory ; 2. the Typhoid;
and 3. the Mixed.

1. The first or inflammatory species differs but
little from ordinary peritonitis. It occurs in
patients of good constitution, and, when epidemic,
prevails simultaneously with diseases of a decidedly
sthenic character. Its causes are exposure to cold,
irregularities in diet, and perhaps contagion.

The symptoms are, first, a rigor, seizing the
patient usually about the second, third, or fourth
day after labour; if the abdomen be carefully
examined, some tenderness will immediately be
found over the uterus, which quickly increases to
severe pain, and extends over the whole abdomen.
The pain may be aggravated in paroxysms, but is
never absent, and the tenderness becomes in a
short time so exquisite, that the patient cannot bear
even the weight of the bed-clothes. She lies upon
her back with her knees drawn up, so as to relax,
as much as possible, the abdominal walls ; and, in
order to avoid the pressure of the diaphragm, en-
deavours to respire by means of the intercostal
muscles, thus giving to the breathing a very la-
boured character. The rigors are succeeded by
nausea, heat of skin, thirst, and often intense pain
in the forehead. The countenance is expressive
of great suffering. The pulse is quick, sometimes
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full and throbbing, at others hard and wiry, but
always incompressible. The tongue is generally
white and creamy, but varies in its appearance.
The bowels are usually constipated, the urine
scanty, and the milk and lochia suppressed. If
the disease be allowed to run on, the belly be-
comes tympanitic, diarrheea and vomiting of dark
matter ensue, the pulse becomes feeble, the
breathing hurried, sometimes with severe pain in
the chest, and death occurs about the fourth day,
often much sooner.

The disease is liable to be confounded with
severe after-pains, intestinal irritation,and hysterie
tenderness of the uterus and abdomen. From the
first, it is to be distinguished by its want of remis-
sions, by the tenderness on pressure, and by the
severity of the fever. Intestinal irritation is to
be known chiefly by the previous marks of de-
rangement of the chylopoietic viscera, and by the
absence of extreme tenderness on pressure. In
hysteric tenderness, it is often very difficult to
discriminate, the patient appearing to suffer
exquisite torture, and screaming even before our
hand reaches the surface of her body. In these
cases, however, if we are able. to divert away the
woman’s attention, and, still keeping our hand
upon the abdomen, to gradually increase the
pressure, we shall find that she can easily bear
what she at first shrank from with terror.

Q
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The morbid appearances in this species are
precisely similar to those observable in peritonitis.
The peritoneum, especially near the uterus, is
thickened, vascular, and coated with lymph; the
viscera are frequently agglutinated together, and
there is an effusion into the cavity (often in
immense quantity) of whey-coloured or sero-
purulent fluid, mixed with flakes or masses of
lymph. The omentum is sometimes inflamed,
-and there is a large quantity of air both in the
intestines and abdominal cavity. In the thoracic
cavity there may be serous effusion into the
bronchial cellular tissue and pleura, or a coating
of lymph upon the latter.

2. The typhoid form of the disease occurs in
patients of broken-down constitutions and de-
pressed minds, living in unhealthy situations, and
who probably have suffered from hemorrhage or
manual interference with the interior of the uterus.
When epidemic, it appears to prevail in connection
with diseases of an asthenic character, as typhus
fever, erysipelas, and diffuse inflammation; and,
like these, it often occasions sad ravagesin hospitals.

The symptoms are by no means so prominent
as in the first species: there is often little or no
pain, and scarcely any tenderness, except at the
commencement, and then perhaps only when we
press firmly upon the uterus. The disease usually
commences with a rigor, but even this is some-
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times indistinet. The pulse is quick and feeble,
and differs from its character in the first species
by being remarkably compressible. There is ex-
treme weakness and exhaustion, with want of rest ;
of all which the countenance is particularly expres-
sive. Indeed, so remarkableis the anxietyapparent
in the patient’s face from the very outset, that
one can often recognise the disease from the ap-
pearance of it alone. The skin is also sallow and
dirty-looking, and seldom hot; towards the close
there may be petechiz. The respiration is hurried
—the lochia and milk suppressed, or the former
diminished and feetid. In the latter stages there
is often a feculent diarrheea. The tongue is some-
times natural, and remarkably clean, or it may be
of a bluish creamy whiteness, or even blackish.
The patient quickly becomes weaker and
weaker, and the disease may proceed to a fatal
'termination in a few hours, or it may hang on for
twelve or fourteen days. In some instances I
have had a firm conviction that this form of fever
had made its commencement several days before
parturition, and that in many cases where it was
supposed to be the consequence, it was, in fact,
the cause of difficult labour.
The morbid appearances in this species differ
considerably from those observed in the first, but
still they are obviously the result of a kind of

inflammation. The effusion into the peritoneal
Q2
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cavity is by no means so great as in the former
affection, nor are there any adhesions or extra-
vasations of Jlymph. The fluid effused is some-
times a brownish, dirty-looking serum ; at others,
of an oily, semi-purulent character. In the sub-
serous and pelvic cellular tissue, and between the
broad ligaments, a reddish serum or a gelatinous
fluid is deposited in considerable quantity. The
same deposits often existin the uterine substance,
which may be softened and altered in texture, so
as to present a gangrenous appearance, and may
contain depositions of pus. The internal coat of
the womb is also sometimes softened in patches,
and of a dark or ash-grey colour. Similar changes
may occasionally be observed in the coats of the
intestines. The ovaries are frequently enlarged
and changed into cysts of pus, and may undergo
a process of softening to such a degree as not to
admit of being handled without being destroyed.
The absorbents and veins of the uterus, in some
cases, are found filled wth pus; and abscesses and
disorganisation may occur simultaneously in dis-
tant organs, as the lungs, spleen, liver, joints, eyes,
brain, &ec.; the disease in these melancholy ex-
amples strikingly resembling that form of diffuse
inflammation which follows dissection wounds, or
operations performed upon unhealthy subjects
during the prevalence of erysipelas. Dr. Lee has
divided the morbid appearances just described
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into three sections, considering that the disease
may distinctly affect the appendages of the uterus,
its muscular tissue, or its veins and absorbents.
He has not, however, been able to point out any
means of diagnosis between these, nor any differ-
ence in the effects of remedies, or in the ordinary
fatal results. His division, in fact, is founded
upon morbid anatomy, not upon pathology, and
therefore is not of use in practice.

3. There is decidedly a mixed species of the
disease; what, in fact, we might expect to meet with
in an individual of strong constitution, at a time
when the ‘constitutio anni’ was of an asthenic type.

The symptoms are a mixture of those of the
other two: considerable pain and tenderness often
existing, with a pulse not possessing the wiry
hardness or incompressibility of the inflammatory
species ; much debility and little relief following
the employment of the lancet; and the blood
neither presenting the highly inflammatory ap-
pearance of the first form, nor the broken-down,
scarcely coagulating quality of the second.

The morbid appearances generally indicate in-
flammation of the peritoneum, but wanting the
very adhesive character of the first species, and
often presenting at the same time a degree of
the sub-serous infiltration and tendency to altera-
tion in the uterine appendages which characterise
the typhoid form.
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Some difference of opinion has existed as to the
contagious or non-contagious nature of puerperal
fever. Like every question of the kind, it is one
extremelydifficult to come to anyconelusion about.
But so many instances have been recorded of the
disease following a particular nurse or accoucheur,
that it would be now highly culpable in any prac-
titioner not to adopt the most strict precautions
against the risk of his carrying infection from one
patient to another. After seeing a case of this
fever, the clothes should always be changed, the
most careful ablutions performed, and no accou-
cheur should personally interfere in the opening
of the bodies of victims to the complaint. Should
a ran of fever continue to affect the patients of
any individual, notwithstanding attention to these
matters, it becomes his bounden duty to abstain
temporarily from practice, and, if possible, to
remove for a time from his ordinary residence.

The treatment of puerperal fever, of course,
varies very much according to the species.

In the inflammatory form, antiphlogistic treat-
ment is decidedly indicated in the commencement,
and the lancet should be our sheet-anchor. As
much blood {probably from twelve to twenty-four
ounces) must be taken from the arm as will pro-
duce a decided effect upon the circulation. Todo
this most efficiently, a large orifice should be
made in a vein, while the patient is in a recumbent
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posture, its effects upon the pulse and countenance
being carefully watched. Dr. Cusack very justly
remarks, that placing the woman in the erect
posture when we are going to bleed her, will
generally produce syncope, quite independently
of the abstraction of blood, and may prevent the -
useful employment of this remedy. We must be
guided, with respect to a repetition of venesection,
by the effect of the first, and by the appearance of
the blood. The latter, and the compressibility or
non-compressibility of the pulse, afford very valu-
able indications. When there is any doubt about
a second blood-letting, we may, as an interme-
diate measure, apply leeches to the abdomen.
Venesection, when it is proper, should always be
adopted as early as possible in the complaint, as
the lapse of a very brief space of time may render
its employment worse than useless. As long,
however, as the pulse retained its incompressi-
bilaty, 1 should not be prevented from using the
lancet, even by the existence of considerable
debility ; the former symptom, I think, giving
the truest indication upon this point.

After bleeding, whether we think it advisable to
apply leeches or not, we shall find great advantage
from a fomentation of the whole abdomen with
spirits of turpentine,* or the application of a

* To apply this, a piece of flannel may be wrung out of hot
water, and an ounce or two of the turpentine sprinkled upon it.
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bag of scalded hran or chamomile flowers, as
hot as can be borne. Either of these latter are
infinitely preferable to poultices, from their light-
ness and cleanliness. The turpentine has often
a peculiarly good effect,removing distressing flatu-
lency, and sometimes producing evacuations from
the bowels. If constipation exists, a smart purga-
tive, as castor oil and spirits of turpentine (half an
ounce of each), or a bolus of jalap and calomel
(ten grains of the former, and five of the latter),
may be administered, and followed by an enema.
Should the bolus be given, and not act quickly, it
must be assisted by a purgative mixture (inf.
senne, &c.). If the stomach be irritable, it may
be more advisable to give the purgative in the form
of pills.* When the constipation has been re-
lieved, the intestinal canal should not be further
irritated by cathartics. After bleeding, and
freeing the bowels, the nest remedies upon which
our dependence should be placed are decidedly

calomel and opium. The former should be given
~in doses of two or three grains every second hour,
until the system is influenced, combining one-
sixth or one-fourth of a grain of opium, should the
It causes great pain, of which the patient should be apprised,

and warned to remove it as soon as the smarting becomes very
severe.

* B. Extract. Colocynth. comp. 3ss.; Calomelanos, gr. x.;
Olei Caryophill. gs. iii. Ft. massa, et divide in pilulas decem:
sumantur duze 293 q.q. hord ad effectum,
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bowels be irritable. At night, ten grains of
Dover’s powder will often be found to produce
sleep, and do much service. When the mouth
becomes affected, the prognosis is almost always
favourable, and we should continue the action by
giving smaller doses of mercury.

I have no great opinion of the use of blisters
in abdominal inflammations, especially in the first
stages, as they then very effectnally deprive us of
one of our best guides, by masking the pain and
tenderness upon pressure. In the latter stages,
however, they are often of service.

The regimen, in this species, must, of course,
be rigidly antiphlogistic : and, should the disease
subside, the strictest precautions must be adopted
to prevent relapse, to which there is a considerable
tendency.

In the second species, bleeding is always in-
jurious, and often hastens a fatal termination.

The medicines upon which most reliance can be
placed in this very intractable malady are mercury
and opium ; and, as a very great source of suffer-
ing exists in the patient’s restlessness and want of
sleep, the latter drug may be given in considerable
doses; for example, a grain every three or four
hours, in combination with from two to four grains
of calomel, until the patient sleeps, or an effect is
produced upon the system by the mercury. Aec-
cording to the observations of Drs. Graves and
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Stokes,* opium appears to exercise a beneficial
influence in several low forms of inflammation,
and there is a good deal of encouragement for its
free use in this disease. If the bowels are consti-
pated, or we have reason to suppose them to be
loaded, a mild aperient must be given; but it
should be of a warm and simply laxative kind, as
the rhubarb draught already mentioned.f Spirit
of turpentine has been recommended by some
gentlemen, and it will sometimes be found of use
by acting as an aperient, and, at the same time,
stimulating and restoring a healthy tone to the
mucous membrane.f We should be extremely
cautious about giving any drastic purgative, lest
it might increase the debility and accelerate the
approach of diarrhcea, which is often a very
troublesome symptom. When the latter sets in,
we must endeavour to check it by enemata of
starch and laudanum. The application of tur-
pentine, externally, will often be of service; and
we may, also, in the progress of the complaint,
employ blisters with more advantage than in the
inflammatory species.

The dietetic and general management of the

* Vide Dublin Hosp. Reports, vol. v.

+ Vide p. 101.

t Bo Sp. Terebinthinz rect. 5vj.; Aque Cinnamomi, 3vj.;
Syrupi Zingiberis, 3. M. Fiat haustus 2% quique hori
sumend.



PUERPERAL FEVER. 235

patient is of much importance. She should, if
possible, be placed in an open airy room; wine
must be given, diluted with water, or in arrow-
root, so as cautiously to support the strength,
taking care, at the same time, not to add to the
gastric derangement. Cold chicken broth may
be allowed as ordinary drink, and will be often
found to agree remarkably well with the stomach.

Should a rally be made, we shall be obliged to
assist the patient’s recovery by light tonics, and,
perhaps, by sulphate of quinine. Atall times we
must be carefully on the watch for a relapse.

The third or mixed species of puerperal fever
requires a modified and cautious treatment. Our
principal reliance must be upon calomel and
opium ; but, although general blood-letting is sel-
dom safe, we shall frequently find much advantage
in the application of leeches (two or three dozen)
to the hypogastrium, repeating them, according
to the degree of pain and tenderness, and the
manner in which the loss of blood is borne.

In the treatment of all these species, we are to
recollect that the one frequently runs into the
other, and that they must always be managed
according to the symptoms, and not upon any
preconceived notion respecting their type. To
no malady, indeed, is the exceilent advice of
Sydenham more appropriate, ‘to find out, in the
first place, the genius of epidemic diseases, which,
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CHAPTER XXI.

ORDINARY FEVERS OF PUERPERAL WOMEN.

THE IRRITABILITY of the nervous system and of
certain organs, always more or less attendant upon
the puerperal condition, render women liable to a
number of febrile affections, besides the formidable
disease treated of in the last chapter.

One of the most common of these is the ephe-
mera, or weed. This fever sets in generally dur-
ing the first three or four days after parturition,
with a severe rigor. It consists of a cold, hot,
and sweating stage, and may terminate in twenty-
four hours, having but one paroxysm. The rigor
is often very severe and long continued. During
the hot stage there 1s intense headache, intole-
rance of light, quick, but otherwise good pulse,
great thirst, white and coated tongue. Sometimes
there is slight abdominal tenderness, and the
bowels are generally confined. The sweating in
the third stage is profuse, and the symptoms con-
tinue very much as in the second. After some
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hours, the symptoms begin to subside, the patient
probably falls asleep, and awakes convalescent.
In other cases, the duration of the fever is not so
short : other paroxysms (though not so violent as
the first) succeed, and the disease may hang on
for eight or ten days, constituting what may be
called Intestinal fever. Weed may be distinguished
from puerperal fever by a want of the tender-
ness so remarkable in the inflammatory form of
that disease, by the regularity of its stages, its
history, and by the general contrast that will be
observed upon a careful examination of all the
symptoms. |

The causes of the ephemera, or intestinal fever,
are to be found in an irritated state of the intes-
tinal mucous membrane and derangement of the
hepatic system, usually occasioned by irregu-
larities of diet, exposure to cold, &e. Among the
lower classes of people nothing is more common
than to find weed excited by drinking porter or
spirits shortly after delivery; and corresponding
irregularities among the rich are attended by
similar results.

From what has been said of the causes, the
treatment must be obvious. Should it have arisen
from the taking of improper food, and our attention
be directed to this circumstance at an early period,
we may hope to cut short the complaint by the ad-
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ministration of a mild emetic of ipecacuan, After-
wards, or, without using the emetic, should we not
have seen the patient in the commencement, we
must set the bowels and hepatic system right by
the administration of a purgative, containing some
mercurial : three grains of calomel, or five grains
of hydrargyrus cum creta, with perhaps a little
antimonial powder, may be given, and followed
by a senna mixture or a rhubarb draught, according
- to the circumstances of the case. When we see a
patient during the rigor, we must endeavour to
restore warmth, and bring on the hot stage by
giving warm diluents, and applying heat to the
feet. In the sweating stage, we must ventilate
the room and lighten the bed-clothes, without,
however, exposing the woman to any risk of cold.
If the headache be severe, or anything more than
a very slight abdominal tenderness exist, it will be
erring on the safe side to apply leeches respectively
either to the head or belly. Should the fever not
terminate at once, our further attentions must be
directed to the re-establishment of a healthy tone
in the bowels, by careful watching of the secretions,
and by the enforcement of a mild, unirritating
regimen. In the progress of intestinal fever, the
bowels may become loose, and the abdomen some-
what tender and tumid; the case, in fact, very
much resembling the remittent fever of children.
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Change of air, and the continued use of mild
alterative mercurials (as the hyd. cum creta*)
with light bitters (as the infusion of colombo),
when the tongue begins to clean, will be the
remedies most likely to serve.

It is remarkable that the milk and lochia may
continue to be secreted during the existence of
this fever. It is almost needless to say, that the
most careful attention must be paid to any symp-
toms of local mischief that may show themselves,
either in the abdomen or head.

Miliary fever.—When the ephemera, or in-
testinal fever, has been mismanaged, the patient
being kept in a heated, ill-ventilated apartment,
and the bowels not set to rights, a miliary eruption
occasionally supervenes.

This eruption consists of a number of small
papule, resembling millet seeds, upon the apex of
which little vesicles form, containing a fluid at
first straw-coloured, and subsequently becoming
white or yellow. In two or three days these scab
and desquamate, and other crops probably succeed.
~ The papule first appear upon the forehead, neck,
and breast—rarely upon the face. Two varieties,
a red and white, are described, of which the for-
mer is said to be the mildest. Before the erup-
tion the skin becomes rough, and there is a sen-

* B Pil. Rhei comp. 3ss.; Hyd. cum Cretd 3. Fiat massa,
et divide in pilulas x.: sum. ij. 24 quéque nocte.
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sation in it of prickling heat : after it has appeared
there are frequently other marks of derangement
of the mucous membrane, as aphthz in the mouth,
and red-edged tongue. The patient is generally
bathed in a profuse acid perspiration.

The treatment is that recommended in intes-
tinal fever, but, as there is usually more debility,
bark and mineral acids will probably be required
in the latter stages. For further information upon
miliary fever, which is not a peculiarly puerperal
disease, reference must be made to systematic
works upon the practice of physic.

-~ Mulk fever.— When the milk begins to be
secreted copiously, there is always some degree of
febrile excitement. Should the milk be allowed
to accumulate, in consequence of the woman de-
clining to nurse, or the child being improperly
withheld, this excitement becomes an actual fever,
ushered in by rigors, and followed by hot and
sweating stages, with all the et cetera deseribed
under the head of ephemera. In addition, there
1s a distended and very painful state of the breasts.

A smart purgative will be required to allay the
fever, but the natural and obvious remedy is, of
course, to remove the offending secretion. For
this purpose the child should be applied early, or,
if that be not practicable, the breast must be dili-
gently and gently rubbed with a soft hand, and a
little sweet oil, until the milk runs from it ; or the

R
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breast pump may be employed to draw it. Where
the woman does not intend to nurse, it is better to
avoid the latter, as it tends to excite a continuance
of the secretion.

The danger in this fever is, that it may terminate
in mammary abscess, a most painful and distress-
ing complaint. When we have reason to dread its
supervention, from the severity of the fever, the
most effectual treatment is to nauseate the patient
with tartar emetic. A grain or two of this medi-
cine may be given in the purgative mixture which
we usually have occasion to exhibit at the com-
mencement, and if that does not succeed, it may be
subsequently given in solution,in doses of an eighth
or sixteenth of a grain, every half hour, until
nausea is produced. When a patient is not about
to nurse, purgatives must be occasionally used,
until the secretion altogether ceases, and she must
be cautioned to remain quiet, and to avoid putting
- on stays, or any other tight dress, that may press
upon the mammsze, while they are in an excited con-
dition. If a mammary abscess be unavoidable, we
must promote suppuration by fomentations, &ec.*
according to the plans laid down bysurgical writers.

* The best mode of fomenting the breast is by placing upon
it a piece of flannel wrung out of hot water, and over that a
wooden bowl (somewhat larger than the gland) which has been
heated in boiling water; by this plan a sort of steam bath is
formed, and all injurious pressure avoided.
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CHAPTER XXIIL

PHLEGMASIA DOLENS.

Tais painful affection generally attacks women
betweenthe tenth and sixteenth days after delivery,
seldom earlier, but sometimes at a much later
period. Its subjects are generally persons of
broken-down constitutions, and it frequently at-
tacks those who have suffered from hemorrhage
or manual interference with the interior of the
uterus, and in whom, before its invasion, there
are manifest signs of irritation of that organ.

The disease is usually ushered in by distinet
febrile symptoms: there is a rigor, followed by
heat, thirst, loaded tongue, full pulse, and head-
ache. The cause of these symptoms is soon
revealed, by the occurrence of pain and stiffness
in one of the groins, upper part of the thigh, or
labium ; or the pain may first be felt in the knee
or calf of the leg. This is rapidly succeeded by
tumefaction, which spreads from the point first
attacked, and, within twenty-four or forty-eight
hours, the limb is sometimes increased to nearly

R 2
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twice its original size. There 1s then exquisite
pain, ageoravated by the slightest attempt at motion.
The limb is tense, white, and shining, is elastic to
the touch, and pits very little upon pressure, but
gives to the hand passed over it a sense of irre-
gularity, as if it contained numerous little depres-
sions under the tense integument. The swelling,
in some instances, goes on slowly, not arriving at
its maximum for several days. When the whole
extremity is swelled, the violence of the pain abates,
but it is still very severe upon the least effort at
motion, and the patient loses all command over
the limb. The temperature is increased, and there
is a good deal of pain upon pressure, which is
said to be greater along the course of the veins,
but I cannot say that I have observed thisto be
always.the case. At this time, there is a good
deal of fever, with a quick, feeble pulse, white
tongue, and pale face. The lochia are suppressed,
or diminished and fetid, and the urine is muddy.
The patient suffers greatly from want of sleep. In
six or eight days (more or less in different cases),
the febrile symptoms begin to abate, and the
swelling slowly diminishes ; first in the thigh, and
afterwards in the leg and foot. As tumefaction
decreases, the veins, absorbents, and lymphatic
glands may sometimes be discovered enlarged and
indurated, and the limb begins to pit upon pres-
sure, more than it previously did. The patient
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remains weak and feeble, with very little power
over her leg, which feels heavy, stiff, and be-
numbed. The disease is generally, at first,
confined to one extremity and labium, but it
frequently extends to the other. The ultimate
recovery is very slow, and there may be a fatal
termination, the patient being worn down by the
protracted constitutional disturbance, or by ex-
tensive suppurations and purulent depots, which
occasionally form in the affected limb.

The pathology of phlegmasia dolens is still ex-
tremely obscure. By the older writers it was sup-
posed to be an irregular deposit of the milk (dépot
du lait); by others, an extravasation of lymph, in
consequence of rupture of the lymphatics ; and, by
some, a general inflammatory state of the same
class of vessels. None of these hypotheses account
for the symptoms, nor are they supported by post-
mortem observations. I cannot avoid expressing
the same opinion with respect to Dr. Davis’s idea,
that the disease is phlebitis of the crural veins.
Phlegmasia dolens is well known not to be in
general a fatal disease, and it is equally notorious
that phlebitis in any part of the body is espe-
cially mortal. Besides this objection, I cannot see
that the phenomena of the disease are satisfactorily
explainable upon the idea of its being venous
inflammation. In the generality of cases of the
latter malady, there is nothing corresponding to
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the peculiar firm swelling of phlegmasia dolens,
and an attentive examination of Dr. Lee’s cases
of actual phlebitis will show that they were very
distinguishable from the other disease. I do not
mean to deny, however, that inflammation and
suppuration of the veins is often to be found upon
examination of the bodies of those who have died
of phlegmasia dolens, but it appears to me that
the evidence already in existence does not prove
that this inflammation is the cause of the swelled
leg, but merely that it supervenes, in certain cases,
upon that disease. The disease appears to me to
consist in an inflammation of the cellular tissue,
occasioning an effusion of coagulating lymph ;
but how the inflammation is excited, or why it
produces those peculiar effects, has not yet been
discovered.

The prognosis, when the disease is uncompli-
cated, is favourable, but recovery is always slow
and very protracted. :

The treatment in the acute state must be con-
ducted upon the antiphlogistic plan. The nature
of the fever and circumstances of the patient, how-
ever, generally forbid the use of the lancet, and we
usually find it advisable to trust to the application
of leeches to the groin and to those parts where
the pain is chiefly seated. One or two dozen may
be applied at first, and subsequently a smaller
number repeated, if necessary, pursuing the pain,
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as it were, into the different localities in which it
may lurk. The bleeding may be encouraged by
warm fomentation with decoction of poppy heads
or infusion of chamomile, which latter measure
of itself does great service. In some rare cases,
more benefit will be derived from the use of
evaporating lotions. As the bowels are frequently
constipated, we shall probably have occasion to
employ an aperient, but it should be of a mild
warm kind ;* and it is not necessary that its effects
should be very powerful. As the patient’s nights
are generally sleepless, we shall find great advan-
tage from giving ten grains of Dover’s powder
and two or three of calomel at bed-time. I think
it is generally advisable to give calomel and anti-
monial powder, so as slightly to affect the mouth,
but I should by no means recommend any attempt
at speedy salivation. A grain of each three times
a day, with the addition of two or three grains of
Dover’s powder, should the bowels not be confined,
will be quite sufficient. The regimen should be
antiphlogistic, and strict rest enjoined. After the
inflammation has subsided, we must alter our hand,
and endeavour judiciously to improve the tone of
the constitution. A light nutritious diet may be
allowed, change of air, or at all events free ventila-
tion obtained, and the digestive organs improved

* As the infusion of senna, or the rhubarb draught, already
specified.
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by the use of light bitters and mineral acids.*
While we are acting in this way, however, we shall
frequently have to attend to recurring signs of local
inflammation, and should always meet them by the
application of leeches. The limb must be still kept
at perfect rest, in a horizontal position ; but when it
is able to bear slight frictions with the hand, these
will be found serviceable, as will also sponging with
tepid salt water: at a later period bandaging and
strapping the limb with adhesive plaster may be
used. We shall often have occasion for all our in-
genuity in contriving plans of treatment, as the
feeble state of the part may continue for months or
even years. When depositions of pus are ascertained
to exist in any part of the extremity, free incisions
are required to give exit to the matter, the more
particularly as it is generally diffused through the
cellular and other tissues, and seldom confined by
a regular cyst. These cases of abscess are at-
tended usually with very low typhoid fever, and
frequently require the exhibition of wine, opium,
camphor, quinine, and ammonia.

* B Inf. Cascarillee, Mist. Camphorz, aa. 3iij.; Slﬂ?& Sub-

carb. 3ss.; Sp. Ammon. aromat. gs. xxx. M. Sum. 3j. ter
quotidie.
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CHAPTER XXIII
PUERPERAL MANIA.

Tais occurs in two forms, the maniacal and
melancholic, and makes its appearance, generally,
within the first few days after labour. A similar
disease may also happen when the woman has
been exhausted by a continuance of the process of
nursing longer than is suitable to her strength.
The disease is most likely to attack persons of a
nervous susceptible temperament,. and whose
minds have been shaken by depressing passions,
or other causes of mental emotion. ¢A large
proportion of cases,” Dr. Gooch states, ¢have oc-
curred in patients in whose families disordered
mind had already appeared.’

With respect to the cause, nothing more ex-
plicit can be stated than the opinion of the same
distinguished writer, that it exists in the peculiar
nervous excitement which, more or less, accom-
panies all the actions of the generative system.

The attack is sometimes quite sudden, but more
generally the patient may be observed for some
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time previously to be irritable and peevish, or
melancholy and gloomy, with a pulse somewhat
quickened, and evident marks of disorder of the
digestive organs, as furred tongue, yellow con-
junctiva, and costive bowels. The derangement
of mind is very various; in one case the patient
being gloomy and desponding, while in another
she is so violent as to require the employment of
coercion, talking and moving about incessantly,
and scarcely ever sleeping. In many instances,
there is a very strong disposition to commit
suicide. The bodily symptoms are those already
mentioned, denoting derangement of the chylo-
poietic viscera. The pulse is quickened, but not
usually to any remarkable degree; and it has
been remarked by Dr. Gooch, that a very rapid
pulse is a particularly unfavourable sign. The
face is most commonly pale, and there does not
exist, in ordinary cases, any evidence of inflam-
mation or congestion of the brain.

The prognosis is generally favourable, but in
some cases, especially those in which there is a
quick weak pulse, with extreme watchfulness, a
state of exhaustion may be produced that will
ultimately prove fatal. The probability of com-
plete mental recovery is also considerable, and
there are not many chances in favour of a return
- of the disease in future labours.

The treatment of puerperal mania must be both
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medical and moral. The former requires very
nice discrimination, in order to adapt our measures
to the exigeuncies of each particular case. General
. blood-letting is very seldom admissible, and never
required, unless there exist manifest tokens of
congestion or inflammation of the parts within the
cranium. Even where these -exist to a certain
extent, it will be better, if possible, to meet them
by local than by constitutional depletion, and the
utmost ordinarily required is the application of a
few leeches to the temples. In such cases nau-
seating doses of tartar emetic may often be em-
ployed with advantage. Attention to the intestinal
canal will always be requisite, but the kind and
degree of it must depend upon the peculiar cir-
cumstances of the case. If there be a loaded
tongue, a yellow eye, and offensive breath, all indi-
cating the stomach as the seat of irritation, a mild
emetic of ipecacuan will often be of signal service.
This may be followed by a purgative, or, where
the former is not admissible, the latter may be
administered at once, and should be of such a
nature as will produce evacuations without excit-
ing much secretion from the mucous membrane.*

¥ Dr. Gooch recommends for this purpose the aloetic pill, or
compound decoction of aloes. I must here acknowledge that
gentleman’s excellent paper as the source from which the above
brief sketch of puerperal mania was chiefly drawn. To that
essay, as indeed to the whole of his writings, the reader’s atten-
tion may be directed, upon his own principle, as to the work of
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From the want of sleep suffered by the patient, it
1s obvious that narcotics are indicated, and ac-
cordingly we shall find our most valuable remedies
in that class of medicines. It will be, of course,
advisable to see that there is no great vascular
excitement before we use them, and it will ge-
nerally be necessary to premise laxatives. The
black drop will be found to be one of the best
forms in which we can administer opium. A full
dose (say twelve drops) may be given, and re-
peated in an hour or two if it fail to produce sleep.
Smaller doses may be subsequently employed, to
keep up the calm produced by the first. Should
the stomach bear it, the Dover’s powder will also
be found very serviceable ; and if it be necessary
to vary the medicine, extract of hyoscyamus and
camphor may be given together, in a dose of five
grains of each. In the latter stages of the com-
plaint, when the vascular excitement has entirely
subsided, it will be necessary to have recourse to
light bitters and mineral acids, for the purpose of
improving the patient’s general health.

The diet ought always to be sufficiently nutri-
tious; of course, it must be of a light and un-
heating kind, and given with due regard to the
disordered state of the digestive organs. In some

‘a master mind, which we return to again and again, not merely
for the knowledge which it contains, but to observe how that
mind worked.’
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instances wine may be beneficial ; its use, of course,
is to be regulated according to the judgment of the
practitioner. When the disease occurs in indi-
viduals weakened by protracted nursing, there is a
still more imperative demand upon our discretion,
in the avoidance of everything that may unneces-
sarily lower the strength,

The moral management shonld be intrusted to
persons accustomed to the care of the insane. In
the first instance, the patient should be put under
the charge of a nurse of this deseription, by whom
she should be closely watched, and every instru-
ment that might be employed for the purpose of
suicide must be carefully put out of reach. When
the disease is likely to be protracted, it becomes a
question as to whether it may be advisable to
place the woman entirely in the hands of a
physician who makes it his business to treat
insanity. On this point, of course, no general
rules can be laid down ; the taking of such a step,
and the mode of taking it, must altogether depend
upon the circumstances of the case. Dr. Gooch
forbids all intercourse with the husbhand; but I
lately heard of a case in which this rule was not
adhered to, and yet rather good effects attended
its violation.

Actual phrenitis occasionally occurs during the
puerperal state, and requires a treatment of course
essentially different from that just laid down. In-
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NOTE

ON THE MEANS OF RESUSCITATING STILL-BORN
CHILDREN.

IN AppITION to the measures recommended for this
purpose at p. 107, viz. tickling the mouth and
fauces, rubbing and gently slapping the chest,
and allowing the funis to bleed, we are advised
by most obstetric authors to employ the warm
bath and artificial inflation of the lungs. Recent
enquiries, however, havethrown considerable doubt
upon the propriety of adopting either of these
measures. According to Dr. Edwards’s experi-
ments, the warm bath must act injuriously, by
excluding the atmospheric air, which he found to
play a most important part in the removal of
asphyxia. Again, the observations of MM. Leroy
and Majendie prove ¢that brisk inflation of air
into the trachea killed rabbits, foxes, goats, sheep,
and other animals, even when the force employed
was that of an expiration from the human lungs,’
and that ‘from the records kept in the city of
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Paris of the results of means employed for the
recovery of persons drowned, the greater preva-
lence of the practice of insufflation has been coin-
cident with a decrease of the number restored to
life."* Mr. Porter, who performed experiments
similar to those of Leroy, and with like results,
before he knew of the investigations of that gen-
tleman, mentioned to me the fact that insufllation
of cold air from a bellows, in the event of the
person’s resuscitation, seldom fails to produce dan-
gerous bronchitis. From a consideration of these
circumstances, I would recommend heat to be
applied to a still-born infant, by holding it before
a fire upon a person’s lap ; the chest and abdomen
to be well rubbed with warm, dry flannel; and
the nostrils and fauces to be tickled with a feather
dipped in spirits. The lungs may be filled once
or twice, by the operator applying his lips, with a
bit of silk or muslin intervening (for the sake of
cleanliness) to those of the child, and gently
breathing into its mouth. While doing this, the
nostrils must be held between the finger and
thumb of one hand, and the fingers of the other
should be placed upon the pit of the stomach, so
as to prevent the air from passing into that organ.
When the chest has been distended, it may be
compressed gently with the hand, so as again fo

* Review of Dr. Kay's work on Asphyxia in Med. Chir, Rev.
for July, 1834.
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empty it, and the inflation may be repeated once
or twice. - It should not, I think, be done much
oftener, and always with the greatest gentleness.
The trachea pipe, which certain teachers have

recommended to be carried by every accoucheur,
should, in my opinion, never be resorted to.

EDITOR'S NOTE.

In cases of suspended animation at birth our treatment must
be regulated by the cause of this condition. Thus, if the child’s
skin be blue, its lips and face livid and congested, a very few
drops of blood allowed to escape from the cord may relieve the
embarrassed circulation. But if, as more generally happens, the
child be born in a state of syncope and anwnia, friction with
spirits over the chest, and still more so over the spine, the warm
bath, alternated with cold aspersion in some cases, and either
the Marshall Hall or Silvester methods of exciting respiration,
which must be too familiar to the reader to need any description,
should be at onee resorted to and steadily persevered in for a long
time. The Silvester method, with friction over the thorax and
spine, and the warm bath, are the means I place most reliance

on.~-T, M, M,



258 DUBLIN PRACTICE OF MIDWIFERY.

OBSERVATIONS

ON CHLOROFORM.

Sixcethe earlier editionof this work was published,
the practice of inducing freedom from pain in sur-
gical operations, in painful diseases, and in child-
birth, by the inhalation of ethereal vapours, has
been introduced into medicine. This process of
Anasthesia was at first effected by means of sul-
phuric ether, and considerable success followed
the employment of that agent. Its utility in the
practice of surgery led to its introduction into the
lying-in room, and many women were saved the
terrible pains of child-birth through its means.
In the year 1848, another substance was suggested
by Professor Simpson, of Edinburgh, as a substi-
tute for ether. He wasnot satisfied that sulphurie
ether was the best ingredient for producing anas-
thesia ; and after a long and laborious investiga-~
tion of the properties of a great variety of fluids
of the class of ethers, he came to the conclusion
that Chloroform possesses various important ad-
vantages over them all, especially in obstetric
practice; and that, in particular, it is far more
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before any dangerous amount of chloroform could
be taken, her hand drops, and the inhaler is thus
removed from her mouth.

Dr. Fleming, of Dublin, has contrived and
described an inhaler which is much used in sur-
gical practice ; and, where the object is to produce
and continue deep sopor, it answers remarkably
well, but it could not be used in the way just
spoken of in labour. Many practitioners continue
to use the folded handkerchief, or a sponge, for the
purpose of administering the chloroform, but these
will probably adopt the method above described
when they shall have made trial of it.

There are many points of importance to be
attended to in the use of this powerful agent, viz.
the quality of the drug; the time at which to
commence its use; the manner of using it ; and
the dangers that attend it. The quality of ehlo-
roform is of the highest importance, for if it be
not pure, some of those unpleasant effects spoken
of by those who have used it in that condition will
be produced. These are, severe cough and irri-
tation of the bronchial mucous membrane, and
excitement of the brain and nervous system, as
evidenced by incoherent talking, violent efforts to
get out of bed, &e. These effects are not produced
when the drug is pure. The principal adultera-
tions are alcohol and formic acid, which may be
recognised by dropping some of the chloroform
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into a glass tube containing distilled water : it
immediately sinks to the bottom ; but, if impure,
the globules assume a milky appearance, instead
of remaining clear and bright.

The time at which to commence the use of
chloroform in labour will depend upon the object
aimed at by the attendant. If he is disposed to
use it, as some do, only in cases requiring delivery
by operation, of course the time will be regulated
by that at which he feels himself called on to
interfere with mechanical aid : but if he is inclined
to employ this agent as a means of alleviating the
pains of child-birth in ordinary cases, he must
have some other rule to guide him. He should
first decide whether the case is one in which he
may safely make use of the drug; and it will be
found that the cases forbidding it are very few
indeed. With the exception of persons affected
with disease of the heart, or brain, all others may
be cautiously tested with chloroform, and when
they are found to bear it well it may be persevered
with. The time at which the trial is to begin
will vary in different labours; no time can be fixed
to suit all ; but it may be taken as a guide, that
as the chloroform is employed to assuage pain,
when that becomes urgent in any given case, that
is the time to commence the inhalation of the
angesthetic. In the majority of cases this will be
found to be about the tiine of the dilatation of the
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6s uteri, but in some first cases, when the os uteri
is rigid and unyielding, the pains will be so violent
and constant before the os uteri has yielded, that
we will be compelled to administer chloroform
during the first stage of labour, and sometimes.
for some hours before it is terminated. When
this is the case, it will be often found that the first
stage is shortened by the treatment; the chloro-
form having the effect of relaxing the soft tissues,
and favouring the natural dilatation of the parts.
The time occupied in the administration will of
course vary ; sometimes, in women wlio have borne
children before, half an hour will be all the time
required, while in primiparse, many hours, even
up to ten, twelve, or fourteen, will be spent under
the influence of the anmsthetic. This may be one
reason for the disinclination exhibited by some
practitioners to the use of this remedy; forit com-
pels a close attendance in the sick-room after it is
begun, and it is no doubt irksome to be thus con-
fined, while in cases treated without chloroform a
great portion of the time may be spent elsewhere.
Such a motive should not weigh with any one
really anxious for the welfare of his patient.

The mode of administration has been teuched
on already, when it was stated that for ordinary
labours Coxeter’s is the best contrivance. In
whatever way the chloroform is used, the greatest
caution is necessary in the beginning, for there is
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the greatest difference in the tolerance of different
persons. Some (and particularly those of an hys-
terical temperament) are affected by the smallest
quantity. Such a patient has been thrown into a
‘state of insensibility, lasting for two hours, by the
smell of a piece of lint that had been used with a
liniment containing chloroform. Others (and they
are the great majority) are more tolerant of the
medicine, and require some time to bring them
under its influence. It is well in all cases to begin
by letting the patient smell the chloroform for a
minute or two from the sponge in the chamber of
the instrument; or, if a handkerchief be preferred,
from a small quantity poured upon the eorner of
it. This cautionary proceeding serves to show
whether there is any peculiar susceptibility in the
patient, and also to accustom her to its odour.
Having felt our way in this manner, and seen that
small quantities do not produce any effects, we go
on to measure the dose by allowing the patient to
apply her mouth to the mouth-piece of the inhaler,
or by bringing the handkerchief in a concave form
over the mouth and nose. In whichever way we
proceed, the quantity of chloroform should not at
first exceed a teaspoonful. It is of the greatest
importance that the system should be gradually
brought under the anssthetic influence: much of
the danger, and most of the unpleasant effects,
will be obviated by this course.

When the inhaler is used, it is necessary to be
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sure that the patient does really inspire from it,
for it will often be found that when she puts it to
her mouth she shuts her lips and breathes through
the nose alone. When this is perceived, she should
be told to try to suck the fluid out of the instru-
ment. By this manceuvre she will be taught to
breathe through her mouth, and she will continue
to do so. But sometimes it will be necessary to
hold the nose, so as to compel her to breathe in
the way desirable for our purpose.

When this course is pursued, the first effect
usually perceived is the extinction of the terrible
aching inthe back, which, continuing between regu-
lar pains, is so distressing and induces the earnest
demand for pressure on the back. This is removed,
and the patient expresses the greatest relief and
delight : very often she makes use of the phrase,
¢This is heaven.’ She knows when the pain is
approaching, and calls for the chloroform : it may
now be given to her again, and after the pain is
over she will tell you-she did not feel it near as
much. In this way, without making her insensible,
a vast amount of suffering is saved for many hours.

If the dose is made larger, or the inhalation is
longer persevered in, a buzzing and reeling sensa-
tion in the head will be experienced : this speedily
passes off when the chloroform is removed. If, on
the contrary, it is persevered with,some incoherent
talking may take place, the eyes will close, the
limbs will fall, the hands will relax the grasp of the
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hand of the nurse or folded sheet, and anzsthetic
sleep will follow. This having continued for a
few moments, is succeeded by a happy conscious-
ness of relief from pain. When a few of the
usual pains have been thus treated, the patient
may be allowed to use the inhaler herself, for from
what has been just stated she cannot get too
much; her hand will drop from her mouth as soon
as she has taken enough to cause approaching
sleep. The patient should be watched well at first,
o as to ensure the action of the medicgine to be
such as described, for in some cases a spasmodic
fixing of the muscles takes place about the time of
the approach of insensibility ; and in such a case
the inhaler might be fixed tightly to the mouth,
and the inhalation prolonged too far. When it is
perceived that such an effect as this is not pro-
duced, the patient may be trusted to hold the
instrument in her own hand. The chloroform must
be renewed from time to time. The patient will
complain that it is weak, and does her no good.
When this occurs, it is well for the attendant to
try it himself, and, finding the vapour deficient, he
must poar in another charge. This will occur in
ordinary first labours about eight times in the
hour, so that we may say an ounce will be con-
sumed every hour under ordinary circumstances.
As delivery approaches, the quantity of ehloroform
may be increased, but it may be taken as a general
rule that, with very few exceptions, no greater
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amount of effect will be required than that just
described. Some cases will occur, in which the
tolerance of the drug is so great, and the difficulty
of overcoming the pain such, that the fuller
effect must be produced, and the patient must be
rendered insensible and kept so even for hours.
In operations the deeper effects should be pro-
duced, for we thereby not only relieve all pain, but
facilitate the operation by keeping the patient
quiet.

The dangers of chloroform have been most
marvellously magnified by some of the ‘old school’
practitioners; but experience shows every day more
and more that a little familiarity with the medi-
cine, and proper precaution in its use, are all that is
necessary to ensure perfect safety in handling it.

That deaths have occurred under other circum-
stances, such as surgical operations, tooth-drawing,
&e., cannot be denied, but it is a striking fact that
in no instance of parturition is it recorded that
death has been caused by the use of chloroform.
The recumbent posture, and an empty stomach, are
essential for the safe employment of chloroform.
Both of these conditions are fulfilled in parturition,
and unless gross neglect and mismanagement in-
tervene, there is no likelihood of mischief taking
place. If the rules above laid down be observed,
it is almost impossible that anything unpleasant
could occur.

The painsare sometimes suspended at first, when
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the vapour is inhaled : they soon, however, return,
and then, unless tco great an effect is subsequently
produced, they continue with regularity.

The tendency to hemorrhage after delivery is
certainly increased by the use of the medicine, and
therefore particular care must be observed, after
the birth of the child, to guard against this very
unpleasant consequence. In any case where
hemorrhage has been known to have occurred
after previous labours, the precaution of giving a
full dose of ergot of rye, just as the child’s head
is passing through the vulva, should be adopted.
This practice, as formerly recommended by Dr.
Beatty, as a means of preventing hemorrhage in
patients predisposed to it, will be found to be of
great value in such cases when chloroform is em-
ployed.

The recovery after chloroform has been used is
rapid and safe. It is observed that there is less
of that great exhaustion that follows long and
~difficult labours. The nervous system has been
saved to a great degree, and the vital energy of
the patient not being diminished, she soon regains
her former state of strength and health.

I am indebted for the matter of this chapter to my friend
Dr. Thomas Beatty. The subject is one of which I have no
personal knowledge—the use of chloroform having been intro-
duced since my attention has been turned from medical practice.
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CHAPTER XXIV.

ON THE MODERN TYPE AND TREATMENT OF
' PUERPERAL FEVER.

TuE prevailing type of disease has undergone a
complete alteration within the last quarter of a
century. When this work was first published,
the prevailing type of disease was stenic or in-
flammatory ; at present it is asthenic or typhoid.

The true inflammatory form of puerperal fever
now seldom occurs, and the disease, which is un-
fortunately more common than was formerly the
case, generally assumes a low typhoid character.
Indeed, the puerperal fever of the present day
has so many points of analogy with erysipelas as
to be considered by the most eminent modern
authorities to be identical with that disease, The
puerperal fever we now meet with presents all
the symptoms of blood-poisoning, and is essen-
tially a disease of debility. And hence the
active antiphlogistic treatment and regimen,
blood-letting, leeching, calomel and opium, and
low diet formerly prescribed, are now seldom or
never resorted to or required.

T
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Under any circumstances the treatment of
puerperal fever is most unsatisfactory. During
the recent discussion on puerperal fever in the
Dublin Obstetrical Society, Dr. Stokes thus com-
municated his great experience on this subject :—
‘I have been a practising physician in Dublin
for more than forty years. I have been re-
peatedly called in consultation to cases of puer-
peral fever in the better class of life, and I am
sorry to say that the result is, that in these forty
years I have never seen one case of puerperal
fever in private practice that was not fatal—not
one. *

In our hospital practice, although the disease
is generally fatal, yet I have seen several cases
which have undoubtedly recovered from the worst
form of puerperal fever. Unfortunately, how-
ever, these cases were but exceptions.

Nearly all the cases of puerperal fever which
have come under my observation were of the
typhoid or asthenic form of the disease. It is
obvious that this does not admit of deple-
tion, but wurgently requires the free admin-
istration of stimulants and nutriment—brandy
or wine, beef tea, chicken broth, jelly, arrowroot,
&e., frequently repeated in small quantities at a

* Dublin Quarterly Journal of Medical Science, Aug. 1869,
p. 513.
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time, either by the mouth or by enemata, or
through both channels.

The only drug on which I place much reliance
in the treatment of puerperal fever is turpentine.
This was first suggested many years ago by the
late Dr. Brennan of Dublin, who incurred no small
amount of ridicule for the suggestion. Turpentine
appears to exercise a remarkable influence on
this form of inflammation, and when it is tolerated
by the stomach, which is not always the case, it
generally relieves the distressing tympanitis,
abdominal tenderness and pain better than any
other medicine. The turpentine may be given
in drachm doses and conjoined, or not as the
symptoms may indicate, with small doses of
opium as in the following formula, which is often
preseribed in the Rotunda Hospital.

K Sp' Terebinthine Rect. 3i.

ZEtheris chlorici. mx.
Acetum Opii M XV.
Mucilaginis Acacie =i
Aquae Camphorz 3i.

M. fiat Haust. to be repeated every fourth hour.

The turpentine may also be administered by
enemeta if there be no diarrhea, and should be
also sprinkled on the stupes that are necessary
in every case of puerperal fever.

Turpentine cannot be given when there is either

T 2
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vomiting or purging. The former symptom,
especially when the matter vomited has the
characteristic green or coffee-ground appearance,
is very unfavourable, and must be checked, if
possible, by small doses—one or two drops—of the
dilute hydroeyanic acid repeated every four or
five hours.

In such cases a small mustard sinapism may
be applied over the epigastrium; ice may be
administered, and milk and soda-water given as
a form of nutriment likely to be retained on the
stomach. If diarrhea supervenes, it must be
met by strong astringents, such as decoction of
logwood, with kino or catechu, or still better by
enemata such as this:

Tinctura Opii M XXV,
Mucilaginis Amyle 3i.
M. fiat Enema.

I have seen a trial given to other medicines
recently advised—such as barm, the sulphites of
magnesia, soda, and potash, the chlorate of
~potash, &e., but my experience of these remedies
does not lead me to dwell further on their use in
a work intended to teach the most approved
mode of practice, especially when treating of a
disease so serious as to afford no time for trying
therapeutic experiments,

In the inflammatory form of puerperal fever,
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or true puerperal metro-peritonitis, occurring in
a woman of naturally strong constitution, which
form of the disease is now comparatively rarely
met with in practice, in addition to the remedies
already spoken of, which may also be used in this
as well as in the form of the disease more com-
monly met with, we may apply from twelve to
twenty-four leeches, as the case may be, over the
seat of pain, and thus afford great relief to the
patient’s sufferings. In such cases, small alter-
native doses of grey powder and opium may be
cautiously administered, as for example :—

B, Hydrargyri cum Creta  gr. ii.
Sode Exiccatae oLy
Pulv. Ipecacuanhe co  gr. 1il.
M. fiat Pulv.: one every third hour.

The patient’s strength must be supported, how-
ever, at the same time by beef tea, chicken broth,
or wine when required ; puerperal fever being
essentially a disease of debility.

In every case of puerperal fever, stupes and
poultices over the entire abdomen are required,
and the accoucheur should himself see that these
are properly employed, or only entrust this duty
to a very careful nurse. Great relief will gene-
rally be experienced from stuping the patient’s
abdomen for some time with cloths wrung out
of hot water, sprinkled with turpentine, and ap-






CHAPTER XXV.

ON THE THIRD ORDER OF DIFFICULT LABOURS---
CRANIOTOMY AND CEPHALOTRIPSY.

TuE third order of difficult labour includes all
cases of tedious labour in which the presentation
1s natural, but in which the difficulty is so great
that it is considered necessary either to lessen
the bulk of the child, or else to provide for it a
passage larger than the mnatural one. The first
object may be accomplished by the use of instru-
ments such as the perforator and crochet, the
cranioclast, and the cephalotribe, the use of
which is incompatible with the birth of a living
child. The second object may be attained by
the Cmsarean section, and according to some
authorities by the sigaultean operation, or divi-
sion of the symphysis pubis.

The causes of the third order of difficult labours
are chiefly the various deformities to which the
pelvis is subject, whether resulting from rickets,
mollities ossium, congenital malformations of the
pelvis, or bony tumours. It may also be occa-
sioned by diseases of the soft parts, intra-uterine
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fibroid, and other tumours, ovarian and vaginal
tumours, cicatrices, contractions and occlusions
of the os uteri and vagina. The feetus may be
so malformed or disproportioned that it cannot
pass through the natural passages, and this may
result from simple disproportion, the feetus being
very large or the passages very small, or from
either maternal or festal deformity or disease.

The various malformations of the pelvis, and
the mode of diagnosing them, have been explained
in the first chapter of this work.

In these cases, if consulted sufficiently early,
we have to choose between those operations by
which the child is certainly destroyed to afford a
better chance of safety to the mother, and those
by which a chance of life is afforded to both. It
is obvious that no more serious and importang
problem can be entertained, involving, as tnis
does, the life or death of one if not two individuals,
whose fate hangs on the judgment and deter-
mination of the accoucheur in such cases.

The rule of British midwifery practice is that
laid down in the last edition of this work (p. 135),
and expressed in almost similar terms by nearly
all the other standard British obstetric writers—
i.e. that ¢our reasons for operating should be
drawn entirely from the state of the mother,
which ought also to determine our choice of
instruments,” the paramount consideration in
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such cases being the safety of the mother, to
which, in accordance with this rule, everything
else must be sacrificed.

The cases in which craniotomy is required is a
subject on which much difference of opinion
exists ; and I shall therefore, in the first instance,
quote the rules approved of by the majority of
British obstetric writers, such as Dr. Churchill,
- Dr. Maunsell, Dr. Ramsbotham, Dr. Meadows,
and Dr. Barnes, and then give my own views on
this subject, and my reasons for dissenting from
those of such eminent authorities.

According to the above-named writers, cranio-
tomy is required when the pelvis is so deformed
that the narrowest diameter at the brim or outlet
is less than two inches and three quarters, or
three inches. 2nd. If the child be hydrocephalic
to such an extent that the head cannot pass
through a normal pelvis. 3rd. Where the child
is so wedged in by two or more parts presenting,
that it cannot be extracted by the forceps. 4th.
In some cases of great flooding before delivery,
in which the forceps cannot be applied. 5th. In
similar cases of convulsion, rupture of the uterus,
and other varieties of complex labour. 6th.
Where the pelvis is so occupied by tumours as
to prevent the passage of the child. 7th. When
the child is dead and the labour protracted.

For my own part, I can only agree with the
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last of these rules, namely, that ﬁra.nintnmy is
required in cases of very protracted labour when
the child is dead, to save the mother from the
serious ill consequences of tedious labour. In
all the other cases we are, I think, bound to con-
sider duly the comparative advantages offered by
other operations, such as version as a substitute
for craniotomy, the application of the long for-
ceps, hysterotomy and the induction of premature
labour, as compared with craniotomy.

Craniotomy is an operation which should be
only regarded as a measure of necessity, and
never as one of election. That is to say, that
whenever delivery may be otherwise accomplished,
craniotomy should not be thought of. The cases
in which this cruel operation is required are very
few and far between. Thus in my own practice,
before and since my connection with the largest
Lying-in Hospital in Great Britain, I have never
performed on a living child, what Dr. Radford
has described as ¢that dreadful expedient, nay,
shall T not call it murderous operation, crani-
otomy.’ *

The late Sir James Simpson thus expresses
himself en this subject. He says—¢Formerly
medical practitioners seem to have thought little,
and medical writers said little, regarding the

¥ Radford on the Cxsarean Section, &e., p. 64,
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very repulsive and revolting character of cranio-
tomy when performed, as it frequently was, when
the child was still living. . . . But, perhaps, ere
long, it will become a question in professional
ethics, whether a professional man is, under the
name of a so-called operation, justified in delibe-
rately destroying the life of a living human
being.’

Craniotomy is thus performed:—the patient
being placed in the ordinary obstetric position,
and her bladder and rectum being previously
emptied, the operator introduces two fingers of
his left hand into the vagina up to the child’s
head ; guided and protected by these, so as to
avoid injuring the soft parts, the perforator is
then introduced by the accoucheur’s right hand
up to the point of the head that presents, into
which it 1s inserted till the skull be pierced.
The blades are then pushed in as far as their
shoulders, and the handles are forcibly separated
by an assistant—at first in the position in which
they were originally placed, and again at right
angles to this, so as to make a erucial opening,
through which the brain, which is broken up by
pushing the instrument in_all directions through
the cerebral structure, may escape. It is geme-
rally recommended that some time should now
elapse, to allow the skull to collapse, after which
the crochet is to be passed in with the same pre-
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caution as the perforator, and being fixed on the
edge of the perforated bone, the operator’s fingers
acting as a point d'appui on the opposite side
of it, to prevent slipping and laceration, the head
is to be drawn down by force in the direction of
the axis of the pelvis.

The dangers of craniotomy are many and great.
In the first place, the perforator, or crochet, may
slip on the way to the head of the child, or from
it, and may lacerate the vagina or uterus. Se-
condly, the perforator has been known, as Dr.
Barnes says, ¢to strike the promontory of the
sacrum, or lacerate the cervix uteri. Thirdly,
spicula of cranial bones resulting from perfora~
tion may scratch or tear the soft parts’ Fourthly,
the shock inflicted on the patient’s nervous sys-
tem is greater and more lasting in its effects than
when the foreeps, or version, have been resorted
to. Fifthly, inflammation of the uterus, or
vagina, is a not unfrequent sequence of cranio-
tomy.

The mortality to the mother, for whose sake
the child is often sacrificed, in craniotomy cases is
higher than is the case when any other recognised
midwifery operation, with the exception of the
Caesarean section, is performed. This has been
conclusively proved by Dr. Churchill’s admirably
arranged statistics, by which it appears that in
eight hundred craniotomy cases, one hundred and



CRANIOTOMY AND CEPHALOTRIPSY. 281

forty-one of the mothers, or almost one in five
and a half, were lost. If we compare this with
the result of any of the obstetric operations by
which it is attempted to save both mother and
child, we find that the mortality in craniotomy
cases is much more unfavourable to the mother
than it is in those cases which are delivered by
version, the long forceps, or the induction of
premature labour.

~ The cephalotribe is a pair of forceps of great
length and strength, the blades of which can be
very forcibly and closely approximated together
by means of a serew placed in the handle. The
object of this instrument is to compress and
crush down the feetal skull after perforation has
been effected. The cephalotribe was invented
by M. Baudeloque, and has since been variously
modified by the late Sir James Simpson, Dr.
Kidd of Dublin, Dr. Braxton Hicks, and others.

A new mode of performing embryotomy in cases

of extreme pelvic deformity, by means of Weisse’s
Ecraseur, was recently demonstrated before the
Obstetrical Society of London by Dr. Barnes.
But as I am not aware that this operation has
been carried into practice, I need not dwell on
the mode of performing it.
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CHAPTER XXVI.

ON THE CAESAREAN OPERATION.

IN British midwifery practice the Ceesarean sec-
tion is so rarely performed that few English
practitioners have any opportunity of witnessing
it. Thus in the largest obstetric institution in
this country, the Rotunda Hospital, but one case
of the Casarean operation has occurred from its
foundation in 1757 to the present time.
Therefore, as two cases of this kind have come
under my observation, in one of which I operated
myself, I venture to speak with more confidence
on the subject than I would otherwise do. The
statistics of this operation show that rather less
than one half of the patients operated on re-
cover, and that about three-fourths of the number
of children are extracted alive. In this country
the mortality occasioned by the Ceesarean section
is far higher than it is on the Continent. The
reason of this is that the operation is not resorted
to here till all other means having failed, and the
patient being exhausted by a tedious and painful
labour, the Casarean section is performed as the




ON THE CXESAREAN OPERATION. 283

dernier recours of the practitioner, and the last
chance of the mother. The only wonder is that
an operation performed under such unfavourable
circumstances should have succeeded even as
often as it has done. Dr. Churchill, with his
wonted research, has collected out of the records
of British and American practice eighty cases of
hysterotomy, in which twenty-three mothers
were saved and fifty-seven lost, or more than two- -
thirds. In seventy-seven of these cases the result
to the child is thus stated, forty-four were saved
and thirty-three were lost, or nearly one-half.

In foreign practice, where the operation is
resorted to under more favourable conditions,
the results are more successful. Thus M. Duf-
feillay collected the cases which are recorded from
1858 to 1864, and states that in these cases there
had been seventy-five per cent. of recoveries.
This must be confessed, however, to be far more
favourable than the results reported by any other
writer. Dr. Churchill, for example, has collected
from foreign authorities a large number of cases,
the result of which was that one-half of the total
‘number proved fatal to the mothers, and one-third
of the children extracted were still-born.

In several instances the Ceasarean section has
been repeatedly performed on the same patient ;
and one case 1s recorded in which this operation
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was repeated seven times on the same woman by
her own husband !

The most frequent cause of the Casarean sec-
tion is extreme deformity of the pelvis, resulting
from mollities ossium, or rickets.

Dr. Radford* has collected the history of
seventy-seven cases, in which the Caesarean section
has been performed in Great Britain. In these
cases the operation was caused by mollities ossium
in forty-three instances; by rickets in fourteen;
by fibrous or other tumours in the pelvis in six ;
by congenital distortion of the pelvis in one;
by an exostosis from the sacrum in two; by
fracture of the pelvis in two; by carcinoma of
the os and cervix uteri in two; and in seven cases
the cause which led to the performance of the
Ceesarean section is not recorded.

The rule approved of by the majority of British
obstetricians is, that the Caesarean section is justi-
fied only when the pelvis is so contracted that a
dead or mutilated child cannot be delivered per
vias naturales with safety to the mother. This
rule, as will be seen in the following remarks, I
do not coincide with.

In several of the reported British cases of hys-
terotomy, the operation was not resorted to until
embryotomy had been first performed and failed,

# ¢ Observations on the Cmsarean Section and other Obstetrie
Operations. By Thomas Radford, M.D., p. 4. Manchester: 1865.
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owing to the pelvis being so deformed that it
was found impossible to drag the feetus, even
after mutilation, through it. Under these cir-
cumstances the Cssarean section has been per-
formed, for no practitioner would suffer a patient
to die undelivered with a mutilated feetus still
in utero. Bnt would not the patient have been
afforded a far better chance of safety, if the
living child had been extracted by the Casarean
section, without subjecting the mother to the
additional risk of craniotomy, as well as the pro-
tracted suffering and danger of tedious labour ?

I do not here speak of the moralityin such a case,
of destroying an unborn child which might have
been possibly extracted alive by the Ceesarean sec-
tion, with a fair chance of safety to its mother.
This point is one on which I have always enter-
tained, and have not hesitated to express, a very
strong opinion. I do not believe that we are
morally justified in destroying either mother or
child for any purpose. But this topic is not one
to be discussed in a work such as this. I have
therefore merely expressed my own opinion, as
well as given that generally held and acted on in
this country.

Extensive malignant disease of the os or cervix
uteri, so situated as to prevent its dilatation
during labour, has in some instances required
and led to the performance of the Casarean

U
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section. In cases of extra-uterine feetation, where
there is danger to the mother’s life from the
bursting of the cyst containing the feetus, when
pregnancy is sufficiently advanced, this operation
has been recommended. It has also been advised
in some cases of rupture of the uterus occurring
during labour, and in cases of rapidly developing
malignant disease, especially if attended with
much hemorrhage, or where the disease is
rapidly undermining the patient’s health and
enfeebling the feetus.

The Caesarean section should be resorted to
immediately after death, if a pregnant woman
dies undelivered, for the purpose of rescuing the
child. The child in utero may, in cases of
sudden death from violence or disease, survive
its mother much longer than is sometimes sup-
posed ; or, as Dr. Burns expresses it,—¢ The uterus
may live longer than the body, and after the
mother has been quite dead, the child still con-
tinues its functions.’ This is borne out by
analogy ; for in some of the lower animals it has
been proved that the feetus will live separately
for some time if the membranes be unruptured.
Harvey says:—¢Children have been frequently
taken out of the womb alive hours after the
death of the mother,” Dr. Jackson recovered an
infant half-an-hour after the death of the mother.
I have myself failed to resuscitate the child in a
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case in which I extracted it by the Casarean
section within fifteen minutes after the mother’s
death. There can be no doubt, however, of the
fact that living children have been thus ex-
tracted a considerable time after the mother’s
death ; and it is therefore our duty, whenever a
pregnant mother dies undelivered, to afford this
chance of life to the child.

With regard to the best period of pregnancy,
I perfectly agree with Dr. Greenhalgh’s obser-
vation at the Dublin meeting of the British
Medical Association, namely, that ¢greater
success would attend our endeavours if all cases
were operated upon at or shortly after the com-
pletion of the eighth month of utero-gestation,
when the vessels are smaller, the contractile
power of the uterus greater, and the liquor amnii
relatively greater in proportion to the size of the
child. . . . A smaller incision would then be
required, less blood would be lost, and the ex-
traction of the feetus would be greatly facili-
tated.”* If the operation be deferred till labour
has set in, it should at any rate, if possible, be
performed before the rupture of the membranes.

The Caesarean section is performed in the fol-
lowing manner :—The temperature of the patient’s
room must be raised to about 78° or 80° and,

* British Medical Journal, Dec. 7, 1867, p. 518.
T2
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her rectum and bladder being emptied, she is to
be placed on a hard mattress, lying on her back.
Whether chloroform should be administered or
not in these cases is a disputed question, and
depends on circumstances. The operation is not
a very painful one, and it is important to avoid
exciting vomiting, which chloroform sometimes
does. On the other hand, the shock to the
patient’s nervous system may be diminished, and
the operation facilitated, by chloroform in some of
these cases. A careful stethescopic examination
must be made to ascertain the situation of the
placenta, which is to be avoided.

The operation consists in a bold incision eight
or ten inches in length extending along the linea
alba from below the umbilicus to a short distance
above the pubis. Great care must be taken not
to wound the bladder or cut through the umbi-
licus by this incision. The first incision should
be made through the integuments, fascia, and
tendon of the linea alba, and not wound the
peritoneum, which should be carefully divided
on a director. The uterus will now be exposed,
and is to be laid open by rapidly, but ecarefully,
dividing its muscular tissue in the situation of
the body, avoiding the fundus and cervix uteri, as
well as the situation of the placenta, in so doing.
The incision through the uterus, which is to be
somewhat shorter than that through the abdo-
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minal parietes, will expose the membranes.
These must be ruptured, and the liquor amnii
taken up by the sponges which the assistants
have in readiness for the purpose, while the
operator introduces his hand through the wound,
seizes the child by the feet, and extracts it as
quickly as possible, great care and promptitude
being necessary to prevent the neck of the feetus
being caught by the contracting edges of the
uterine wound. The placenta and membranes
must be then immediately removed, and a small
probang or elastic catheter passed down through
the os uteri to clear the passage for the escape of
the discharges.

No sutures are required in the uterus, as this
organ rapidly contracts after the extraction of the
child, and thus diminishes the size of the incision
to a mere slit, which in favourable cases soon
unites.

Before closing the external wound, if any
hemorrhage or escape of liquor amnii has taken
place into the abdominal cavity, it should be
lightly and rapidly sponged out by the assistants.
The edges of the wound may now be brought
together. This is generally done by means of
interrupted silver sutures, which are sometimes
recommended to be passed through the perito-
neum as well as the abdominal parietes, so as
to ensure the union of the former membrane ; or
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by means of the uninterrupted silk suture, which
Dr. Spencer Wells used with success in one case.
The great point is to secure the complete closure
of the wound. This should be assisted by straps
of adhesive plaster between and above the sutures,
and over all this either cold water, or, perhaps,
Lister’s carbolic dressing should be placed.

The duties of the assistants, of whom there
should be two at hand, as well as an experienced
nurse, are almost as important as those of the
operator during the performance of the Casarean
section. Their chief business is to prevent the
extrusion of the intestines by guarding them in
sitw, by warm flannels over the exposed abdominal
cavity, and afterwards to prevent their strangu-
lation in the uterine wound, or during the
approximation of the abdominal incision, and to
restrain hemorrhage on the escape of the liquor
amnii into the peritoneal cavity.

The after treatment is most i1mportant to
attend to, as some of the deaths after the Casa-
rean section have resulted from neglecting this
rather than from the operation itself. Immedi-
ately after the operation a full opiate should be
given, and this may be generally best administered
in a little brandy. Vomiting should be at once
checked by diluted hydrocyanic acid, creasote,
and ice. After some hours the patient’s strength
may be supported by a little chicken broth or
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CHAPTER XXVII.

ON VERSION AS A SUBSTITUTE FOR CRANIOTOMY OR
THE LONG FORCEFS.

THE practice of turning in some cases of con-
tracted pelvis was revived a few years ago on the
authority of the late Sir James Simpson. This
idea, however, I believe first originated with an
* Irish accoucheur, Sir Fielding Ould, the second
Master of the Rotunda Hospital, whose views on
this subject, published in his ¢ Practice of Mid-
wifery,” in 1742, are almost identical with those
now enforced.

The cases of head presentation, in which ver-
sion is recommended by Dr. Barnes and other
recent writers, are cases of difficult labour arising
from slight disproportion between the passage
and the body to be propelled through it, and
caused by pelvic contraction, or by the feetal
head being larger or more firmly ossified than
usual.

The grounds on which turning is recommended
in such cases in preference to the long forceps,
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or craniotomy, are thus stated: The base of the
skull is narrower than the inter-parietal dia-
meter, and the head is more compressible under
tractile than under expulsive efforts ; or, as other-
wise expressed, the head will pass through the
strait of the pelvis more easily when the base
comes first than when the vertex comes first.
Another and a very important reason for this
operation is, that it may be attempted at a
much earlier period of labour than craniotomy,
and therefore affords the mother a better chance
of safety.

Some eminent obstetricians do not coincide
with these views. The weight of modern as well
as former authority is, I think, in favour of the
operation of turning, under the ecircumstances
already referred to. The risk to the mother is
not increased by this operation, when properly
and judiciously performed; and with regard to
the child, as Dr. Barnes says: ¢It is enough to
~ Jjustify the operation if we save a child now and
then. I believe, however, that exercising reason-
able care in selection of cases, and skill in execu-
tion, more than one-half the children may be
saved ; and to save even one child out of twenty
is something to set off against the deliberate
sacrifice of all.’ *

# ¢ Lectures on Obstetric Operations,’ by Robert Barnes, M.D.
London, 1870, p. 276.
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CHAPTER XXVIII.

ON THE INDUCTION OF PREMATURE LABOUR.

TrE induction of premature labour for the pur-
pose of saving both mother and child from some
grave risk, which would be imminent to either if
gestation went on to its full period, has only lately
come to be justly regarded as a legitimate, and in
certain cases most valuable, obstetric operation.

This operation affords us what must be re-
garded as the greatest desideratum in midwifery,
namely, a substitute, in fitting cases, for both
craniotomy and the Cwesarean section.

In the year 1756, we learn from Denman, that
a meeting of obstetricians was held in London,
for the purpose of discussing the propriety of this
operation, and at which its performance was sanc-
tioned. Shortly afterwards it was performed
with success by Dr. Macaulay and Dr. Kelly, the
latter of whom operated thus three times in suec-
cessive pregnancies on the same patient. Still
the operation met with great opposition in France
as well as in England, and has not until very
lately been fully approved of in this country.
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The induction of premature labour would be a
criminal offence if attempted before the period
at which the feetus is viable ; that is, as a rule,
before the completion of the seventh month of
pregnancy, or for any purpose but that of saving
the lives of both mother and child under the cir-
cumstances just referred to.

This operation is justifiable in the following
cases : first, where such an amount of pelvie
deformity or disease exists as to prevent the safe
passage of a full-grown feetus, but in which a
viable feetus may nevertheless pass through the
pelvis; secondly, in cases in which, as sometimes
happens, the foetus perishes in successive preg-
nancles at a certain period of utero-gestation, at
which extra-uterine life is possible ; thirdly, in
some cases in which at the same period the preg-
nancy 1s complicated by convulsions, cancer,
or fibrous tumours of the uterus, incontrollable
vomiting, serous effusions into the pleura or
peritoneal cavities resulting from pregnancy,
rupture of the uterus in previous labours, and
great ante-partum hemorrhage. All these and
some other cases, under certain circumstances, for
a full consideration of which I would refer more
particularly to the writings of Dr. Churchill and
Dr. Barnes on this subject, have led to and
justified the induction of premature labour as
soon as the feetus was viable.
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The means by which premature labour may be
induced are chiefly mechanical, as all the drugs
which were supposed to be effectual in this way
are either useless and uncertain, or dangerous to
mother and child. The other agents resorted to
for this purpose all act on the uterus by exciting
reflex nervous action.

No practitioner should ever undertake the
responsibility of inducing premature labour on
himself. This operation should always be first
sanctioned by a full and deliberate consultation
of the best practitioners whose advice can be
obtained.

Rupture of the membranes was until of late
years the only mode of inducing premature
labour, and it still remains a certain, and per-
haps the safest, means of effecting this object.
The best way of performing this operation is that
recommended by Hopkins many years ago, i. e.,
‘to pass the hand some distance between the
ovum and the uterine walls, and then to tap the
amniotic sac at a point distant from the os. By
this mode it was sought to provide for the gra-
dual escape of the liquor amnii.’ The direct
rupture of the membranes may also be accom-
plished by the passage of an ordinary gum elastic
catheter, with half an inch of the top cut off,
through the os uteri just into the uterus, and
then passing the stillet through the catheter so
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as to puncture the membranes, and allow the
liquor amnii to drain away.

A very effectual but very dangerous method
of inducing premature labour is the intra-uterine
douche, first proposed by a German writer in
1825, and thirty years afterwards again brought
into notice by the late Sir James Simpson, and
modified and improved on by Dr. Sinclair, of
Dublin, who has devised a very effectual double-
cylinder syringe for this purpose. The operation
consists in throwing alternate streams of cold
and tepid water against the os uteri by a vaginal
syringe ; this may be continued for about ten
minutes at a time, and repeated at long inter-
vals till the desired effect be produced. This
generally takes place after the third or fourth
douche: but in one case, related in Drs. Johnston
and Sinclair’s ¢ Practical Midwifery,” labour did
not set in until after the application of fifteen
douches.

The vaginal, and especially the intra-uterine
douche, however cautiously they may be used for
the purpose of inducing premature labour, are
always hazardous and attended by great danger
of causing the mother’s death. In such cases
the cause of death is generally the entrance of
air into the uterine sinuses, or, according to Dr.
Churchill, of fluid into the peritoneal cavity
through the Fallopian tubes. A fatal case of
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this kind came under my own observation about
two years ago, and would make me hesitate very
much before again taking part in this operation
with the intra-uterine douche. ,
The separation of the membranes for two or
three inches round the os, either by the finger or
a soft flexible bougie passed through the os, has
been recommended by several eminent authori-
ties for this purpose. The dilatation of the os
uteri by sponge tents was also resorted to,
amongst others by the late Sir James Simpson.
Dr. Barnes prefers to effect the dilatation of the
cervix uteri by a peculiarly formed elastic ¢ fiddle-
shaped’ bag, which is introduced into the cer-
vical canal and dilated until the cervix will
admit three or four fingers, after which the
membranes are ruptured and the dilator again
employed until the parts are sufficiently ex-
panded to admit of the birth of the child. A
necessary preliminary to Dr. Barnes’ operation is
the introduction of a piece of elastic bougie
into the uterus, between it and the membranes ;
this is suffered to remain in situ for several hours

before the second part of the operation is under-
taken.
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CHAPTER XXIX.

ON INVERSION OF THE UTERUS.

InvERrsioN of the uterus is one of the rarest and
most dangerous complications of labour. Thus,
in the Dublin Lying-in Hospital but one case of
this kind has occurred, although over 192,000
women have been delivered-in the institution.

Inversion of the uterus may be either acute or
chronic. In the following remarks we shall con-
fine ourselves to the consideration of the former.
The term acute inversion of the uterusis limited
to those cases of this accident which are of recent
occurrence and which come under our notice im-
mediately after their occurrence, or at least
during the period within which the physiological
changes which take place in the uterus after par-
turition are still going on. Subsequently to
this period the case becomes one of chronie in-
version.

There are three distinct forms or rather de-
orees of inversion of the uterus. In the first
there is merely a cup-shaped depression of that
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portion of the fundus to which the placenta was
attached. In the second, this depression is con-
verted into a regular intussusception of the
upper portion of the uterus, which is forced down
towards the os. The third variety of this acci-
dent is complete inversion, the fundus and body
of the uterus being completely displaced pass
through the cervix and os, which in extreme
cases 18 also turned inside out, and protrude from
the vulva.

Inversion of the uterus may result from morbid
growths within the womb, as well as a complica-
tion of parturition. The latter is, however, seven
times more frequent than the former.

The most frequent cause of inversion of the
womb is unskilful management of the third stage
of labour; the uterus being inverted in fully
nine-tenths of all the cases recorded of this acci-
dent by undue traction on the cord, or excessive
pressure over the fundus, but most generally by
forcible traction on the funis, to hasten the expul-
sion of the placenta.

It is important to bear in mind that inversion
of the uterus may take place spontaneously and
quite irrespective of any malpractice. These cases
are exceeding rare.

In some instances on record this accident ap-
pears to have been produced by other causes
besides that just mentioned, as for example, by

X
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shortness of the funis, by the pelvis being abnor-
mally capacious, by delivery taking place when
the patient was in the erect position, by preeipi-
tate labour, by the patient making extraordinary
expulsive efforts to force off the placenta. These
causes and others have been assigned for some of
the published cases of this kind. But, after all,
the fact is indisputable that the usual cause of
inversion of the uterus is improper traction on
the funis in the third stage of labour, the placenta
being still adherent to the uterus.

As the accident is fortunately so rarely met
with in Dublin midwifery practice I shall make
no apology for giving the following abridgment
of a case I recently published in a monograph on
this subject. Some months ago whilst lecturing
at the hospital (May 19, 1870), I was sent for
by a medical practitioner to assist him in a labour
case. On my arrival, within a few minutes, I
found the patient in a state of collapse, pulseless,
icy cold, blanched, respiration sighing, and ex-
hibiting all the symptoms which generally attend
cases of great hemorrhage. That this had taken
place was evinced by the saturated condition
of the patient’s bed. The uterus was com-
pletely inverted, and was protruding between:
her legs, with the placenta firmly adherent to
the fundus, from which a considerable draining
of blood was still going.

The history of the case was as follows:—The
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patient, a young woman aged eighteen, who
had been married in her fifteenth year, was
delivered of her third child that afternoon at
a quarter past four o’clock. She had a very
quick and easy labour, although the membranes
ruptured early. After the birth of the child
there was considerable hemorrhage during the
third stage. The midwife endeavoured to press
the placenta off, and failing to do so, intro-
duced two fingers into the os to ascertain, as she
stated, if the placenta was adherent or not:
directing another woman meanwhile to make
firm pressure over the fundus uteri. She denied
making any traction on the cord at this moment,
when, suddenly, and as she alleged from the
pressure over the fundus, the womb became com-
pletely inverted and was extruded from the
vulva. Dr. Torney was now cailed in, and on his
arrival, finding the woman pulseless and con-
sidering the serious nature of the case, sent up
to the hospital for further assistance, and, in the
meantime, very judiciously administered stimu-
lants and applied a sinapism over the heart.
When I arrived the woman was in the condi-
tion just described, and accordingly, having first
administered as large a quantity of brandy and
ammonia as I could get her to swallow, I at once
proceeded to peel off the placenta which was
morbidly adherent to a great part of the fundus.

X 2
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She was lying in a pool of blood when I exam-
ined her, and the hemorrhage was going on to a
considerable extent before and during the opera-
tion, but was not increased by it. On the con-
trary, it stopped almost immediately after it. I
then returned the uterus, still inverted, com-
pletely within the vagina ; the part that extruded
last being the first returned, and applying pres-
sure steadily to the fundus, with great difficulty
succeeded in pushing it through the inverted
cervix, there being a persistent convexity of the
fundus uteri which it took some time to over-
come, I now had the satisfaction of feeling
the uterus spring out back into the pelvis be-
fore my hand and resume its normal condition.
Dr. Torney also introduced his hand and found
the parts in their natural situation. We gave
twenty drops of Battley’s Liquor Opii with aro-
matic spirits of ammonia. She was still cold
as death, jactitating, colourless and pulseless. I
should now have at once resorted to transfusion,
as the last and only hope of saving the patient’s
life. But, unfortunately, the circumstances of
the case were such as to render this operation
impossible, there being no one at hand to fur-
nish the vital fluid to be injected, nor was there
the necessary apparatus at our command, and
hence, most reluctantly, I was obliged to aban-
don the idea of transfusion.
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We applied fresh mustard sinapisms over the
heart and to the calves of the legs, and hot jars
were put to the feet. There was now hardly any
draining from the vulva, and we bound her up
and applied a large compress over the uterus,
which was firmly contracted. The brandy and
ammonia was administered by the spoonful every
few minutes. Her head was lowered, and finding
the vital powers still failing, we again gave thirty
drops of Battley’s Liquor Opii in some brandy
with ammonia. Despite all our efforts, however,
she sank rapidly and died before seven o’clock in
the afternoon.

The symptoms of inversion of the uterus are
always of a very grave and alarming character.
Amongst them, the most constant and most pro-
minent are the occurrence of a sudden and in-
tense bearing-down pain in the womb at the
moment the accident takes place. This is, almost
invariably, immediately followed by a feeling of
faintness and exhaustion, and the setting in of
sudden collapse. The pulse becomes rapid, weak,
and intermittent ; the skin is cold and clammy,
vomiting or nausea is complained of, the respira-
tion is hurried and sighing, the patient tosses
about moaning  continually, and soon becomes
unconscious. These symptoms are, of course, all
aggravated by the profyse hemorrhage which
generally attends inversion, and which is said
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to be greater in cases of partial than in com-
plete inversion of the uterus. Cases of this kind
accompanied by collapse have, however, been re-
corded in which little or no hemorrhage was ob-
served. On examining the parts, if the inversion
be complete, the nature of the case will be evi-
dient ; but if it be only partial, or in the second
degree, we must institute a vaginal examination,
when a tumour will be found in the pelvis. This
tumour will be globular in form, dipping down
into a cul de sac about an inch or more in depth,
within the os uteri.

If the case be one of simple depression of the
fundus, the first degree of inversion, it will not
be possible to reach the inverted part without
introducing the hand within the uterus. But
here we must, as in all these cases, examine
with the hand above the pubis, when, if the ease
be one of complete inversion, or even of extreme
introversion, we shall not find the hard, contracted
uterine tumour in the natural position ; and, if
the case be one of depression of the fundus, we
shall be able to trace the outline of the depressed
part by an examination through the abdominal
parietes. -'

Though it would be almost impossible that
complete inversion could be overlooked ; yet, it
1s by no means impossible that partial inversion
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might not be at once recognised. Hence, if a
patient after delivery complains of sudden, in-
tense bearing-down pain, or evinces symptoms of
collapse and shock, not to be accounted for by
any form of hemorrhage, the practitioner should
bear in mind the possibility of the case being
one of inversion, and at once institute a vaginal
and abdominal examination ; and if he does not
find the globular fundus uteri in its normal posi-
tion, or if he discover any tumour projecting
into the vagina, he should consider and treat the
case as one of partial inversion.

In the treatment of inversion of the uterus
success or failure is mainly determined by the
promptitude of the accoucheur in effecting the
reduction of the displaced organ. For if this be
postponed sufficiently long to allow the uterus to
contract completely, replacement will be impos-
sible, and the patient will either perish at once
from hemorrhage and shock, or survive, the vietim
of the most distressing uterine suffering.

The difficulty of replacing a completely in-
verted uterus results from the constriction of the
inverted part of the cervix. Every hour that
elapses before replacement is attempted greatly
increases the tumefaction of the protruded organ,
and the pressure of the neck of the uterus,
through which it must pass, until reduection
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through the undilated cervix becomes imprac-
ticable. The case is now closely analogous to one
of stlanfrula,ted hernia.

Denman found it impossible tn replace an
inverted uterus four hours after the accident.

The question of removing the placenta, or not
removing it, before attempting the replacement
of the inverted uterus is one on which the opi-
nions of obstetricians are almost equally divided.
Our limits do not enable us to consider the argu-
ments which are adduced in favour of either
practice.

Amongst Dublin obstetricians the weight of
authority is in favour of removing the placenta,
if adherent, before attempting to reduce the in-
verted uterus. Dr. Johnston, by his example and
precept, strongly supported this practice, which
is also advocated by the most eminent Irish
midwifery authorities; as for instance, by Dr.
Churchill, Dr. MecClintock, Dr. Denham, and
others no less distinguished. Independent of all
authorities, however, the Dublin practice in such
cases has, I think, the weight of common sense
to support it.

In attempting to return the inverted uterus
to its natural situation, the part last protruded
through the cervix must be that first replaced.’
In doing this, it is always essential to bear in
mind the direction of the axes of the pelvis, and
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to press the uterus at first upwards and back-
wards into the hollow of the sacrum, and then
upwards and forwards through the brim, in such
a direction laterally as to avoid the promontory
of the sacrum.

The mode of effecting the reduction of the
displaced uterus, although the subject of much
controversy, is in reality simple enough. The
placenta, if adherent, having been quickly de-
tached, the displaced uterus is to be grasped in
the operator’s right hand and pushed gently but
firmly, in globo, into the vagina, the cervix being
first returned. No attempt to replace the uterus
should be made until the organ is fairly within
the vagina, as otherwise a double inversion would
be produced. When the uterus has been pushed
as far within the vagina as possible, steady pres-
sure should be made with the pulp of the fingers
within the vagina on the fundus, which should
thus be pressed through the cervix. Great cau-
tion is required in this operation to prevent the
pressure exceeding the resisting powers of the
uterine walls, or else a fatal laceration of the
fundus might easily be, and indeed has been,
thus produced. In this way the fundus should
be insinuated back through the cervix, when
pressure with the operator’s knuckles may be
substituted for the fingers, and continued until,
as generally happens, the uterus will be found to
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spring out of itself, upwards and forwards, ¢ like
a bottle of india-rubber when turned inside out,’
as Dr. Churchill says, and thus the womb resumes
its natural situation. The operator’s hand should
still, however, be kept in the uterus until, as
occurred in the case narrated in this chapter, the
organ is found to have contracted firmly, when
it may be withdrawn. The after treatment must
now be conducted on those general principles,
already explained, which are applicable to all
cases in which much hemorrhage and a great
shock has been sustained by a parturient woman.

If the inverted uterus cannot be replaced after
our efforts have been carried as far as is compa-
tible with the patient’s safety, the uterus should
be at least pushed up within the vulva; hemor-
rhage must be restrained by astringent applica-
tions; inflammation should be met by appro-
priate treatment ; the state of the bladder
carefully attended to, and the pressure taken off
the part as far as possible by properly adjusted
bandages or pessaries. The further treatment
of the case under these circumstances is not a
question for consideration in a treatise on mid-
wifery, as the case is now one of chronic inversion
of the uterus, a subject which will be more
properly discussed in a work on the diseases of
women.
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A HISTORICAL ACCOUNT of the NEUTRALITY of GREAT BRI-

TAIN DURING the AMERICAN CIVIL WAR. By MOUNTAGUE BER-
WARD, BML.A, Chichele Professor of International Law and Diplomacy in the
University of Oxford. Royal 8vo. 16s.

The CONSTITUTIONAL HISTORY of ENGLAND, since the Acces

sion of George III, 1760—1860. By Sir THoMAS ERSKINE MY, C.B. Second
Edition. Cabinet Edition, thoroughly revised. 3 vols. crown 8vo, price 18s,

The HISTORY of ENGLAND, from the Earliest Times to the Year

1865. By C.D.YoxGE, B.A. Regius Professorof Modern History in Queen’s
College, Belfast, New Bdition. Crown 8vo. price 7s. 6d.
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The OXFORD REFORMERS—John Colet, Eragsmus, and Thomas

More ; being a History of their Fellow-work. By FREDERIC BEEBOHM,
Second Edition, enlarged. 8vo. 14s.

LECTURES on the HISTORY of ENGLAND, from the earliest Tunes

to the Death of King Edward II. By WII.I.I..!.M LoweMaxN., With Maps
and Illustrations. 8vo. 15s.

The HISTORY of the LIFE and TIMES of EDWARD the THIRD.

By WirLriam Loxwaaan, With 9 Maps, 8 Plates, and 16 Woodents, 2 vols.
8vo. 28s.

The OVERTHROW of the GERMANIC CONFEDERATION by

PRUSRSIA in 1866, By Sir ALEXANDER MALET, Bart. K.C.B. With 5 Maps,
Svo. 18s.

WATERLOO LECTURES; a Study of the Campaign of 1815.

Colonel CHARLES C. CHEEHET, R.E. late Professor of Military Art and
History in the Staff College. New Edition. 8vo. with Map, 10s. 6d.

HISTORY of the REFORMATION in EUROPE in the Time of

Calvin. By J. H. MErLE D’AveieyE, D.D. Vous. L aud I1. 8vo. 28s.
Vor. IIL 125, Vor.IV.16s. Vori.V. price 16s.

ROYAL and REPUBLICAN FREANCE. A Series of Essays reprinted

from the Edinburah, Quarterly, and British and Foreign Reviews. By
Hexny REEVE, C.B. D.C.L. 2 vols, 8vo. price 21s,

CHAPTERS from FRENCH HISTORY; §St. Louis, Joan of Are,

Henri IV. with Sketches of the Intermediate Periods. By J. H,
GURKNEY, M.A. New Edition. Fep. 8vo. 6s. 6d.

MEMOIR of POPE SIXTUS the FIFTH. By Baron HueNer. Trans-

lated from the Original in French, with the Author’s sanction, by HUBERT
E. H. JErRNINGHAM. 2 vols. 8vo. price 24s. [Nearly ready.

IGNATIUS LOYOGLA and the EARLY JESUITS. B}' STEWART RD.B!'.'
New Edition, revised. 8vo. with Portrait, price 16s.

The HISTORY of GREECE. By C. TmirrwaArr, D.D. Lord Bislmp
of §t. David’s. 8 vols. fep. 8vo. price 28s, |

GREEE HISTORY from Themistocles to Alexander, in a Series of

Lives from Plutarch. Revised and arranged by A. H. CrovgH, New |
Edition. Fep. with 44 Woodcuts, 6s.

CRITICAL HISTORY of the LANGUAGE and LITERATURE of
Ancient Greece. By WiLrLiaM MURE, of Caldwell. b vols, 8vo. £3 9s.

The TALE of the GREAT PERSIAN WAR, from the Histories of
Herodotus. By GeorckE W.Cox, M.A. New Edition. Fep. 8s. 6d.

HISTORY of the LITERATURE of ANCIENT GREECE. By Pro-
fessor K. O, MULLER. Translated by the Right Hon. Sir GEoRGE COENE-
WALL LewiIs, Bart. and by J. W. DoNAvLpson, D.D. 3 vols. 8vo. 21s.

HISTORY of the CITY of ROME from its Foundation to the Sixteenth

Century of the Christian Era. By THoumas H. Dyer, LL.D. Svo. with 2
Maps, 15s.

The HISTORY of ROME. By Witriam Iune, English Edition,
translated and revised by the Author. Vouis. I and II. 8vo. price 30s.

HISTORY of the ROMANS under the EMPIRE. By the Very Rev.
C. MERIVALE, D.C.L. Dean of Ely. 8 vols. post 8vo, 48s. .
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The FALL of the ROMAN REPUBLIC; a Short History of the Last
Century of the Commonwealth. By the same Author. 12mo. 7s. 6d.

THREE CENTURIES of MODERN HISTORY. By Cumaries Duxe
YoxaE, B.A. Regius Professor of Modern History and English Literature in
Queen'’s College, Belfast. Crown 8vo. price 7s. Gel.

A STUDENT'S MANUAL of the HISTORY of INDIA, from the

. Tarliest Period to the Present., By Colonel MEADOWS TAYLOR, M.R.A.8,
M.R.ILA. Crown 8vo. with Maps, 7s. 6d.

The HISTORY of INDIA, from the Earliest Period to the close of Lord
Dalhousie’s Administration. By JoEN¥ CLARE MARSHMAN. 3 vols. crown
8vo. 22s. 6d.

INDIAN POLITY: a View of the System of Administration in India,

By Lientenant-Colonel GEoraE CHESNEY, Fellow of the University of
Caleutta. New Edition, revised ; with Map. 8vo. price 21s,

RECREATIONS of an INDIAN OFFICIAL. By Lieutenant-Colonel
MALLESON, Bengal Staff Corps ; Guardian to His Highness the Maharaja of
Mysore. Crown 8vo. price 12s. 6d.

HOME POLITICS; being a consideration of the Causes of the Growth
of Trade in relation to Labour, Pauperism, and Emigration. By DANIEL,
GRANT. §vo. 7s.

REALITIES of IRISH LIFE. By W. StrevArT TrRENCH, Land Agent
in Ireland to the Marquess of Lansdowne, the Marguess of Bath, and Lord
Digby. TFifth Edition. Crown 8vo. price 6s.

The STUDENT'S MANUAL of the HISTORY of TRELAND. By
Mary F. Cusack, Author of ‘ The Illustrated History of Ireland, from the
Earliest Period to the Year of Catholic Emancipation.’ Crown 8vo. price 6s.

CRITICAL and HISTORICAL ESSAYS contributed to the Edinburgh
Review, By the Right Hon. LoED MACAULATY.

CABINET EDITION, 4 vols. post 8vo. 24s. | LIBrARY 'EnITION, 3 vols, 8vo. 36s.
ProPLE’s EDITION, 2 vols. crown 8vo, 8s. | STUDENT'S EDnITiOoN,1vol. er. 8vo. 6s.

SAINT-SIMON and SAINT-SIMONISH ; a chapter in the History of
Socialism in France. By ARTHUR J. BooTrH, M.A. Crown 8vo. price 7s. 6d.

HISTORY of EUROPEAN MORALS, from Augustus ‘to Charlemagne.
By W. E. H. Lecey, M A, Second Edition. 2 vols. 8vo, price 28s.

HISTORY of the RISE and INFLUENCE of the SPIRIT of
RATIONALISM in EUROPE. By W. E. H. Lecky, M.A. Cabinet Edition,
being the Fourth. 2 vols. crown 8vo. price 16s.

GOD in HISTORY; or, the Progress of Man’s Faith in the Moral
Order of the World. By Baron BuxsEN. Translated by SUSANNA WINK-
WORTH; with a Preface by Dean STANLEY. 3 vols. 8vo. price 42s.

ESSAYS on HISTORICAL TRUTH. By AxprEw Bisser. 8vc. 14s,

The HISTORY of PHILOSOPHY, from Thales to Comte. By
GeorGE HENEY LEwES. Fourth Edition., 2 vols, Svo. 32s.

An HISTORICAL VIEW of LITERATURE and ART in GREAT

BRITAIN from the Aceession of the House of Hanover to the Reign of
Queen Victoria. By J. MUERAY GramEAM, M.A. Svo. price 14s.

The MYTHOLOGY of the ARYAN NATIONS. By GeorcE W.
Cox, MLA, late Scholar of Trinity College, Oxford, Joint-Editor, with the
late Professor Brande, of the Fourth Edition of ‘The Dictionary of Science
Literature, and Art,” Author of ‘ Tales of Ancient Greece* &e. 2 vols. Svo. 285,
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HISTORY of CIVILISATION in England and France, Spain and ‘Scot-

land. By HExrRY Tmomais Buckire. iNew Edition of the entire Work,
with a complete INDEX. 3 vols, crown 8vo. 24s.

HISTORY of the CHRISTIAN CHURCH, from the Ascension of

Christ to the Conversion of Constantine. By E. BurrToxN, D.D. late
Prof. of Divinity in the Univ. of Oxford. New Edition. Fep. 3s. 6d.

SEETCH of the HISTORY of the CHURCH of ENGLAND to the

Revolution of 1688. By the Right Rev.T. V. SHorT, D.D. Lord Bishop of
St. Asaph. Eighth Edition., Crown 8vo. 7s.6d.

HISTORY of the EARLY CHURCH, from the First Preaching of the

Gospel to the Council of Nicza. A.D, 325. By ELIZABETH M, SEWELL,
Author of ‘Amy Herbert.” New Edition, with Questions. Fecp. 4s. 6d.

The ENGLISH REFORMATION. By F. C. MassmweBeErD, M.A.

Chanecellor of Lincoln and Rector of South Ormsby. Fourth Edition, revised.
Fep. 8vo. Ts. 6d.

MAUNDER'S HISTORICAL TREASURY ; comprising a General In-
troductory Qutline of Universal History, and a series of Separate Hisfories.
Latest Edition, revised and brought down to the Present Time by the
Rev. GEORGE WiLLiAM Cox, MLA., [Fep. 6s. cloth, or 9s. 6d. calf.

HISTORICAL and CHRONOLOGICAL ENCYCLOPZEDIA ; comprising

Chronological Notices ofall the Great Events of Universal History : Treaties
Alliances, Wars, Battles, &c.; Incidents in the Lives of Eminent Men and
their Works, Scientific and Geographical Discoveries, Mechanical Inven-
tions, and Social, Domestic, and Economical Improvements. By the late
B. B. WooDwWARD, B.A. and W. L. R. CATES. 1 vol. Svo. [Nearly ready.

Biographical Works. |

AUTOBIOGRAPHY of JOHN MILTON ; or, Milton’s Life in his own
Words. By the Rev.JamEs J. G. Geamaym, M.A., Crown 8vo. price 53,

A MEMOIR of DANIEL MACLISE, R.A, By W. Justin O’DriscoLr,
M.R.I.A. Barrister-at-Law., With Portrait and Woodcuts. Post 8vo.
price 7s. 6d.

MEMOIRS of the MARQUIS of POMBAL; with Extracts from his
Writings and from Despatches in the State Papers Office. By the CONDE
Da CarxoTA. New Edition. 8vo. price 7s.

LORD GEORGE BENTINCK; a Political Biography. By the Right

Hon. BExsanmrxy Disgaeri, M.P. Eighth Edition, revised, with a New
Preface. Crown 8vo, price 6s.

REMINISCENCES of FIFTY YEARS, By Mark Bovp. Post 8vo.
price 10s. 6.

The LIFE of ISAMBARD EINGDOM BRUNEL, Civil Engineer.

By IsAMBARD BEUNEL, B.C.L. of Lincoln’s Inn ; Chancellor of the Diocese
of Ely. With Portrait, Plates, and Woodcuts. 8vo. 21s.

The ROYAL INSTITUTION; its Founder and its First Professors.
By:Dr. BExcE JoxEs, Honorary Secretary. Post 8vo. price 12s. 6d.

The LIFE and LETTERS of FARADAY, By Dr. BENxce JoNES,

Secretary of the Royal Institution. Second Edition, thoroughly revised,
2 vols. 8vo, with Portrait, and Eight Engravings on Wood, price 28s.
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FARADAY as a DISCOVERER. By Jorn Tywparr, LL.D. F.R.S,
Professor of Natural Philosophy in the Royal Institution. New and Cheaper
Edition, with Two Portraits. Fep. 8vo. 3s. 6d.

RECOLLECTIONS of PAST LIFE. By Sir Hexry Horraxp, Bart.
M.D. F.R.5. &c. Physician-in-Ordinary to the Queen., Second Edition.
Post 8vo, price 10s. 6d.

A GROUP of ENGLISHMEN (1725 to 1815); Records of the Younger

Wedgwoods and their Friends, embracing the History of the Discovery, of
Photography. By Eriza METEYARD. 8vo. price 16s.

The LIFE and LETTERS of the Rev, SYDNEY SMITH. Edited
by his Daughter, Lady HoLnAaxND, and Mrs, AustiN, New Edition, complete
in One Volume. Crown Svo. price 6s.

SOME MEMORIALS of R. D. HAMPDEN, Bishop of Hereford.

Edited by his Daughter, HENRIETTA HAMPDEN. With Portrait. 8vo.
price 12s,

The LIFE and TRAVELS of GEORGE WHITEFIELD, HM.A. By
JAMES PATERSON GLEDSTONE. S8vo, price 14s,

LEADERS of PUEBLIC  OPINION in IRELAND; Swift, Flood,

Grattan, O’Connell. By W, E. H. LECKY, M.A. New Edition, revised and
enlarged. Crown Svo. price 7s. 6d. :

DICTIONARY of GENERAL BIOGRAPHY; containing Concise

Memoirs and Notices of the most Eminent Persons of all Countries, from
the Earliest Ages tothe Present Time, Edited by W. L. R, CATEs, 8vo. 215,

LIVES of the QUEENS of ENGLAND. By AGNES STRICKLAND,

Library Edition, newly revised ; with Portraits of every Queen, Autographs,
and Vignettes. 8§ vols. post 8vo, 7s. 6d. each.

LIFE of the DUKE of WELLINGTON. By the Rev. G. R. GLEIg,

M.A. Popular Edition, carefully revised ; with copious Additions. Crown
8vo, with Portrait, 5s.

HISTORY of MY RELIGIOUS OPINIONS. By J. H. NEwmanw, D.D.
Being the Substance of Apologia pro Vit4 Sud. Post 8vo. 6s.

The PONTIFICATE of PIUS the NINTH; being the Third Edition
of ‘Rome and its Ruler,” continued to the latest moment and greatly
enlarged. By J. F. MAGUIRE, M.P. Post 8vo. with Portrait, 12s. 6d.

FATHER MATHEW: a Biography. By Jonn Fraxcis MAGUIRE,
M.P. for Cork, Popular Edition, with Portrait. Crown 8vo. 3s.6d.

FELIX MENDELSSOHN'S LETTERS from Italy and Switzerland,
and Letlers from 1833 fo 1847, translated by Lady WaLLAcE. New Edition,
with Portrait. 2 vols. crown 8vo. 5s. each.

MEMOIRS of SIR HENRY HAVELOCEK, E.C.B. By Jomx CLARE
MarsHMAN, Cabinet Edition, with Portrait. Crown 8vo.price 3s. 6d.

VICISSITUDES of FAMILIES. By Sir J. BeErnarp Burkg, C.B.

Ulster King of Arms. New Edition, remodelled and enlarged. 2 vols.
crown 8vo, 21s.

ESSAYS in ECCLESIASTICAL BIUERAPHY. By the Right Hon,
SirJ.STEPHEN, LL.D. Cabinet Edition, being the Fifth, Crown 8vo.7s.6d.
MAUNDER'S BIOGRAPHICAL TREASURY. Thirteenth Edition,

reconstructed, thoroughly revised, and in great part rewritten ;: with about
1,000 additional Memoirs and Notices, by W. L. R, CaTEs. Fep. 6s.
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LETTERS and LIFE of FRANCIS BACON, including all his Occa-

sional Works. Collected and edited, with a Commentary, by J. SPEDDING,

Trin. Coll. Canftab., Voxs. I.and II. 8vo. 24s, Vous. III. and IV. 24s.
VoL, V. price 12s,

Criticism, Philosophy, Polity, &ec.

The INSTITUTES of JUSTINIAN; with English Introduction, Trans-
lation, and Notes, By T. C.SAxDARs, M.A. Barrister, late Fellow of Oriel
Coll. Oxon. New Edition. 8vo. 15s.

BEOCRATES and the SOCRATIC SCHOOLS. 'Translated from the

German of Dr, E. ZELLER, with the Author’s approval, by the Rev, OsWALD
J. REICHEL, B.C.L, and M.A. Crown 8vo. 8s. 6d.

The STOICS, EPICUREANS, and SCEPTICS. Translated from the

German of Dr. E. ZELLER, with the Author’s approval, by OswALD J.
REIcHEL, B.C.L. and M.A. Crown 8vo. price 14s.

The ETHICS of ARISTOTLE, illustrated with Essays and Notes.
By Sir A. GRANT, Bart. M.A. LL.D. Second Edition, revised and completed.,
2 vols, 8vo, price 28s.

The NICOMACHEAN ETHICS of ARISTOTLE newly translated into

English. By R. Wirriawms, B.A.Fellow and late Lecturer of Merton College,
and sometime Student of Christ Church, Oxford. 8vo. 12s,

ELEMENTS of LOGIC. By R. Waarery, D.D. late Archbishop of
Dublin. New Edition. Svo. 10s. 6d. crown 8vo. 4s. 6d.

Elements of Rhetoric. By the same Author. New Edition. 8vo.
105, 6d. crown Svo. 4s. 6d.

English Synonymes, By E. JANE WraTELY. Edited by Archbisl{up ;
WaATELY, 5th Edition. Fep. 3s.

BACON’S ESSAYS with ANNOTATIONS. By R. Wamarery, D.D.
late Archbishop of Dublin, Sixth Edition. 8vo,10s. 6d.

LORD BACON’S WORKS, collected and edited by J. Seepping, M.A.

R. L. Exris, M.A. and D. D. HEaTH., New and Cheaper Edifion. 7 vols.
Svo. price £3 13s. 6d.

The SUBJECTION of WOMEN. By JoaN StuiArT ML, New
Edition. Post 8vo. 5s.

On REPRESENTATIVE GOVERNMENT. By Joaw StuiArT MiiL.
Third Edition. 8vo. 9s. Crown Svo. 2s.

On LIBERTY. - By JoaNn StTuArT Mirn. Fourth Edition. Post
8vo. 7s. 6d. Crown 8vo. 1s. 4d.

PRINCIPLES of POLITICAL ECONOMY. By the same Author.

Seventh Edition. 2 vols. 8vo. 30s. Or in 1 vol, crown 8vo, bs.
A SYSTEM of LOGIC, RATIOCINATIVE and INDUCTIVE. By the
same Author. Seventh Edition. Two vols. 8vo. 25s.
UTILITARIANISM. By Jouw StruarT Mir. Fourth Edition. 8vo.5s.

DISSERTATIONS and DISCUSSIONS, POLITICAL, PHILOSOPHI-

CAL, and HISTORICAL, By Joax STUART MLy, Second Edition, revised.
3 vols. 8vo. 36s.
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EXAMINATION of Sir W. HAMILTON’S PHILOSOPHY, and of the
Principal Philosophical Questions discussed in his Writings, By JoHN
STUART Mirn. Third Edition. 8vo. 18s.

An OUTLINE of the NECESSARY LAWS of THOUGHT : a Treatise

on Pure and Applied Logic. By the Most Rev. W. Tmomsox, Lord Arch-
bishop of York, D.D. F.R.8. Ninth Thousand. Crown 8vo. bs. 6d.

The ELEMENTS of POLITICAL ECONOMY. By Hewxry Dunnivg
MAcrgoD, M.A. Barrister-at-Law. 8vo. 16s,'

A Dictionary of Political Economy; Biographical, Bibliographieal,
Historical, and Practical. By the same Author. Voi. I royal 8vo. 30s.

A COLONIST on the COLONIAL QUESTION. By Joux MATHEWS,
of Toronto, Canada. Post Svo. price 6s.

The ELECTION of REPRESENTATIVES, Parliamentary and Muni-

cipal ; a Treatise. By Tromas HArEg, Barrister-at-Law. Third Edition,
with Additions. Crown 8vo. 6s. :

SPEECHES of the RIGHT HON. LORD MACAULAY, corrected by
Himself., People’'s Edition, crown 8vo. 3s. 6d.

Lord Macaulay's Speeches on Parliamentary Reform in 1831 and
1832, 16mo. 1s.

A DICTIONARY of the ENGLISH LANGUAGE. By R. G. LaTaAM,
M.A. M.D. F.R.8., Founded on the Dictionary of Dr, SAMUEL JOHNSON, 88
edited by the Rev. H. J. Topp, with numerous Emendations and Additions.

In Four Volumes, 4to. price £7.
THESAURUS of ENGLISH WORDS and PHRASES, classified and

arranged so as to facilitate the Expression of Ideas, and assist in Literary
Composition. By P. M. RogET, M.D. New Edition. Crown 8vo. 10s.6d.

LECTURES on the SCIENCE of LANGUAGE. By F. Max Mirrer,

M.A. &c. Foreign Member of the French Institute. Sixth Edition. 2 vols,
crown 8vo, price 16s.

CHAPTERS on LANGUAGE. By Freperic W. Farrar, F.R.S.
Head Master of Marlborough College. Crown 8vo. 8s. 6d.

- MANUAL of ENGLISH LITERATURE, Historical and Critical. By
THoMAS ARNOLD, M.A, Second Edition, Crown 8vo. price 7s. 6d.

THREE CENTURIES of ENGLISH LITERATURE. DBy CrarrLEes
DukEe Yoxae, Regius Professor of Modern History and English Literature
in Queen’s College, Belfast. Crown Svo. price 7s. 6d.

SO0UTHEY’S DOCTOR, complete in One Volume. Edited by the Rev.
J. W. WARTER, B.D. Square crown §vo. 12s. 6d.

HISTORICAL and CRITICAL COMMENTARY on the OLD TESTA-
MENT ; with a New Translation. By M. M. Karisca, Ph.D. Vor. I.
Genesis, Svo. 18s. or adapted for the General Reader, 125, VoL. IL. Erodus,
15s. or adapted for the General Reader, 12s. Voux. II1. Levificus. PART 1.

158. or adapted for the General Reader, 85. VoL.1V. Leviticus, PART 11 .
15s, or adapted for the General Reader, 8s.

A HEBREW GRAMMAR, with EXERCISES. By M. M. KavriscH,

Ph.D. PArT 1. Ouflines with Exrercises, 8vo.12s, 6d, KEY, 5s. ParT I,
Excaplional Forms and Constrictions, 12, 6d.
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A LATIN-ENGLISH DICTIONARY. By Jomn T. Waire, D.D.

Oxon. and J. E. RIpDLE, M.A. Oxon, Third Edition, revised. 2 vols. 4to.
Pp. 2,128, price 42s. cloth.

White’'s College Latin-English Diectionary (Intermediate Size),

abrideged for the use of University Students from the Parent Work (as
above), Medium 8vo. pp. 1,048, price 18s. cloth.

White's Junior Student's Complete Latin-English and English-Latin
Dictionary. New Edition. Sguare 12mo. pp. 1,058, price 12s.

The ENGLISH-LATIN DICTIONARY, price 5s. 6d.
Sevarately { fho LATIN-BNGLISH DICTIONARY. price 7s. 6d.

An ENGLISH-GREEEK LEXICON, containing all the Greek Words

used by Writers of good authority. By C.D. YonGe, B.A, New Edi-
tion. 4to. 21s.

Mr, YONGE'S NEW LEXICON, English and Greek, abridged from
his larger work (as above). Revised Edition. Square 12mo. 8s. 6d.

A GREEK-ENGLISH LEXICON. Compiled by H. G. Lippzrr, D.D.
Dean of Christ Church, and R. Scorr, D.D. Dean of Rochester. Sixth
Edition. Crown 4to, price 36s.

A Lezicon, Greek and English, abridged from LippELL and ScoTT’s
Greek-English Lexicon. Fourteenth Edition, Square 12mo. 7s. 6d.
A SANSERIT-ENGLISH DiCTIONARY, the Sanskrit words printed

both in the original Devanagari and in Roman Letters. Compiled by
T. BENTEY, Prof. in the Univ. of Gittingen. 8vo. 525, 6d.

WALEER'S PRONOUNCING DICTIONARY of the ENGLISH LAN-
GUAGE. Thoroughly revised Editions, by B. H. SMART. 8vo. 125, 16mo. 65.

A PRACTICAL DICTIONARY of the FRENCH and ENGLISH LAN-
GUAGES., By L. CoxtansEAU. Fourteenth Edition. Post 8vo. 10s. 6d.

Contanseau’s Pocket Dictionary, French and English, abridged from
the above by the Author. New Edition, revised. Square 18mo. 3s. 6d.

NEW PRACTICAL DICTIONARY of the GERMAN LANGUAGE;
German-English and English-German. By the Rev. W.L. BLACELEY, M.A.,
and Dr, CARL MARTIN FRIEDLANDER. FPost 8vo. 7s. 6d.

The MASTERY of LANGUAGES; or, the Art of Speaking. Foreign

Tongues Idiomatically. By Tmomas PRENDERGAST, late of the Civil
Service at Madras. Second Ldition. 8vo. 63, .

Miscellaneous Works and Popular Metaphysics.

The ESSAYS and CONTREIBUTIONS of A, X. H. B., Author of * The

Becreations of 2 Country Parson.’” Uniform Editions:—

Recreations of a Country Parson. By A. K. H. B. Firsr and SECcoND
SERIES, crown 8vo, 3s. 6d. each.

The COMMON-PLACE PHILOSOPHER in TOWN and COUNTRY, By
A.K.H. B, Crown 8vo, price 3s. 6d.

Leisure Hours in Town; Essays Consolatory, Zisthetical, Moral,
Social, and Domestic. By A.K. H, B. Crown 8vo. 3s. 6d.
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The AUTUMN HOLIDAYS of a COUNTRY PAESON ; Essays con-

tributed to Fraser's Magazine and to Good Words. By A.K.H.B, Crown
8vo. 3s. 6d.

The Graver Thoughts of a Country Parson. By A.K.H. B. Firsr
and SECOND SERIES, crown §vo. 3s. 6d, each,

Critical Essays of a Country Parson, selected from KEssays con-
tributed to Fraser's Magazine. By A.K.H. B. Crown 8vo.3s. 6d.

Sunday Afternoons at the Parish Church of a Scoftish University
City. By A. K. H, B. Crown 8vo. 3s. 6d.

Lessons of Middle Age; with some Account of various Cities and
Men, By A, K, H. B. Crown 8vo. 3s. 6d.

Counsel and Comfort spoken from a City Fulpit, By A.X. H. B.
Crown 8vo. price 3s. 6d.

Changed Aspects of Unchanged Truths; Memorials of St. Andrews
Sundays. By A. K. H.B. Crown 8vo. 3s. 6d.

Present-day Thoughts; Memorials of St. Andrews Sundays. By
A K. II.B. Crown 8vo. 3s. 6d.

SHORT STUDIES on GREAT SUBJECTS. By James ANTHONY
FrouDE, M.A.. late Fellow of Exeter Coll. Oxford. 2 vols, 8vo. price 24s.

LORD MACAULAY'S MISCELLANEOUS WRITINGS:—

LirARY EpITION. 2 vols. 8vo. Portrait, 21s.
ProrrE’s EpiTION. 1 vol. crown 8vo. 45, 6d.
LOBRD MACAULAY'S MISCELLANEOUS WRITINGS and SPEECEES.
STUDENT's EDITION, in crown 8vo. price 6s.
The REV. SYDNEY SMITH’S MISCELLANEOUS WORKS ; includ-
ing his Contributions to the Edinburgh Review. Crown 8vo, 6s.
The Wit and Wisdom of the Rev. Sydney £mith; a Selection of
the most memorable Passages in his Writings and Conversation. 16mo. 3s. 6d.

The ECLIPSE of FAITH; or, a Visit to a Religious Sceptic. By
HENEY RoGgErs. Twelfth Edition. Fep. 5s.

Defence of the Eclipse of Faith, by its Author; a rejoinder to Dr.
Newman’s Reply. Third Edition, Fep. 3s. 6d. ]

Selections from the Correspondence of R. E, H, Greyson. By the
same Author, Third Edition. Crown 8vo. 7s. 6.

FAMILIES of SPEECH, Four Lectures delivered at the Royal

Institution of Great Britain. By the Rev, F., W, FArRrAR, M.A. F.R.S,
Head Master of Marlborough College. Post 8vo. with Two Maps, 5s. 6d.

CHIPS from a GERMAN WORKSHOP; being Essays on the Science

of Religion, and on Mythology, Traditions, and Customs. By F. Max
MULLER, M.A. &c. Foreign Member of the French Institute. 3 vols. 8vo.£2,

UEBERWEG'S SYSTEM of LOGIC and HISTORY of LOGICAL

DOCTRINES. Translated, with Notes and Appendices, by T. M. LINDSAY,
gi.&. FmIE-EE Examiner in Philosophy to the University of Edinburgh.
vo. price 16s.

ANALYSIS of the PHENOMENA of the HUMAN MIND. By

JAMES M1trn. A New Edition, with Notes, Illustrative and Critical, by
ALEXANDER BAIN, ANDREW FINDLATER, and GEORGE GrRoTE. Edited,
with additional N ofes, by JoHN STUART MILL, 2 vols. 8vo, price 28s.



10 NEW WORKS ruBLISHED BY LONGMANS AxD CO.

An INTRODUCTION to MENTAL PHILOSOPHY, on the Inductive
Method. By J.D. MorELL,M.A, LL.D. 8vo.12s,

ELEMENTS of PSYCHOLOGY, containing the Analysis of the
Intellectual Powers., By the same Author. Post 8vo. 7s. éd.

The SECRET of HEGEL: being the Hegelian System in Origin,
Prineciple, Form, and Matter. By J. H.STIRLING. 2 vols. 8vo. 28s,

SIR WILLIAM HAMILTON ; being the Philosophy of Perception: an
Analysis. By J. H. STIRLING. 8vo, 3.

The SENSES and the INTELLECT, By ALexanxpeEr Bain, M.D,
Professor of Logic in the University of Aberdeen., Third Edition. 8vo. 15s.

MENTAL and MORAL SCIENCE: a Compendium of Psychology
and Ethics. By the same Author. Second Edition. Crown 8vo. 10s. 6d.

LOGIC, DEDUCTIVE and INDUCTIVE, By the same Author. In
Two PARTS, crown 8vo. 10s. 6d. Each Iarf may be had separately :—
ParTr I, Deduction, 45, PART 11, Induction, 63. 6d.

TIME and SPACE; a Metaphysical Essay. By SuapwortH H.

HopasoN. (This work covers the whole ground of Speculative Philosophy.)
Svo. price 163,

The Theory of Practice; an Ethical Inquiry. By the same Author.

(This work, in conjunetion with the foregoing, completes a system of Philo=
sophy.) 2 vols. 8vo. price 24s.

The PHILOSOPHY of NECESSITY; or, Natural Law as applicable to

Mental, Moral, and Social Science. By CHARLES BEAY. Second Edition.
8vo. 9s.

A Manual of Anthropology, or Science of Man, based on Modern -
Research. By the same Author. Crown 8vo. price €s.

On Force, its Mental and Moral Correlates. By the same Author.
8vo. 5s.

The DISCOVERY of a NEW WORLD of BEING. DBy GrorcE
TaoMmsonN. Post Svo. price 6s.

A TREATISE on HUMAN NATURE; being an Attempt to Introduce

the Experimental Method of Reasoning into Moral Subjeets, By DAVID
Hume., Edited, with Notes, &c. by T. H. GREEN, Fellow, and T. H.

GRrosg, late Scholar, of Balliol College, Oxford. [In the press.
ESSAYS MORAL, POLITICAL, and LITERARY. By Davip Hume.
By the same Editors. [In the press.

Astronomy, Meteorology, Popular Geography, &c.

OUTLINES of ASTRONOMY. By Sir J. F. W. HerscHEL, Bart.
M.A. Eleventh Edition, with 9 Plates and numerous Diagrams. Square
crown 8vo, price 12s,

ESSAYS on ASTRONOMY. By Ricuarp A. Procror, B.A. Hon. Sec.

R.A.8. (Dedicated, by permission, to the Astronomer Royal.) 8vo. with 10
Plates and 20 Wood Engravings, price 12s.



NEW WORKS rUBLISHED BY LONGMANS AxD CO. 11

The SUN; RULER, LIGHT, FIRE, and LIFE of the PLANETARY

SYSTEM. By RicEArRD A. ProcTOR, B.A. F.RAB. With 10 Plates
(7 coloured) and 107 Figures on Wood. Crown 8vo. 14s.

OTHER WORLDS THAN OURS; the Plurality of Worlds Studied
under the Light of Recent Scientific Researches. By the same Author.
Second Edition, with 14 Illustrations. Crown 8vo. 10s. 6d.

SATURN and its SYSTEM. By the same Author. 8vo.with14 Plates,14s.

SCHELLEN'S SPECTRUM ANALYSIS, in its application to Terres-

trial Substances and the Physical Constitution of the Heavenly Bodies,
Translated by JANE and C. LAssgELL; edited, with Notes, by W. Hueg1xs,
LL.D.F.R.S, With 13 Plates (6 coloured) and 223 Woodcuts., 8vo. price 28s.

A NEW STAR ATLAS, for the Library, the School, and the Observatory,

in Twelve Circular Maps (with Two Index Plates). Intended as a Com-
iamuu to *Webb’s Celestial Objeets for Common Telescopes.” With a
etterpress Introduction on the Study of the Stars, illustrated by 9 Dia-

_ grams, By RICHARD A, PROCTOR, B.A. Hon. Sec. R.A.S. Crown 8vo. 5s.

CELESTIAL OBJECT® for COMMON TELESCOPES. By the Rev.
T. W. WEse, M.A. F.R.A.8, Third Edition, revised, with a large Map of
the Moon, and several Woodeuts, 16mo. 7s. 6d.

NAVIGATION and NAUTICAL ASTRONOMY (Practical, Theor