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PRETAC]

In the writing of this Compend the object sought has been to
place before the student the most important matter in the subject
of Obstetrics in as condensed a manner as possible. Much has
been omitted in the way of theories and obscure or disputed
points, which are appropriate only in an extended texthook.

Brief manuals have a position of unquestionable value to the
student and practitioner, provided the text is clear, accurate, and
well proportioned to the importance of the many subjects neces-
sary to a practical comprehension of the whole. These requisites
have been borne in mind in the preparation of the present volume.

In its compilation the following works have heen consulted, as
well as notes taken at the lectures of Dr. James W. McLane of
the College of Physicians and Surgeons, New York City: Char-
pentier's Cyclopxdia of Obstetries and Gynecology, Hirst’s System
of Obstetrics, Playfair, Winckel, Lusk, and King.

The illustrations are taken from Playfair and King.

CHAS. W. HAYT. M. D.

971 LEXINGTON AVE,
New York City. }
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OBSTETRICS.

CHAPTER 1.
FEMALE ORGANS OF GENERATION.

Name and describe the external organs of generation.

They are organs essentially intended for copulation, and consist of—
1. The Mons Veneris, which 1s a firm cushion-like eminence above the
ubes, composed of skin, fat, connective tissue, blood-vessels, and nerves.
t has many sebaceous and sweat-glands upon it, and is covered with
hair. Its use is as a cushion for the male during eopulation and to pre-
vent injury from blows. There is no mons until puberty (Fig. 1, 7).

2. The Labia Majora are the external or great lips. They are two
folds of skin extending from the median line of the mons veneris ante-
riorly, to terminate posteriorly in what is called the fourchette. which is
situated at the anterior portion of the perineum, and is nearly always
torn at the first labor. They are made up of adipose tissue, blood-ves-
sels, and nerves, and have both a cutaneous and mucous covering.
Deeply within them are situated the vulvo-vaginal glands. In the vir-
oin the labia majora are in apposition, but after childbirth they become
more or less separated (Fig. 1, a).

3. The Labia Minora, or E{rmphwj are the internal or lesser lips.
They are two moist folds of mucous membrane seen in separating the
labia majora. They arise by two roots. The superior pair are thick and
fleshy, and together form the hood or prepuce of the elitoris. The in-
ferior pair are thin, and form the frenum of the clitoris.  In very young
children the nymphae project beyond the vulva (Fig. 1, b).

4. The ('litoris 1s a reddish tubercle situated about half an inch be-
hind the anterior commissure of the labia majora. It is made up of' the
glans clitoridis and the two corpora cavernosa, which are separated from
each other by a fibrous septum. The nerve-supply is large, and on this
account it is supposed to be the chief seat of voluptuouspess in the
female (Fig. 1, d).

5. The Vestibule is a triangular surface bounded by the nymphae on
either side and the clitoris above (Fig. 1, ¢).

2—Q0bs. 17



18 FEMALE ORGANS OF GENERATION,

6. The Meatus Urinarius is the external orifice of the urethra, and is
situated at the base of the vestibule. Immediately below it is a small
tubercle which terminates the superior wall of the vagina. This arrange-
ment allows the meatus to be found on examination without exposing

Fia, 1.

External Organs of Generation: a, labium majus; b, labium minus; ¢, vestibule above
urethral orifice; d, glans clitoridis ; e, preputinm clitoridis ; 7, mons veneris.

the woman. After confinement, however. the swelling of the parts
sometimes renders the finding of this tubercle diffienlt. and makes cathe-
terization not easy even though the genitals be exposed. For this reason
the best and proper procedure is to separate the labia with the thumb
and index finger and introduce the catheter by sight.
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7. The Hymen is situated at the orifice of the vagina, and is formed
from vaginal mucous membrane. It contains a variable-sized opening
through which passes the menstrual fluid.  After the first labor three or
four eminences are left which are called ** carunculse myrtiformes.”

8. The Vagina is a musculo-membranous canal lying wholly within
the true pelvis, and extending from the vulvar orifice to the uterus. It
is in relation anteriorly with the bladder and posteriorly with the rectum.
Its length varies, the anterior wall averaging from 2} to 3 inches, the
. posterior from 3 to 3% inches. It is made up of three layers—an exter-
nal or cellular, middle or muscular, and internal or mucous coat. This
latter is thrown into numerous folds or rugse, which become greatly atro-
phied in multiparze and the aged, but never entirely disappear. In the
virgin the anterior and posterior walls are in apposition.

What c]'.lunstitute the internal organs of generation? Describe
each.

1. The Uterus, or Womb, is situated in the true pelvis, above the
vagina and between the bladder in front and the rectum behind. [t is
the organ in which the fecundated ovule is developed, and which expels
the {eetus when the term of pregnancy arrives. The adult nulliparous
uterus is about 3 inches long, 2 inches broad at the fundus, and 1 inch
thick. Its weight is from 7-12 drachms. Tt is divided into three re-
gions: the fundus, being that part above the Fallopian tubes; the body,
between the tubes and the os internum ; the cervix or neck, extending
from the os internum to the os externum. It presents two surfaces and
two borders. and is made up of three coats: first, an external or perito-
neal ; second, the middle or muscular layer. which consists of unstriped
muscular fibre ; and third, an internal lining of mucous membrane (also
called musculus granulosus), which terminates below at the internal os.
It is held in position by the vagina below, two vesico-uterine ligaments
anteriorly, two recto-uterine ligaments posteriorly, two broad licaments
laterally, and two round ligaments passing from the superior angle of
the uterus to the labia majora.

2. The Fallopian Tubes, or Oviducts, are two trumpet-shaped tubes
from 4 to 5 inches in length, passing from the superior angles of the
uterus to the ovaries. Through these ducts the semen 18 brought in con-
tact with the ovule and the ovule is carried into the cavity of the uterus.
They also are composed of three coats—an external serous, middle mus-
cular, and internal mucous.

3. The Ovaries, the germ-producing organs of the female, are two
small ovoid bodies situated on either side of the uterus in the poste-
rior fold of the broad ligament and at the end of the Fallopian tubes.
Their size and weight vary with age, but in general the dimensions are
13X §X 1 inch, and they weigh about 90 grains. The ovary consists of
a spongy, reddish mass called the stroma or medullary portion. This is
made up of connective tissue, muscular fibres. and vessels. Externally,
it is thicker, more compact, of a whitish color, and is called the ** tunica
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albuginea.” This is covered hy an epithelial layer derived from the
peritonenin.

THE PELVIS.

What is the pelvis, and how is it made up?

The Peleis is a bony basin situated at the lower part of the trunk. It
rests below upon the femurs, supports the vert{abn{]) column, and forms a
canal through which the child passes to be delivered from the uterus of
the mother. It is formed of four bones—the sacrum, coceyx, and two
mnominate bones.

Name the ligaments connected with the pelvis.

Two anterior saero-iliac ligaments connecting the anterior surfaces of
the sacrum and ilia; two posterior sacro-iliac ligaments between the
sacrum and ilia posteriorly ; two great sacro-sciatic ligaments passing
from the sacrum and ilinm to the ischium ; two lesser sacro-sciatie liga-
ments passing from the ischium to the sacrum and coceyx ; anterior,
posterior, and lateral sacro-coceygeal ligaments between the sacrum and
coceyx ; anterior, posterior, and superior pubic and subpubic ligaments
between the two pubie bones.

State what is understood by the true pelvis.

The true pelvis is that part of the pelvie cavity situated below the
ilio-pectineal lines.  This is in contradistinetion to the false pelvis, which
is the broad expanded portion above these lines, and is of practically no
importance from an obstetrical point of view. The upper opening of the
true pelvis is ecalled the superior strait, inlet, or brim, and is heart-
shaped ; the lower opening is called the outlet or inferior strait, is some-
what oval, and is bounded by the tuberosities of the ischia, the coceyx,
and rami of’ the pubes.

What are the diameters of the pelvis?

They are measurements taken between various points directly opposite
each other, and are three in number: lst, the antero-posterior or con-
jugate ; 2d, the oblique ; 3d, the transverse. The conjugate at the brim
15 4 inches, and is taken from the centre of the promontory of the sacrum
to the posterior surface of the symphysis. At the outlet this diameter
is 5 inches.  The measurement here is taken from the tip of the coceyx
to the lower border of the symphysis (Fig. 2, 1).

The oblique is 43 inches both at the brim and at the outlet. At the
brim this measurement is taken from the sacro-iliac synehondrosis of one
side to the ilio-pectineal eminence of the other; at the outlet, from the
centre of the ereat sacro-seiatie ligament to the point of junction of the
ascending ramus of the ischium with the descending of the pubis (Fig.
2, 9).

The transverse is 5 inches at the inlet, and 1s the measurement from a
point midway between the sacro-ilia¢ joint and the ilio-pectineal eminence
to a corresponding point on the opposite side (Fig. 2, 2). At the outlet
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this diameter is 4 inches, and is the distance between the tuberosities of

Fia. 2.

The Pelvis: 1, Antero-posterior or Conjugate Diameter; 2, Transverse; 3, Ubligue.

the ischia. (There are a few other measurements sometimes given, but
they are of little importance, and therefore are omitted. )

How many true planes are there in the pelvis? Name them and
give their direction.

There are four—two anterior and two posterior “inelined’ planes.
The anterior have a direction from above downward, from behind for-
ward, and from without inward; the posterior from above downward,
. from before backward, and from withont inward.

What are the differences between the male and female pelvis?

__ The real differences are found in the true pelvis, and are determined
by the presence of the uterus.

Female. Male.
Shallow, but capacious. Deep.
Light in structure, and the points  Bones stronger, heavier, rougher,
for muscular attachments are and more compact.
much less developed.
Subpubic angle 75°, Pelvis more conical. Sacrum less

concave. lschial tuberosities
closer together. Subpubic angle
more acute, 58°,

What alterations take place in the pelvis during pregnancy ?

The cartilages become softened and swollen and the ligaments relaxed.
This makes the pelvis more spacious.



22 THE BREASTS.

THE BREASTS.

Describe the mammary glands or breasts.

The Mimmce, or breasts, dre two glandular organs connected with the
senerative apparatns, which secrete the fluid destined to nourish the
child. 'They are situated on the anterior and superior part of the chest,

in front of the pectoralis major and be-

Fic. 3. tween the third and seventh ribs. They

are conical or hemispherical in shape in

the nulliparous woman, but vary greatly

both in size and form in women who

have nursed. Anomalies in position are
sometimes observed.

The external surface has three zones:
(1) A white peripheral zone, smooth
and soft, reaellsixrg from the periphery
to the areola. (2) An areolar zone ex-
tending to the nmipple. This is of a pink
or rosy hue in blonds; in brunettes
nearly brown. During pregnancy this
zone becomes dark and pigmented. (3)
The nipple, or *‘teat,”” a large papilla
situated at the summit of the gland.

The mammze are made up of gland-
tissue and fat. Kach gland contains fif-
teen or twenty lobes separated by fibrous
septa and by adipose tissue. The lobes
are subdivided into lobules, which are
produced by the aggregation of acini,
m which the milk 1s formed. As the
1, Galactophorous Duets; 2, Lobuli ducts of the IOh.ES fl.]'l]}l_'ﬂﬂﬂh the l’]i]]'plﬂ

" of the Mammary Gland. they become widely dilated, so as to

form small reservoirs in which milk ig
stored. But as they pass through the nipple they again contract. The
breast receives a large number of both superficial and deep vessels and
nerves, and its sympathetic relations with the uterus are very strongly
marked, as is shown after delivery by the fact that the nursing of the
child produces reflex contractions of the uterus and sometimes severe
after-pains. '
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CHAPTER II

THE GRAAFIAN FOLLICLES, OVULATION, AND MENSTRU-
ATION.

THE GRAAFIAN FOLLICLES.

What are the Graafian follicles?

They are small spherical vesicles situated in the stroma of the ovary.
At the age of about twenty there are some 350,000 to each ovary. From
this time on they steadily deerease in number. They are formed of two
membranes—the external, very vascular and made up of connective tis-
sue called the **tunica fibrosa;’ the internal. composed of connective

Fic. 4.

Diagram of a Triangular Portion cut from the Stroma of the Ovary: 1, epithelial cover-
ing of ovary; 2, tunica albuginea ; 3,3, ovarian stroma; 4, tunica propria of 5, Graafian
follicle ; 6,6, membrana granulosa; 7, liquor folliculi; & zona pelluecida; 9, yelk; 10,
germinal vesicle; 11, germinal spot (King).

tissue called the ‘tunica propria.”” The inner surface of the latter is
lined with a layer of small round nucleated cells, the ‘* membrana granu-
losa.” These cells become denser at one point, and form the ‘* discus”
or ** enmulus proligerus.”” The cavity of the follicle is filled with a clear,
viseid liquid, the ** liquor folliculi.”
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Describe the contents of the Graafian follicle.

The {u;mhtm follicle contains, besides the llquur folliculi, a small body
about 135 of an inch in diameter, the ““ovule.” This is surrounded by
the cells forming the discus proligerus, and its envelope is a thick, elas-
tic, transparent membrane, which has been termed tllﬁ vitelline mem-
brane or Zona laellumda The cavity of the ovule is filled with a granular
liquid, the ** vitellus,”” or yelk, in which is found the vesicle of Purkinje,
or germinal wamlc} containing the germinal spot. From without 111w.1rd
we thus find—(1) the tunica ﬁhmm (2) the tumm ropria; (3) the
membrana granulosa; (4) the discus ]’}1(}]1'-"‘{31 s ; Im liguor fulhmh
(these compose the Graafian follicle) ; (6) the zmm elluclda (7) the
yelk ; (8) the germinal vesicle ; (9) the germinal spot, the ovule {Flﬂ' 4).

OVULATION AND MENSTRUATION.
What is puberty ?

Puberty is the period of transformation from childhood to youth, and
is the time when fecundation is rendered possible. This period varies
considerably in different climates and individuals, but averages twelve
years in females and fourteen in males.

Describe briefly the changes occurring in the female when pu-
berty is reached.

The pubis becomes covered with hair, the pelvis wider, the thighs
broader, and the breasts larger. The character also changes mat ermllf-
This transformation is indicated by the appearance of two funetions car-
ried on by the female generative organs—namely, ovulation and men-
struation.

What is nubility ?

Nubility is the age when fecundation is rendered possible, and the
consequence borne normally without damage. It is generally considered
the period of puberty, but this is erroneous, sinee, thongh puberty must
precede it, a girl may be pubescent without being nubile.

What is the menopause ?

The Menopause, or change of life, 18 the time when menstruation ceases.
Like puberty, the menopause oceurs at a very variable period of life, the
average l;»:,mnr at the forty-third or forty-fourth year, though cases have
been known in which menstruation lasted until the sixty-fifth year. The
menopause has been known to occur as early as twenty-eight. 1t does
not take place suddenly., but begins by irregularities in filﬁ flow in regard
to duration, quality, and quantity, and at last the flow ceases altogether.
At the same time some general ailments appear and the genital organs
become atrophied.

What is understood by the term “ovulation " ?

By Ovulation we mean the phenomena accompanying the formation
of the ova in the ovary, the rupture of the Graafian follicle, and the dis
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charge of the ovum from the vesicle. This last is followed by the mi-
ation of the ovum through the tube, the cicatrization of the Graafian
ollicle, and the production of the corpus luteum.

‘What does the term * menstruation” mean ?

Menstruation is the periodical discharge of blood and mucus from the
female organs of generation, generally occurring every lunar month, ex-
cepting during pregnancy and lactation, when it is usually suppressed.
This function is established at puberty and ceases at the menopause.

The menstrual blood is acid in reaction, has a slight odor, is prevented
from coagulating by the mucus contained in it, and varies greatly in
amount in different individuals. The source of the blood is the mucous
membrane lining the uterus. The purpose of the menstrual flow is sim-
ply to prepare a germ-bed for the reception of the impregnated ovum.

What is the relation between ovulation and menstruation?

The flow probably begins with the rupture of the Graafian follicle, and
continues a variable number of days, ordinarily about four. Undoubt-
edly, ovulation may take place without its outward manifestation (men-
struation), as many cases are recorded where impregnation has oceurred
during lactation and before menstruation had been re-established. How-
ever, they usually go together.

‘What is the corpus luteum?

The Corpus Lutewm is a small yellowish mass left in the ovary after
the rupture of one of the Graafian follicles. It was once supposed to be
a sign of previous impregnation, but is found in unquestionable virgins.

Descrlibe the corpus luteum when pregnancy has not taken
place.

When a Graafian follicle is about to rupture, a short time before the
menstrual flow begins, it increases in size and approaches the surface of
the ovary until it forms a projection upon it. The distension is due to
an increase of its contained fluid. Now, an escape of blood from the
distended capillaries of its inner coat occurs, and the follicle ruptures, as
does also the ovarian covering; the ovule passes to the surface of the
ovary and into the fimbriated extremity {}E’ the Fallopian tube. The
internal layer of the follicle now becomes the seat of an hypertrophy
due to the development of the cells which compose its tissues. The
edees of the rent in the internal layer, on account of this hypertrophy,
come in contact; the external layer, being elastic, retracts, and the cor-
pus luteum results. The vessels now begin to disappear, the cells to
vanish. and the whole mass is reduced to a small eicatrix, which gen-
erally disappears in from thirty to forty days (Longet).

Describe the corpus luteum when pregnancy has taken place.

All of the above changes occur, exeepting in a more marked degree.
Instead of disappearing in thirty or forty days, as is the case when im-
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pregnation does not ocenr, they go until the fourth month of pregnaney,
when they attain their maximum development and form a corpus lnteum
which averages 1 inch in length and 4 an inch in breadth. This now
commences to atrophy, and eicatrization becomes complete a few weeks
after delivery.

CHAPTER III.
PREGNANCY.

CONCEPTION AND GENERATION.

What is conception ?

Conception, impregnation or fecundation, is the act by which the
semen or fluid furnished by the male organs of generation unites with
the ovule from the female ovary, so that a new being results. This
may take place in some part of the Fallopian tube.

‘What must take place for fecundation to occur?

There must be a connection of the two sexes by copulation, and there
must be ovulation by the female and an emission of semen by the male.

Describe the semen, and explain how its ascent to reach the
ovule is accomplished.

The semen is a white, viscid, dense fluid, having a faint odor, seereted
by the testicles of an adult male, and thrown into the urethra by the
ejaculatory ducts. It consists of water, albuminous matter, salts of lime
and soda, and contains numerous peculiar organisms called spermatozoids.
These spermatozoids form the essential fecundating part of the semen,
are about 35th of an inch in length, and resemble the tadpole of the frog.
They are made up of three parts, a head, body, and tail, and are ani-
mated by very rapid movements. When placed in proper surroundings
they retain their vitality for a considerable time after emission. Execes-
sively acid or alkaline fluids and alecohol destroy them; heat and cold
stop their movements; the normal temperature of the body and the
menstrual discharge inerease these movements. The ascent of the se-
men is mainly due to the inherent mobility of the spermatozoids.

State some of the most common causes of sterility.

In the male:
All that hinders or alters the act of copulation ;
Absence of ejaculation;
Absence of spermatozoids in the semen } .
A = S T i ) m disease ;
Inactivity of the spermatozoids in the semen, 'fm ’
Fpispadias,

Abnormal formation of external genitals, { ypospadias, etc.
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In the female:
Abnormal formation of the genitals;
Displacements of the uterus, ul;&.tmctmﬂ the ascent of the semen ;
Vaginal or uterine secretions rendered so strongly acid or alkaline by
disease that the spermatozoids are destroyed ;
Tubal and ovarian diseases.

Describe the changes which take place in the impregnated ovum
during its passage to the uterus.

As the ovule escapes from the ovary 1t takes with it some particles of

the discus proligerus, which surround it as a thin layer of granular cells.
By friction with the sides of' the tube these disappear, and the zona pel-
lucida is the outermost covering. It has now advanced some distance
along the tube, and becomes invested with a coy ering of albuminous
material. During this time the vitellus or yelk shrinks from its covering
and the germinative vesicle disappears. The first indication of impreg-
nation occurs when a small, clear vesicle appears in the centre of the
yelk. This is called the ** vitelline nucleus,” and is found in fifteen to
thirty hours after fecundation. Now what is called segmentation of the
yelk takes place. This consists in a breaking up of the vitellus. First,
the vitelline nucleus divides into two nuclel, and then the velk into two
halves. The process continues: the two new cells are converted into
four, the four mto eight, and so on until a great number are generated.
This ﬂ:lrms a gr anular mass Whlﬂ]l from lt:’-,- resemblance to a mulberry is
called the “‘ muriform body”’ or ““morula.” A clear fluid then aceumu-
lates in the centre, expanding the muriform body and pushing the cells
together until their edges meet, forming an mterrml lining to the zona
pcllucldfl, This is the ** blastcntlermm membrane,’” and from it the feetus
15 developed. The ovum is now 3=th of an inch in diameter, and has
occupied about twelve days in its passage from the ovary to the uterus,
which it has reached.

‘What changes occur in the uterine mucous membrane to prepare
it for the reception of the impregnated ovum ?

At each menstrual period the mucous membrane of the uterus be-
comes thickened and vaseular, and when fecundation has oceurred this
change 1s much more marked, until the result is the formation of a dis-
tinct membrane which has received the name of the ** deadua.”” This
has three divisions: (1) The **decidua vera,”” lining the entire uterine
cavity, and undoubtedly the hypenrn:}p]:lieil mucous membrane of the
uterus. (2) The ‘* decidua reflexa,”” which surrounds the ovum, and is
probably simply a growth of the decidua vera around the ovum at the
point_where it lies in the uterus. As the ovum grows this naturally
stretches until it eventually (at the fourth month) comes in contact 1]1
around with the decidua vera. (3) The ‘*decidua serotina,”” which is
that part of the decidua vera on which the ovum rests. At this point
the placenta is developed. Thus it is seen that the three deciduse be-
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come and really are one. Late in pregnancy fatty degeneration of this
structure oceurs, its adhesions to the uterine wall lessen, and it is thrown
off with the placenta after labor, leaving a new mucous membrane lining
the uterus.

Descx;ibe the development of the ovum after it has reached the
uterus.

The blastodermic membrane divides into three parts: an external,
called the ‘‘epiblast;” a middle, called the “*mesoblast’ or ‘‘ meso-
- derm;” and an internal, the

Fic. 5. *hypoblast”’ or *‘ entoderm.”

- At this time a minute elevation,

due to an aggregation of cells,
and consisting of a slight thick-
ening of the membrane, appears,
This is the  area germinativa.”’
In its centre a faint line is seen,
““ the primitive trace’” or *‘ em-
bryonic line.” Surrounding it
are a few translucent cells, which
have been called the ** area pel-
lucida’ (Fig. 5). The extremi-
tiesof the primitive trace thicken
and turn upon themselves—one
anteriorly, called the cephalic
or head fold; one posteriorly,

H bt ot EonE R the caudal or tail fold. The

ixternal Surface of Epiblast, showing area ger- SRR

minativa, area pellucida, and primitive trace. bPli?*l of the {’tlllbl_'_lpﬂ 15 NOow
Yislle.

Wha{ﬁ nig?ans or parts of the feetus are developed from the epi-
ast !

The epiblast takes part in the formation of the superficial layer of the
skin, hair, nails, organs of special sense, the brain, spinal cord, and
amnion.

What parts are developed from the mesoblast?

From the mesoblast are formed the bony framework, the muscular
and vascular system, the muscular and fibrous tissues of the digestive
tract, and probably the genito-urinary organs.

What is developed from the hypoblast ?

From the hypoblast is formed the epithelium lining the respiratory
and digestive tracts.

Describe the umbilical vesicle.
The Umbilical Vesiele is a small round sac communicating with the
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F1a. 6.

a.a, Hrujecting folds of amnion; 2, zona a,a, folds of amnion about to join; p,
pellucida; s, epiblast; m, hypoblast; u, commencement of allantois.

umbilical vesicle.

abdominal cavity of the feetus through a constricted portion called the
‘““vitelline duct,” and containing a yellowish, oily fluid from which the

foetus derives its nourishment
during the first few weeks of
life. It attains its greatest
development by the end of
the fourth week. From this
time on it gradually shrinks
until by the sixth or seventh
week it has entirely disap-
peared. It is formed from
the internal layer of the blas-
todermic membrane.

What is the allantois ?

Tt 1s a small vesicle derived
from the entoderm and inner
stratum of the mesoderm,
formed about the twentieth
day near the caudal extrem-
ity of the feetus, and lying
between the amnion and cho-
rion. It is connected with
the bladder by the urachus,
and grows rapidly until it en-
tirely lines the chorion. This

Further Development: a, junection of amniotic
folds; p, pedicle of allantois; #, umbilical
vesicle.

contains the two umbilical arteries derived from the aorta, and two um-
bilical veins, one of which soon disappears. Its caudal part helps to

form the umbilical cord.
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Describe the amnion.

The Amuion is the innermost of the two membranes surrounding the
foetus.  Kxternally it is in contact with the chorion, internally with the
liquor amnii and foetus, It also forms a covering for the umbilical cord,
and is continuous with the integument at the umbilicus of the feetus. It
is formed from the E]ﬂb]ast and secretes a fluid which distends its cav-
ity. This is called the *‘liquor amnii,”” and in it the fetus floats.

What isqthe character of the “liquor amnii” ? and what are its
uses

It is, in the early months of pregnaney, a clear, transparent fluid, con-
sisting of water, albuminous matter, and various inorganic salts. Later
1t hcc-u]ma denser and of a brownish eolor, having a faint odor. It pre-
vents injury to the child from blows received on the abdomen of the
mother. It also prevents injury to the uterus which the feetus might
infliet by its movements. Lastly, it acts as a fluid wedge which dilates
the os during labor and lubricates the parturient canal for the passage
of the child.

Describe the chorion.

The (horion is the more external of the true feetal membranes. It
1s a closed sae, formed by the external layer of the blastodermiec mem-
brane and the zona pellucida. Externally it 18 in contact with the de-
cidua, and internally with the amnion. [Its internal surface is smooth
;ltzrllf;}1i_1]1]i_ng, while the external surface is rough, being covered with
small villi.

‘What are the chorionic willi?

They are small, hollow sprouts springing from the external surface of
the chorion and burying themselves in the decidua. At first non-vaseu-
lar, later (when the allantois has spread itself over the whole of the
chorion ) each villus receives an artery and vein, which give branches to
the subdivisions into which the villi divide. Soon all, excepting those in
contact with the decidua serotina, begin to shrivel up and disappear,
until hy the end of the eighth week none are left excepting at this site.
Occasionally one remains on the surface of the chorion, eausing hemor-
rhage after the birth of the child.

What is the placenta, and how is it formed?

The Placenta, or after-birth, whose funetion it is to aérate the blood
of the feetus, is a soft, spongy, vascular mass, circular in form and thick-
est at its centre. It is from 6 to 9 inches in diameter, from # to 1 inch
thick in the centre, and weighs from 1 to 13 pounds avoirdupois, It
begins to be formed at the second month, but does not reach its full de-
velopment until the third month. Its usual attachment is to some part
of the uterus near one of the Fallopian tubes, though it may he situated
anywhere within the uterine cavity. It is formed of from fifteen to
twenty tufts or villi, and has two surfaces—an external uterine or ma-
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ternal, which is rough and in contact with the uterine wall; and an in-
ternal or feetal : this is smooth, and covered by the two membranes, the
amnion and chorion. Kach tuft is extremely vascular, and its vessels lie
in close apposition with the maternal vessels within the walls of the
uterus.

What is the umbilical cord ?

The Umbilical Cord is the pedicle attaching the feetus to the placenta.
It is formed about the fourth week of gestation, and consists of two
arteries and one large vein, which pass in a spiral direction from the
umbilicus of the child to some portion of the placenta, most frequently
about its centre. Surrounding the vessels is a soft, transparent, gelati-
nous substance called Wharton's jelly, and around this the amnion. The
length of the cord varies: averaging from 18 to 20 inches, it has been
found 60 to 80 inches in length, and as short as 6 or 8 inches. In thick-
ness it varies from the size of the little finger to that of the thumb or
even larger.

THE FETUS.
Describe the feetus.

1. At the end of the fourth week it is a small gelatinous mass, curved
upon itself and grayish in color. No extremities or head can be seen,
and it ig so small that it is usually lost in the blood-clots when an abor-
tion occurs at this time.

2. At the end of the second month it is from 1 to 1} inches in leneth.
The head is large, forming at least one-third of the embryo. The eyes
are marked by two black spots and the ears by slightly projecting rings.
The mouth 18 very large, but small folds of skin have appeared about it
and the eyes, marking the commencement of the lips and evelids. The
limbs are visible, with rudimentary toes and fingers, and the bends at the
elbows and knees are present. The spinal column is divided into verte-
bree, and the circulatory system is forming. The umbilical cord is. as a
rule, straight and inserted into the lower part of the abdomen. Centres
of ossification in some of the bones have appeared.

3. At the end of the third month. From now on the embryo is com-
monly spoken of as the feetus. It is from 3} to 43 inches in length, and
welghs about 1500 or 1600 grains. The head is still comparatively laree
and the eyes prominent, though they and the mouth are closed. The
neck becomes evident, the fingers distinctly separated, and the integu-
ment thin, transparent, and rose-colored, though firmer than it has been.
The genito-urinary organs are developed and the sex can be distinguished.
The placenta now is distinetly formed. '

4. At the end of the fourth month the feetus measures 6 to 7 inches
in length, and weighs between 5 and 6 ounces avoirdupois. The chin,
which until now has been inconspicuous, becomes prominent, The nails
appear, and soft white hairs are found on the head. The umbilicus is
just above the pubes.
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5. At the end of the fifth month the length of body is 8 to 10 inches,
and the weight is about 9 ounces. The skin is much firmer, and seba-
ceous matter appears on its surface in small areas. The small intestine
contains meconium. The umbilicus is some distance above the pubes.

6. At the end of the sixth month the average length is about 12
inches. The weight now is very variable, but is in the neighborhood of
1 pound. Kyelashes and eyebrows have begun to appear, and the skin
has become darker and firmer. The testicles or ovaries are still in the
H.!]tl}(_‘itllinill cavity. According to some, a child born at this period is
viable.

7. At the end of the seventh month the feetus is from 12 to 15 inches
long and weighs from 2% to 43 pounds. The eyelids, which have been
closed since the fourth month, now open. The skin is firmer and lighter
in color than at the end of the preceding month, and is covered with
sebaceous matter. The testicles have descended to the mguinal ring,
and may have entered the canal. This is probably the earliest period
at which the child ecan be born with a reasonable chance of’ surviving.

8. At the end of the eighth month the feetus is from 15 to 18 inches
long and weighs from 43 to 5% pounds. The nails have reached the
finger-tips and the testicles are in the serotum.

9. At the ninth month, or full term, the feetus weighs, on an average,
63 to 7 pounds, and measures from 18 to 22 inches in length. The cellu-
lar tissue is filled with fat, giving the child a roundness and plumpness
which is not observed before term. The hair is fairly abundant and long,
and the skin is quite firm, and paler even than at the eighth month.

What is the “ vernix caseosa” ?

It is a greasy, sebaceous deposit ecovering the entire foetus, and makin
its appearance first about the sixth month. It consists of matter seeretes
by the cutaneous glands mixed with dead epithelium. It is always more
abundant in the axillee and groins, and is said to be of service as a lubri-
cant during labor.

THE FAETAL HEAD.

Give a description of the feetal head at full term.

The head at full term is the hardest and largest part of the foetus, is
oval or ege-shaped, and is divided into two parts, face and cranium.
The face 1s composed of fourteen bones, two being single and six double.

The craninm, the most important part of the foetus from an obstet-
rical point of view, is composed of eight bones—a frontal, oceipital, eth-
moid and sphenoid, two parietal, and two temporal. In the adult these
bones are firmly united, while in the feetus they are only so at the base
of the skull, being sepdrated at the vertex or vault by membranous
intervals, allowing of considerable overlapping during labor (Fig. 9).
There are five sutures: (1) the coronal, which separates the frontal
from the two parietal bones; (2) the sagittal, or great suture, running
irom the root of the nose backward to the lambdoid suture: this sep-
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arates the two parietal bones and crosses the coronal suture; (3) the

lambdoid (Greek lambda, A), which separates
the oceipital from the parietal bones: itsapex
is at the posterior extremity of the sagittal;
(4) and (5) the temporal or squamous sutures,
whose names indicate their positions, are un-
important, as they cannot be reached during
labor.

Besides the sutures are two fontanelles, an
anterior and posterior. The anterior fonta-
nelle, or bregma, is the larger of the two.
It 15 diamond-shaped, formed by the erossing
of the coronal and sagittal sutures, and has
four borders and four angles. Its bounda-
ries are the frontal bone anteriorly and the
two parietals posteriorly. The posterior or
smaller fontanelle is formed by the junction
of the sagittal and lambdoid sutures. It is

Showing Fontanelles and Su-
tures at Crown of Head.
A, B, biparietal diameter.

triangular in shape, and ossifies rapidly after birth. Its boundaries are
anteriorly the two parietal bones, and posteriorly the occipital,

What are the diameters of the feetal skull ?
1. The longitudinal diameters are—occipito-mental, 5.4 inches, from

Fia. 10.

s :
1-2, occipito-frontal; 3-4, occipito-mental; 5-6,
trachelo-bregmatic; 7-8, frouto-mental,

the oceipital protuberance to
the chin; occipito-frontal, 4.6
inches, from the occipital pro-
tuberance to the root of nose;
suboccipito - bregmatie, 5.8
inches, from midway between
the oceipital protuberance and
foramen magnum to the centre
of the anterior fontanelle,

2. The vertical diameters are
—the mento-bregmatie, 4.4
inches, from the chin to the
centre of the anterior fonta-
nelle ; the trachelo-bregmatic,
3.8 inches, from the bregma
to the anterior part of the for-
amen magnun.

3. The transverse diameters
are—the biparietal, 3.8 inches,
from one parietal tuberosity

to the other; the bitemporal, 3.2 inches, from the root of one zyzoma
to the corresponding point on the opposite side ; the bimastoid, 3 inches,

from one mastoid process to the other.
Charpentier, vol. 1. pp. 232, 233.)
3—0hbs.

(These figures are taken trom



34 PREGNANCY.,

NUTRITION OF THE F@ETUS.

How does the child receive its nutrition in utero ?

Before the formation of the allantois and umbilical vesicle the ovam
derives its nourishment from the cells that form the discus proligeras;
then by the albuminous material covering it.  After reaching the uterus
the allantois and umbilical vesicle supply it with nourishment until the
placenta is formed.

As soon as the placenta is formed the feetal nutrition is fully estab-
lished, as it acts as an organ of absorption by which nutritious material
is carried from the blood of the mother to the feetus. This is proven
by the fact that when the placental circulation is interfered with to any
oreat extent the foetus dies. '

How is respiration carried on in utero?

Before the placenta is formed it is possible that there is no respi-
ration, and if there is, the mode in which it is carried on is unknown.

After the formation of the placenta by the contact of its vessels with
those of the mother, an interchange of gases takes place, by which the
carbonic acid of the foetus is given up and oxygen is absorbed.

What secretions are carried on in the uterus ?

The skin and sebaceous glands secrete the vernix caseosa, the liver
secretes bile, the intestines secrete mucus, and the kidneys urine.

Describe the feetal circulation.

To thoroughly understand the foetal circulation the student must bear
in mind the fact that the vascular system differs materially from that in
the adult in several respects. The chief differences in the heart are the
direct communication between the right and left auricle and the large
size of the Kustachian valve. The auricles are connected by a small
oval opening covered by a fold which acts as a valve, allowing the blood
to pass only from the right to the left auricle. This opening is called
the *“ foramen ovale.”’ The Eustachian valve, passing from the inferior
vena cava on to the wall of the right auricle, directs the blood through
the foramen ovale into the left auricle.

The peculiarities in the arterial system are the communication be-
tween the pulmonary artery and descending part of the arch of the
aorta by a tube half an inch in length, called the *‘ ductus arteriosus,”
and the presence of the hypogastric or umbilical arteries, which arise
from the internal iliacs, ascend along the sides of the bladder, and, pass-
ing out of the abdomen at the umbilicus, are continued along the cord
to the placenta.

The venous system has a communication between the placenta and
yortal vein through the umbilical vein, and with the inferior vena cava
yw the ““ductus venosus.””  The vessels in the placenta lie in close eon-
tact with the maternal vessels, the walls of both here being very thin.
Oxygen passes from the arteries of the mother into the veins of the
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placenta, and CQ, is given up by the latter to the former. Thus the
oxygenated blocd passes along the cord in the wmbilical vein through
the umbilicus and to the under surface of the liver. Part here is dis-
tributed to this organ, and part passes through the ductus venosus to
the inferior vena cava. Thus some of the blood enters the inferior vena
cava directly by the ductus venosus, but the greater part passes through
the liver to enter that vessel by the hepatie veins. It is thus that the
liver is unusually large at an early period of feetal life.  The blood from
the lower extremities also enters the inferior vena cava, and this mixed
blood passes into the right auricle, where most of it, guided by the
Eustachian valve, is directed through the foramen ovale mnto the left
auricle. From this it enters the left ventricle, and from the left ven-
tricle into the aorta, by which it is distributed mainly to the head and
upper extremities, a very small quantity entering the descending aorta.
Flmm the head and upper extremities the blood 15 returned through the
superior vena cava to the right auricle: from this it passes mto the
richt ventricle, and from the right ventricle through the pulmonary
artery into the ductus arteriosus, and through this into the descending
aorta. A small portion of this impure blood goes to the lower extrem-
ities, but the greater amount passes into the umbilical arteries to be car-
ried to the placenta.

What changes occur in the feetal circulation at birth ?

As soon as the child 1s born it eries.  This inflates the lungs, and con-
sequently dilates the pulmonary arteries. The blood now passes in large
quantities from the right ventricle into the pulmonary artery, and thence
through the lungs, where it becomes arterialized, and is returned by the
pulmonary veins to the left auricle. The ductus arteriosus, as soon as
the child respires, contracts, and hecomes completely closed in from four
to ten days, remaining as a fibrous cord. On account of’ an adhesion of
the valve of the foramen ovale this opening eloses. By the tenth day
after birth it is usually closed, though in some cases it remains pervious,
eiving rise to a eyanotic condition of the child. The umbilical arteries
between the fundus of the bladder and the umbilicalis become oblite-
rated, and remain as fibrous cords. The vein and ductus venosus are
completely obliterated a few days after birth, the former becoming one
of the ligaments of the lLiver.

What is the attitude of the full-term child in utero ?

The body is arched forward, head flexed upon the chest, arms pressed
tightly against the sides of' the chest, with the forearms flexed and
crossed in front. The thighs are flexed on the pelvis and the legs on
the thighs. The feet are turned in, inverted, and crossed. In the vast
majority of cases the upper extremity, or head, lies in the lower segment
of the uterns, while the lower extremity, or breech. lies in the fundus.
Motility or motion of the feetus begins as early as the tenth or twelfth
week, but the mother is not conscious of the early movements.
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PHENOMENA OF PREGNANCY.
What changes occur during gestation in the pelvis?

No changes occur in the bones of the pelvis, but marked alterations
in the articulations take place as gestation advances. The interarticular
fibro-cartilages imbibe a serous fluid, which softens and relaxes them, so
that they allow of some slight separation during the passage of the
feetus through the pelvis. This is more marked in the pubie joints.

What changes occur during gestation in the vulva ?

As the end of pregnancy approaches the labia majora become cedem-
atous and pigmented, and may contain varices. The nympha become
moist, more freely lubricated, and hypersemic. The whole mucous
membrane of the vulva acquires a dark-red color.

What changes occur during gestation in the vagina ?

It is growing larger for the passage of the head. It begins to lengthen
between the third and fourth month on account of the rising of the
uterus, but becomes shorter when the organ descends and the foetus
“engages.”” It acquires a violet color and its secretions increase. A
purely vaginal lencorrhea may oceur during the first few months of
pregnancy. This is perfectly physiological.

What changes occur during gestation in the uterus?

I. Changes in Volume.—As goon as the ovum reaches the uterus that
organ begins to grow. During the first half’ of pregnaney it is in active
erowth, but later it becomes more a distension, due to the pressure of
the developing feetus.  According to Cazeaux, the uterus at the ninth
month of pregnancy measures 13.6 inches in its vertical diameter, 9.36
inches in its transverse, and 8.9 inches in its antero-posterior diameter,
and weighs nearly 30 ounces. The increase in volume is always at the
expense of the fundus and body, as the cervix is not affected at all.

2. C'hanges in Form.—The form varies with the presentation, posi-
tion, and the number of children. If a vertex or breech, it changes
from a triangular shape to that of a flattened spheroid from the fifth to
the sixth month, and from the sixth to the ninth month it becomes
ovoidal or ege-shaped, with the smaller end down. The position of the
fundus at the different months varies somewhat, but averages about as
given below: At the third month the fundus can just be appreciated
above the pubes: at the fourth month the fundus is about 2} finger-
breadths above the symphysis; at the fifth month the fundus is slightly
more than midway between the symphysis and umbilicus; at the sixth
month the fundus is even with the umbilicus; at the seventh month it
1s nearly 3 finger-breadths above the umbilicus; at the eighth month
it is nearly to the ensiform appendix: about the middle of the ninth
month it has reached the ensiform appendix, and a week or ten days
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before labor begins it sinks somewhat into the pelvie cavity. This is
called ** the falling of the uterus.”

3. Changes in Consistency.—Instead of being hard and fibrous, as in
virgins, it gradually becomes soft and elastic, so that it moulds itself
about the feetus, and through its walls can readily be felt the different
portions of the child.

4. Changes tn Divection.—The uterus changes its direction continually
according to the position taken by the woman, until it has risen well out
of the pelvis, when its tendency 1s to lie forward on the abdominal wall.
This is 1n reality an anteversion. There is also a so-called *‘ lateral ob-
liquity ”’ of the uterus. The caunse of this is unknown, but in most cases
itqbends to the right side.

5. C'hanges in its Relations to the Swrrounding Organs.—While in
the virgin the uterus lies between and in relation with the bladder (ante-
riorly) and rectum (posteriorly), at full term nearly the entire organ lies
against the anterior abdominal wall, only a very small portion touching
the posterior surface of the bladder. Posteriorly it is in relation with
the rectum and the iliac vessels.

6. C'hanges in Structure.—We find in the peritoneal coat a simple
hypertrophy and a distension as the uterus increases in size. This coat
does not become thinned out. In the muscular layer marked alterations
take place. The previously small fibres become greatly increased in size
in all directions, but especially so in length. There is also a development
of new unstriped muscular fibres and otf’ connective tissue.*

7. The Power of Contraction.—Painless, intermittent contractions
constantly oceur after the third month. They aid in keeping the foetus
in position and help to keep the blood n circulation.

8. Changes in the Uterine Vessels.—As the organ increases in size the
arteries and veins grow very large; at the same time new vessels are
formed.

9. The changes in the mucous membrane and formation of the decidua
were given on page 27.

What changes occur during gestation in the cervix?

The first change which oceurs in the cervix is a softening, beginning
at the os externum and gradually passing upward, until by the eightﬁ
month the entire cervix is soft and ready to dilate, allowing the present-
ing part of the child to descend and rest upon the external os. Toward
the end of pregnanev the os externum usually, though not always, be-
comes patulous, and will admit the tip of the examining finger. In
multiparse (women who have borne children) this is always the case;
while the cervix is invariably more or less torn during the birth of the
Sfirst child, previous to which event such patulency is rare.

#* For a more complete deseription of the museular fibres of the uterus
during gestation the student is referred to the Cyclopedia of Obstetrics and
Gynecology, by Charpentier, vol. i. p. 136.
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What changes occur during gestation in the ovaries, tubes, and
ligaments ?

The ovaries and tubes rise in the abdominal cavity and become hyper-
trophied. Ovulation ceases. The broad and round ligaments increase
i : : : ,
in size and rise with the growth of’ the uterus.

What changes occur during gestation in the mammary glands?

Soon after impregnation has oceurred the breasts begin to enlarge and
the veins become more prominent. The areola in brunettes assumes a
dark-brown color, in blonds only moderately so, and a few small tubercles
appear in the areola. These are called the “ tubercles of Montgomery.”
Around the primary or true areola small dark spots are seen which con-
stitute the so-called secondary areola. Toward the end of pregnancy a
ﬂ:?' drops of a serous fluid can be squeezed from the nipple: this is the
colostrum.

What changes occur during gestation in the cutaneous system?

Here we find pigmentation occurring in blotches over different parts
of the body, and frequently on the face. These usually, but not always,
disappear. The labia majora become very dark in most cases, and run-
ning up the abdomen in the median line from the pubes to the umbilieus
is a brown line. As a rule, the pigment is deposited around the umbili-
cus, and then the line extends on up the abdomen to the ensiform ap-
pendix. In the iliac regions reddish-purple strize are seen. These are
ecchymoses cansed by tearing apart the small muscular fibres from the
rapid distension of the abdominal wall. After labor they acquire a
white color, and always remain in the abdominal wall as cicatricial or
scar tissue.

What changes occur during gestation in the blood?

There is an increase in the quantity of water and fibrin, and a decrease
in the amount of albumin, iron, and excrementitious substances. There
is also a decrease in the number of red corpuscles. These changes are
more marked after the sixth month. The heart becomes hypertrophied,
because there is more force needed. The hypertrophy is entirely in the
left ventricle. Its weight is increased from one-fifth to one-fourth.
After childbirth the heart undergoes a retrograde action and regains its
normal size. There is an increased tension in the arteries and an en-
largement of the superficial blood-vessels, especially of the thighs.

What chq.?ngas occur during gestation in the respiratory appa-
ratus? :

During pregnaney the chest becomes broader, the antero-posterior and
vertical diameters are diminished, and there is a tendency to dyspneea on
the slightest exertion.
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Whattch%nges occur during gestation in the digestive appa-
ratus ?

The digestive organs are always crowded out of their normal position.
Pressure on the rectum causes constipation, and hemorrhoids may result.
The crowding upward of the stomach may cause vomiting.

What changes occur during gestation in the urinary organs?

There are compression and displacement of the bladder, causing an
irritability, so that after the sixth or seventh month a pregnant woman
is only able to retain her urine for a very short time. A cystitis may
also be set up. The urethra is usunally displaced, and the kidneys are
pressed upon, sometimes enough to cause a congestion which at times
results in an albumimuria. The urine also shows marked changes. there
being an increase in the water, the chlorides, and carbonates, and a de-
crease in the phosphates, sulphates, urea, and urie acid. °* Kiestein”’
is almost always found in the urine of a pregnant woman. This is a
deposit seen when the urine has stood for some time, and it is not always
a sure sign of pregnancy, as has been supposed.

What changes occur during gestation in the osseous system ?

Changes have been noted. These consist in deposits of bone between
the nternal table of the cranial bones and the dura mater. These de-
posits are called osteophytes.

What changes occur during gestation in the nervous system ?

Some changes almost invariably oceur. Neuralgic pains over different
parts of the body, toothache, and perverted sense of taste or smell are
frequently observed.

SIGNS, SYMPTOMS, AND DIAGNOSIS OF PREGNANCY.

Name the symptoms of pregnancy as nearly as possible in the
order in which they occur, including a few points in dia-
gnosis.

1st. Suppiession of the Menses.—If a woman in perfect health, who
has been menstruating regularly, suddenly ceases to do so, with no dis-
turbances from it. she is in all probability pregnant. There are many
causes for amenorrheea, but as a rule disagreeable symptoms accompany
this malady. On the other hand, women occasionally menstruate regu-
larly for several months after impregnation has taken place, and cases
have been reported where this function was carried on throughout ges-
tation. Then, again, pregnancy has occurred when the function was
absent, as during lactation.

2d. Sympathetic Nervous Disturbances.—Some sympathetic disturb-
ances constantly oceur in most pregnant women. These are apt to be
more marked in highly neurotic patients or those of a nervous temper-
ament. Among them are found itching, tingling, or ** peculiar sensa-
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tions”’ in the breasts, and neuralgic pains over various parts of the
body, most frequently in the face. There may be toothache, with no
destructive changes in the teeth, and often the woman who naturally is
of a very amiable disposition becomes sensitive, morose, irritable, or
despondent.  Occasionally a marked tendency to frequent attacks of
syncope is developed, but most marked of all are the digestive disturb-
ances, There may be a capricions appetite, with longings for the most
peculiar articles as food, such as slate-penecils, plaster, chalk, charcoal,
ete.

But of greater frequency are the nausea and vomiting, This oceurs
usually on rising in the morning; hence it has been called ** morning
sickness.”” It may be seen soon after impregnation has occurred, but
as a rule not until the middle or end of the second month. The cause
of this morning sickness has been disputed, but the generally received
opinion now is that it is purely a reflex disturbance, due to the irritation
of the uterine nerves by the pressure of the growing muscular fibres
upon them.

3d. Glandular Changes.—Those occmrring in the breast and kidne
have already been deseribed (pp. 38 and 39). There is one more whic
deserves mention : this is the activity of the salivary glands. Oceasion-
ally very severe and annoying ptyalism is seen. This usually ceases
spontaneously early in pregnancy.

4th. Other digestive disturbances, as flatulency, hearthurn, consti-
pation, or sometimes diarrhoea, may oceur.

oth. Reflex Pigmentary ('hanges.—These have already been described
(on p. 38). They are very constant in brunettes, less marked in blonds,
and may be entirely absent in women with red hair.

6th. A violet color of the vaginal mucous membrane is seen fre-
quently. This is a capillary congestion caused by the pressure of the
gravid uterus, and is of very little value, as any pelvie tumor may cause
the same condition.

Tth. A marked irritability of the bladder may be found. At times
this becomes very annoving, and increases as pregnancy advances.

Sth. Changes in the Umbilicus.—At first the nmbilicus is somewhat
depressed. It then becomes even with the abdominal wall, later bulges
slightly, and during the latter months may be drawn upward.

9th. Abdominal enlargment is first noticed about the fourth month,
when the uterus has risen well out of the fmh'ir;. From this time on it
increases rapidly, until the ninth month, when it has reached the
diaphragm. This is much more marked in short women.

10th., ZTatermittent Uterine Contractions.—This is a constant symp-
tom after the uterns is large enough to be felt, and when found by
a competent observer is a very valuable sign. It consists in regular
intermittent contractions of the uterus, occurring every five, ten, or
fifteen minutes. They are painless, and therefore not appreciated by
the mother.
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11th. “ Quickening.”’—This is a sensation felt by the mother when
the uterus has reached a sufficient height in the abdominal cavity, so
that the movements of the feetus may be felt against the abdominal
wall. [t usually oceurs first about the Elrrhteenth or nineteenth week,
and is deseribed as a slight fluttering. The movements become stron ger
and more frequent as pregnancy mlmnees and may often be seen as a
quick bulging of the abdominal wall. This is not a very valuable sign,
as women who think themselves pregnant often 1 umfzme that thue*,r feel
the foetal movements. A similar sensation to ‘*‘quickening’’ may be
caused by spasmodic contractions of the abdominal muscles or flatus in
the intestines.

12th. C'hanges in the Cervie.—As early as the third month it may be
noticed that the cervix is more easily felt on vaginal examination. It
soon becomes softer, and in primiparse somewhat different in shape and
longer than in multlpar&} n the latter it has more of an oval shape,

i]t]}* flattened antero-posteriorly, while in the former it is long and
E{:meal The os externum until the latter months of pregnancy, and
sometimes until labor begins, is tightly closed in primiparae, while in
multiparae, on the contrary, it will usual]}; admit the tip of the finger by
the third or fourth month.

13th. Ballottement.—This 1s the sensation which 1s felt when, with
two fingers in the anterior cul-de-sac of the vagina, the foetus is suddenly

ushed away, floats in the liquor amnii, and falls back again, striking the
Engrcrs It is an exccedingly valuable sign of pregnancy when found, as
no other condition will give it. However, it requires considerable expe-
rience for one to be positive about this sign. It can usually be appre-
ciated between the fourth and seventh months. After this the foetus
has become so large and fits so tightly in the lower segment of the ute-
rus that it is impossible to get ballottement. In order to make ballotte-
ment easy the woman should lie with her shoulders well elevated, or,
better still, sit or stand. There 18 also a so-called abdominal ballotte-
ment. This is appreciated by placing one hand on each side of the ab-
dominal wall, and pushing the feetus with a quick movement of one of
the hands. It is felt to strike the other

In breech cases a form called ** cephalic ballottement™ is obtained.
This is gotten by placing one hand over the head and pushing it away.
P; rebounds and strikes the hand, giving an impulse as in the other
orms.

14th. Awuseultation.—This is always to be practised with the woman
Iving-on her back : the stethoscope should be used, and applied directly
to the abdominal wall. Over the abdomen of a pregnant woman we
may hear three sounds. These are the feetal heart, the uterine soufile,
and the funie souffle.

(1) The Feetal Heart.—This is the one positive sign of pregnancy,
and can usually be heard by the beginning of the fifth month, thongh
GLea%mmﬂ]} earlier. It is very variable both in rapidity and ‘-:-tu‘uwt]]
The frequency ranges from 110 or 120 to 160 or 170, and the strength
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varies according to the sex and size of the child. In males and laree
children it is slower and stronger; in small children and females it 1s
more rapid and weaker. As a rule, male children are somewhat larger
and heavier, hence the feetal heart-sound is slower and stronger. It may
sometimes be heard over the entire abdomen, though there is always a
point or area of maximum intensity. This will be further considered
when the subjects of presentation and position are taken up.

(2) The Uterine Souffle.—This 1s a peculiar soft blowing or harsh
whizzing sound, synchronous with the maternal pulse and heard at some
point over the abdominal wail. It was formerly supposed to be a sound
caused by the passage of blood through the placenta, and hence has
been also called the ** placental bruit.”” It may be heard after the fifth
month, and varies considerably in intensity and position, sometimes
being absent, then suddenly appearing over one point of the abdomen,
to be heard a few minutes later at a point very remote from this. It is
probably caused in some unexplained way by the blood passing through
the tortuous uterine arteries. That it is not placental n origin is con-
clusively proven by the fact that it is heard after the placenta has been
expressed, and in cases of uterine enlargment from tumors where the
condition of pregnancy is absent. Thus 1t 1s apparent that this sign is
of little value in diagnosing pregnancy.

(3) The Funie Souglle.—The funic or nmbilical souffle is a soft blow-
ing murmnr, synchronous with the feetal heart-sounds, and when heard
may be situated at any point over the abdomen. Tt is very rarely found
but when so is probably ereated by a tension of the cord or pressure of
the same against the uterine wall by some bony prominence of the child.
The tension would be most frequently caused by a cord wound around
the neck or perhaps a knotted cord.

15th. Fu}p.rm'rm.“-ﬂy abdominal palpation we appreciate different
parts of the child and recognize the position and presentation. It is of
little value before the sixth month. On this subject more will be said
later,

Many of the preceding signs and symptoms of pregnancy oceur at or
about the same time, so that it is almost impossible to give them in ex-
actly the order in which they oceur. However, an attempt has been
made to desceribe them as nearly as possible in order of their appearance.
It might be mentioned here that many authors classify them according
to the month they ocenr or their relative importance. Others divide
them into subjective and objective symptoms,

What are the four most important symptoms or signs?

The feetal heart ;

Ballottement ;

Milk or eolostrum in the breasts of pregnancy ;
Suppression of the menses.
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How would you differentiate between the first and subsequent

pregnancies ?
Primiparce,

\lpp]e uqually small and unde-
velo

Not llEely to be any strize on the
breasts.

Abdomen tense and resisting to
touch.

Strize, if present, are of a pur-
p]lsh-redp color.

The vagina has a markedly corru-
gated feel.

The cervix 1s longer and conical.

Perineum is tense and long.
Fourchette 1s present.

Multiparee,

Nipples large, and apt to be well
developed.

Strise  frequently found on the
hreasts.

Abdomen usually very lax and
yielding.

Strize white, though there may
also be some reddish ones.

The vagina feels smooth.

Cervix short, and very likely some-
what lacerated.

Perineum may be torn.

No fourchette.

What methods of examination should be pursued in making the
diagnosis of pregnancy ?

First, the woman should be questioned concerning the date of her last
menstruation and its character and regularity previous to stoppage. The
physician should question her as to any digestive disturbances, such as
nausea, vomiting, etc., from which she may have been ‘allﬁ&llﬂﬂj, then
as to whether or not she has had any peculiar sensations in her breasts,

Secondly, the breasts and abdomen are to be inspected. This 1s best
done with the patient in a recumbent position, as afterward a vaginal
examination must be made, and this 1s much better done in the dorsal
decubitus. The shape of the breast is observed, the areola, the super-
ficial veins, and the tubercles of Montgomery ; also the size of the ab-
domen, its shape and pigmentation. Percussion is then performed, and
afterward palpation and auscultation.

Thirdly, a vaginal examination is made. The secretions are noted,
the cervix and os felt, and the finger is swept in all directions to deter-
mine roughly the size of the pclvls

DURATION OF PREGNANCY.

What %sdtge average duration of pregnancy ? and how is it com-
pute

The average duration is 278 days. This is a little more than nine cal-
endar and a trifle less than ten lunar months. As insemination is not
necessarily conception, it is impossible to determine accurately the exact
day when labor should occur.  Conception may take place as long as ten
days after insemination. For all practical purposes 280 days is muntul
from the first day of the last menstruation. One rule in common use is
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to add three days to the last day of the last menstruation, and subtract
three calendar months from a year from that date. If Febrnary is in-
cluded, add five instead of three days. Cases have been reported where
the pregnancy has continued 290, 300, and even 313 days.

DIFFERENTIAL DIAGNOSIS OF PREGNANCY.

What conditions resemble or may be taken for pregnancy ?

(1) Spurious pregnancy; (2) obesity; (3) ascites; (4) tympanites;
(5) subinvolution of uterus; (6) ovarian tumors; (7) fibroid tumors;
(8) retained menses.

What is spurious pregnancy, and how differentiated from true?

This usually ocenrs about the fortieth year of life or at the menopanuse,
but may be met with at any time during the child-bearing period. It is
usually associated with ovarian irritation, and is met with most frequently
among the upper classes. It may begin by some irregularity in the men-
strual flow. Then the abdomen enlarges, either from a crowding down
of the abdominal wall from a deposit of fat or from distended intestines.
The muscles become very rigid, and, what makes the diagnosis more dif-
ficult, oftentimes a condition of hypersesthesia is found. The patient
complains of a loss of appetite and of morning nausea. Peculiar feelings
in the breasts may be {]lEHEI'“}Ed, and oceasionally these glands become
enlarged. This condition may go on until a spurious labor begins, unless
a diagnosis be made and the patient be assured she is not pregnant. If
care i1s taken a diagnosis of the condition is easily made. On being
questioned it will probably be found that menstruation has been going
on, though perhaps altered in character and at infrequent intervals. No
feetal movements can be feit, nor can a feetal heart be heard. On vaginal
examination the cervix is found long and hard and the uterus not en-
larged. If doubt still exists, by giving an angesthetic the tumor will
disappear.

How may pregnancy be differentiated from obesity ?

In some women this condition is associated with irregularities in the
menstrual flow which lead them to imagine they are pregnant. The con-
dition may be so marked that even though pregnancy does exist the
uterus cannot be felt on palpation. The absence of all signs and symp-
toms of pregnancy, c-.s]:u:{-i;illl,r of the mammary changes and auscultatory
signs, makes the diagnosis easy.

How may pregnancy be differentiated from ascites ?

By making a careful physical examination of the patient the condition
causing the ascites can usnally be discovered. Furthermore, if the pa-
tient be placed upon her back, it will be noticed that the abdomen bulges
more at one point than at another, and marked fluctuation can usually
be obtained.
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How may pregnancy be differentiated from tympanites and sub-
involution of the uterus?

This condition is easily recognized by percussing the abdomen.

Subinvolution of the uterus can be mistaken for pregnancy only at a
very early period, when a positive diagnosis is, under any circumstances,
impossible.  However, it is almost ﬂ.l".’hl}& associated with symptoms
referable to uterine troubles, such as pain in the sides or back, a leucor-
rheeal discharge, and tenderness on pressure over the uterus. By wait-
ng andd finding no increase in the size of the organ the diagnosis is
assured.

How may pregnancy be differentiated from ovarian and fibroid
tumors ?

When either of these conditions exist alone, by a careful examination
the diagnosis is not difficult ; but when pregnancy is complicated by one
or the other, it is sometimes extremely difficult, and occasionally impos-
sible, to arrive at a positive conclusion. With the former we nsually
have a continuance of menstruation, may get fluctuation, and with the
absence of cervical changes and auqculmtﬂr} phenomena the diagnosis is
made. In the latter the peculiar hard and round feeling of the mass, a
profuse menstruation, and absence of feetal heart-sounds will materially
aid in making a diagnosis. In both cases the history is of great import-
ance.

Hnwf'l 11_13.:,; pregnancy be differentiated from retained menstrual
uid 7

This is most likely to occur in girls who have never menstruated, and
when found in such ecases the condition would be immediately suspected,
and an examination would reveal the presence of an imperforate hymen
or some other obstruction to the outlet for the flow. Or, if 1t oceur later,
the fact that no mammary changes were found, the cervix normal, aus-
Lu]ta,tinn negative, and ballottement absent would prove the non-exist-
ence of pregnancy. In both cases a history would probably be of im-
Pmﬁnce, and this would elicit the fact that the patient had suffered

rom excessive abdominal pains during the time when the menstrual
flow should have occurred.

DEATH OF F@ETUS IN UTERO.

What symptoms would indicate the probable death of the feetus
in utero, and how would you diagnose this condition ?

The mother begins to suffer from ill health. She becomes despondent
with no apparent cause, and loses strength and appetite. Her abdomen,
which has been gradually enlarging, 5uddenlv ceases to increase In size,
and the breasts, which were firm, become flabby and atrophied, and the
movements of the feetus, which have previously been felt, suddenly or
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perhaps gradually cease. The diagnosis is made positive if with the
symptoms recorded above we find no feetal heart-sounds for several suc-
cessive days, when previously they have been heard.

HYGIENE OF PREGNANCY.

What hygienic rules should be observed during pregnancy ?

The pregnant woman must be especially particular about her clothing.
Her garments should be loose-fitting and warm. Corsets are to be abso-
lutely forbidden, as they compress the breasts and by pressure on the
walls of the chest cause an abdominal type of respiration, which dis-
places the stomach, liver, and intestines, and gives rise to much discom-
tort, and frequently to serious results. She must have plenty of fresh
air and take moderate exercise, excluding all violent forms, such as
horseback riding, rapid walking, running up stairs, ete. She should
avolid exeitement. I}er diet must be wh(ﬁesmne and nutritious, and the
bowels, which are almost invariably constipated, should be kept open by
mild laxatives, enemas, or mineral waters. Intercourse ought to be only
moderately indulged in, if at all, during the early months and prohibited
during the latter months. If patients have been in the habit of douch-
ing themselves regularly and intelligently, this practice may be con-
tinued. Baths may be taken throughout, but should never be too hot,
or, on the other hand, too cold.

DISORDERS OF PREGNANCY.
How may the disorders of pregnancy be divided ?

(1) Into those due to mechanical causes (hemorrhoids, dyspnoea, vari-
cose veins, ete. ).

(2) Into those of reflex origin or sympathetic disturbances (nausea,
vomiting, ete.).

(3) Into those due to pathological conditions of the uterus or ovaries
(retroversion and moles).

(4) Into certain diseases which are engrafted upon pregnaney : among
these ansemia and albuminuria are found.

Describe the disorders of digestion.

The most important are nausea and vomiting. These disorders usu-
ally require no treatment, as they generally disappear by the third or
fourth month.  However, some cases continue, and are of such a severe
type that they must be treated. The causes are reflex in origin, and are
(1) pressure on the uterine nerves from stretehing of the museular fibres
of tlhu uterus; (2) irritation of the uterine nerves from a flexion of the
uterus; (3) erosion on the cervix; (4) emotion. '

Symptoms.—In the severe cases the vomiting occurs not only in the
morning, but whenever food is taken, and even when the stomach is
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empty a violent retching continues, so that the pa,tlent in a short time
becomes exhausted and emaciated. The pulse is rapid and feeble, the
temperature elevated, the tongue dry and coated, and delirium, followed
by death, may oecur.

These grave cases are said to be more often associated with multiple
estations.

Treatment.-——In the milder cases, where the vomiting occurs in the
morning, relief may often be obtained by giving the patient a half hour
before rising a glass of hot milk : this while in a recumbent position. A
great many ‘Temedies have been used, but all are very uncertain. Among
them may be mentioned oxalate of cerium in gr. ij to gr. xx doses; di-
lute hydrocyanic acid in Mj doses; tincture of iodine in Mij doses ; wine
of ipecac in milk [HLK—HLJ{E} the bromides in eﬁen ESCENCE | ﬂnm]l l.]ﬂ'-"‘uE‘S
of calomel (gr. 1-3), frequenﬂy repeated ; pepsin ; chloral hydrate in
gr. j doses; and hj,fdmrhlm'ate of cocaine in -} gr. doses; iced cham-
Bﬂ.gne, and externally both heat and cold applied over the epigastriup.

ilating the cervix has been done with good results in some cases. In
the most severe cases the stomach must be given complete rest and
reata}. alimentation resorted to. A good nutrient enema may be made
up of—

Peptonized milk, Zv;
Liquid peptonoids, 355
Tr. Dpll, mx;
Salt, 4B

Or, Beef tea (peptonized), Ziv;
Brandy, 388
Laudanum, M X-XX.

Sig. Either given every four hours, washing out the rectum before
each enema.

If after a trial none of these prove successful, and the patient’s con-
dition is steadily growing worse, as a last resort induce abortion. Dilate
the cervix first and wait a day, as this may check the vomiting. If not,
rupture the membrane. The methods will be described farther on.
Always call a consultation before an operation of this kind.

The other digestive disturbances are constipation and diarrheea. The
former 18 by far the more frequent, though the latter is not nearly as
rare as is generally supposed. Constipation is cansed mainly by im-

aired peristaltic movements of the intestines, which is brought about
y pressure from the gravid uterns. This must be relieved by proper
diet, mild laxatives, and enemata.

Where diarrheea oceurs it should be promptly treated, for when ex-
cessive it has a decided tendency to produce uterine contraction and
abortion.
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What are the disorders resulting from mechanical interference
of the gravid uterus ? Describe them.

(1) Dyspnoea.—This is usually present to a slight degree, but may be
S0 excessive as to prevent the patient’s sleeping when in the recumbent
pt}ﬂtlun

(2) Varicose Veins.—The most frequent seat of these is on the inner
sides of the thighs and the labia majora. They occur most frequently
in multiparse, and are caused by pressure of the gravid uterus on the
abdominal veins, and thus an impeded return flow of the blood from the
extremities. As a rule, they give no trouble, though cases oceasionally
arise where they become inflamed and extremely painful. The treat-
ment consists of rest in the recumbent position, elevation of the limbs,
and the application of some evaporating lotion.

(3) Hemorrhoids.—Hemorrhoids, thﬂLlfrh aggravated and oceasionally
caused by constipation accompanying pregnancy, are frequently seen
where this condition is not associated with gestation. In these cases the

canse is simply pressure of the gravid uterus on the hemorrhoidal veins.

If constipation exists, it is to be treated, and if the hemorrhoids become
very troublesome, the application of an ointment containing gallic acid
and opium will afford much relief;

(4) (Edema of the Lower FErtremities.—This is of no consequence if
not associated with albuminuria, and requires no treatment. It always
disappears after labor. If very excessive, rest relieves it.

(5) Lrrvitability of the Bladder.—As a rule, this does not occur until
toward the end of pregnancy, but may be met with at the outset. It
may be caused by some abnormal presentation of the feetus, and is re-
lieved immediately the position is rectified. It not, and if very excessive,
m],rru{ml suppositories containing opium and belladonna will often give
relief.

Describe briefly the disorders affecting the circulatory system.

Ancemia.—This is due to the alterations in the blood which have
already been described. It is a physiological accompaniment of preg-
nancy, and as a rule never becomes severe. However, 11: may at times
20 on to an alarmmr-' extent. In these cases the onset is usually insid-
ious. The face becomes colorless and slightly puffy; cedema of the
lower extremities beging, and may become general or even invade the
serous cavities. The patient grows weak and emaciated, and suffers
from sleeplessness, dyspneea, headache, vertigo, and frequent attacks
of synecope. On examining the heart a systolic murmur is heard, usu-
ally over the hase, though sometimes over the apex. This is trans-
mitted into the larger vessels of the neck.

The treatment consists in regulating the diet and placing the patient
under the most favorable hygienic *smruumlmfrs Tron may be given
combined with arsenic. The best preparation is iron reduced by hydro-
gen in gr. j to iij doses, ¢. 7. d. A very efficient and palatable prepara-
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tion is the so-called iron lemonade. This is made in the following man-
ner: A teaspoonful of each of the following mixtures, combined with
four ounces of water and a half ounce of lemon-juice, taken three or four
times daily :

Citrate of iron, 3ij;

Water, 3iv.—M.
Or. Bicarbonate of potash, 3x:

Water, ; Ziv.—M.

If the ansemia persists after proper and thorough treatment, abortion
or premature labor must be induced.

Diseases of the Heart.—It is only necessary to mention the fact that
regnancy has a decided tendency to aggravate, and perhaps hasten the
atal termination in, chronic heart lesions. This is especially marked in

cases of mitral disease.

Aseites.— A cellular infiltration of the tissues of the extremities or
other parts of the body is sometimes found during pregnancy from the
altered condition of the blood. This may extend to the pleural or peri-
toneal cavities. It 1s treated by removing as far as possible the cause,
and the use of diuretics, combined with rest and a milll-: diet.

Whﬁt_ disorders depending upon an altered innervation are met
with in pregnancy ?
Ptyalism, palpitation, syncope, insomnia, mania, neuralgia, cephalalgia,
paralyses, cough, pruritus, and eclampsia.

Describe each.

Pryalism, or salivation, 1s an increased activity of the salivary glands,
and thus a profuse flow of saliva. It is, as a rule, confined to the early
months of pregnancy 1f' it occurs at all, and has a tendency to disappear
spontaneously. It sometimes becomes exceedingly annoying, and causes
depression, and perhaps interferes with proper assimilation of the food.

fts treatment 1s very unsatisfactory. Astringent gargles and washes
for the mouth, the chewing of quassia-chips and bitter orange-peel, and
the administration of atropine, in gr. 135 doses, are among the remedies
used to relieve it.

Palpitation and Syncope call for no especial treatment, more than a
proper hygienic regime.

}I;-Jwﬂﬂun'a may be very troublesome, and from its persistence cause ex-
haustion, depression, and even insanity. Moderate exercise, early retir-
ing, and the avoidance of all excitement may be sufficient to relieve it.
If not, the bromides in moderate doses, sulphonal, chloral, or aniline
hydrate will usually produce a natural and healthy sleep. Opium in any
form 1s contraindicated.

Neuralgia and Headache are to be treated as when met with under
other circumstances.

4—bs.



a0 PREGNANCY.

All forms of Paralysis may be met with in pregnant women or after
delivery has taken place. They always have a marked tendency toward
hemiplegia or paraplegia, though some one organ of special sense may
be involved, or the paralysis may be confined to the limbs, face, or some
of the muscles. Those oceurring during pregnancy may be reflex or may
have a ursemie origin.  Others are due to cerebral congestion, and there
are unquestionable cases of a purely functional character.

The prognosis depends upon the cause, but as a rule is good.

The treatinent depends entirely upon the cause. Rest, tonics, strych-
nine, massage, and electricity have all been employed. '

Coughs are purely reflex, and for them antispasmodics are of benefit
Codeine in gr. | doses is good.

Pruritus.—This is most frequently found about the vulva, but may
extend over the entire body and be almost unbearable. If this is the
case, 1t 18 usually found without any apparent cause and is of neurotic
origin. This also may be the case where observed about the vulva, bu
cenerally an aggravating canse will be found in the lencorrheeal discharge
which 1s so often met with in pregnant women,

The treatinent of leucorrheea, if present, consists in thorough ecleanli-
ness. If erosions are found on the cervix, they must be treated by
touching with a solution of nitrate of silver. Vaginal douches once or
twice daily of carbolic-acid solutions, 1 : 80 or 1 : 100, a solution of
borax, 3ss to Oj, or of bichloride of mereury, 1 : 5000, will generally
relieve the lencorrheea.  External applications are often of benefit when
the pruritus is severe. A solution of AgNQ,, er. xx-3j, Painted over
the vulva, oftentimes relieves the itching immediately. Cloths wrung
out of carbolic acid, 1: 100, are sometimes efficient. At night the
patient may apply to the vulva a pad wrung out of a solution containing
the following :

K. Borax, 3ij;
Morph. sulph., gr. vij;
Rose-water, Zvj;
Dilute hydrochlorie acid, 3j.—M.

When the pruritus becomes general the patient should be thoroughly
sponged with a solution of bicarbonate of soda and water and put upon
her back in bed. The diet must be carefully regulated, and large doses
of the bromides are said to have been used with decided success.

('horea.—This is a very serious, though fortunately not a frequent,
complication of pregnancy. It is usually found in primiparse and very
young patients, and in many cases inquiry will reveal the fact that the
patients have previously suffered from the disease. It generally devel-
ops during the early months, though it may occeur any time.

The symptoms may appear suddenly or come on slowly. If the latter
be the case, there is first noticed slight involuntary movements of the
face or limbs, which gradually become more marked. When the attack
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is sudden a number of parts are simultaneously involved. There are
apt to be exacerbations and remissions of the disease. During sleep
the movements cease, to reappear again when the patient awakens in
the morning. There may be a weakening of the memory, though as a
rule this is not impaired. There is no fever and no digestive disturb-
ances. -

Treatment.—When the disease develops early, there is little chance
of the pregnancy going on to term, though the treatment is practically
the same as when the disease is found under ordinary circumstances. It
consists in placing the patient under proper hygienic surroundings and
giving her a nutritious diet. Tonics should be given, combined with
bromides, arsenie, and iron. If the paroxysms still go on inereasing in
severity, abortion or premature labor must be induced.

Eclampsia will be described later on.

DISPLACEMENTS OF THE UTERUS.

What displacements of the gravid uterus are met with during
pregnancy which may cause grave symptoms ?

Prolapse, either Complete or Incomplete.—This is a very rare, though
an occasional, oceurrence.

The eauses are the pre-existence of prolapse, multiparous state, trau-
matism, justo-major pelvis, and large vulva. In many cases, as the
pregnancy advances, the® prolapse cures itself during the first few
months; in others it is the means of causing abortion.

The treatment consists in replacing the uterus, introducing a proper
pessary, and enjoining absolute rest in the horizontal position.

Anteversion.—Uterine anteversion is merely an exaggeration of a nor-
mal state. and becomes really pathological only when it exceeds a certain
limit or when it oceurs in the true pelvis—i. e. in the first months of
pregnancy (Charpentier). As pregnancy advances when the condition
exists abnormally 1t produces a pendulous abdomen. The anteversion
may reach any degree, from forming simply a very acute angle with the

elvie axis to reaching the symphysis and forming nearly a right angle.
ft 18 most frequently found in multiparse.

The symptoms produced are marked bladder irritability, pains in the
back and loins, and excessive constipation.

The treatment is mechanical, and consists in keeping the patient at
rest, and, if the abdomen is pendulous, applying some form of abdomi-
nal bandage which will properly support it.

Retroversion.—This is by far the most serious of the uterine displace-
ments. It rarely occurs before the third or after the fifth month, and is
most frequent between the third and fourth months. Two forms are
deseribed: (1) A gradual retroversion. the causes of which are the oc-
currence of pregnancy in a previously retroverted or retroflexed uterus,
justo-major pelvis, deformed pelvis, fibroid and ovarian tumors, and ad-
hesions from an old peritonitis. (2) Sudden retroversion may be caused
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by blows, falls, and pressure upon the abdomen, but usually has as a
predisposing cause some of the conditions stated above.

Symptoms.—The first symptoms noticed are marked intestinal and
vesical disturbances, the bladder at times becoming enormously dis-
tended. The patient complains of pain in her back and limbs and a
sense of weight or bearing-down within the pelvis. On examination, if
the labia are separated, the posterior vaginal wall is found bulging for-
ward. The cervix is felt up by the pubes or eannot be reached at all.
From the excessive distension of the bladder a constant dribbling of
urine may occur, and if the catheter is passed—which is always very
difficult and may be impossible—a large quantity of strong-smelling
urine 18 withdrawn. Three results may now follow: 1st. The uterus
may straighten itself spontaneously and rise out of the pelvis—a fortu-
nate but rare occurrence. 2d. The uterus becomes incarcerated within
the pelvis, congestion and inflammation follow, with fever, prostration,
vomiting, irregular and feeble pulse, exhaustion, and death; or from
the extreme distension of the \ljladder this organ ruptures, causing a
fatal peritonitis.  In some cases the urinary elements are retained, and
death from ursemia follows. 3d. The woman may abort,

The diagnosis is made by feeling no fundus on abdominal palpation,
and when a digital examination is made the finding of a hard round
mass pushing forward the posterior vaginal wall. Then if the cervix
can be felt at all, it will be back of the pubes.

Treatment.—As soon as the condition is discovered the uterus should
be replaced. Finding this impossible, the only resource is to induce
abortion.  To replace the retroverted uterns the patient should be
placed in the knee-chest position and pressure made on the fundus in
an upward direction. Failing in this, ansesthetize the patient, and with
two fingers in the rectum push the fundus upward. This is facilitated
by drawing the cervix downward by means of the finger and thumb of
the other hand introduced into the vagina, or, if this cannot be done,
by the use of the tenaculum.

ALBUMINURIA.

What forms of albuminuria are met with?

(1) Albuminuria in pregnant women with pre-existing renal lesions ;
(2) Idiopathic albuminuria; (3) Albuminuria complicating labor.

When does it usually make its appearance?

(enerally not before the end of the third month, and most frequently
about the sixth month.

What are the causes of puerperal albuminuria ?

(1) Pressure of the gravid uterns on the renal veins. This hardly
seems plausible during the early months, as the uterus has not reached
a size sufficiently large to cause pressure upon these vessels. Later in
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pregnancy this may be one of the causes. (2) Pressure upon the ureters
by the uterus. (3) High arterial tension, due to the hydrsemic condition
of pregnant women. (4) High degree of nervous nritability. (5) Re-
flex irritability, associated with the glandular secretions.

Describe the course, symptoms, prognosis, and treatment.
1. In the Ordinary Insidious Cuses.—'

T'he first and only positive
symptom is the presence of albumin in the urine. The patient usually
becomes somewhat ansemic, and an cedema of the extremities, often-
times extending to the face and neck, is observed. Headache is usually
frontal and constant, though it may not be severe and may be confined
to one side only. Ringing in the ears is a constant and annoying symp-
tom 1f the albumen becomes large in amount. Visual disorders are ur
served, such as double or blurred vision and black spots before the eyes.
Vomiting, continuing throughout the day, and in women who have not
previously been suffering from nausea. Excessive nervous irritability
and neuralgic pains, or at times some form of paralysis. The pulse 1s
small, hard, and rapid. If the patient remains without treatment, these
symptoms become more marked. Vertigo and dizziness appear, and the
visual disturbances become more and more severe, until at times blind-
ness results. Digestive disturbances are very pronounced, and the
patient has an acute attack of indigestion and an eclamptic seizure.

Prognosis.—The prognosis for the child is always grave, especially if
the disease is persistent or far advanced when treatment is begun. The
prognosis for the mother is good if’ she is seen early.

Treatment.—(1) Regulate the diet. This should consist exclusively
of milk, the patient taking three or four quarts daily. If the symptoms
are very persistent and the urine scanty, skimmed milk, having more of
a diuretic action, is preferred. (2) Insist that the patient wear flannels
next to the skin: they need not be heavy, but must be roomy and warm.
(3) Regulate her mode of life, so that she shall take a proper amount of
exercise and have plenty of fresh air.  All excitement must be avoided.
Her sleeping-room should be large and well ventilated, though care must
be taken to avoid draughts or chilling of the body. (4) Medicinal.—
This consists—1st, in drugs which reduce the congestion of the kidney
and lower the arterial tension; and 2d, in those used to allay the nervous
irritability,.  Among the first class the most important are laxatives.

Jompound licorice powder or an occasional dose of compound jalap
powder is efficient, but perhaps best of all are the saline eathart, or
mineral waters, given every Gt}lﬁr morning. Of the former, citrate of
magnesia, sulphate of magnesia, and Rochelle salts are best. If the
latter are used, Hunyadi and Villicabras are very excellent. Digitalis
in small doses, combined with the acetate or citrate of potash, makes
a very good diuretic mixture. If the anmmia is marked, the so-called
iron lemonade already spoken of is indicated. Among the drugs
given for nervous irritability the bromides are by far the best. After
a thorough trial of treatment with no improvement in the patient’s
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symptoms and general condition, the only resource is to induce abortion
or premature labor.

2. In Acute Albuminuria.—In this the outset is very sudden and
severe. As a rule, it does not oceur until the latter months of gestation
—never until after the fourth month—and is usually seen in plethoric
women. All the symptoms given above are present, but are more
marked and severe. . The urine becomes scanty, high-colored, and may
contain epithelial scales and hyaline and granular casts. The pulse is
full and bounding and almost incompressible.  Vomiting is persistent.

"The prognosis in these cases is good if the symptoms yield readily to
treatment. If not, it is very bad.

Treatment.—If the patient be plethoriec and Pulse full and hard, ab-
stract 12 or 14 ounces of blood from the arm. Then give a pure purga-
tive—comp. jalap powder in dose of gr. x1-3j or calomel in gr. x—xx
doses, combined with soda bicarbonate. Keep patient guiet and in bed,
allow only milk, and if she is at all restless give her the bromides. The
most satisfactory salt is the bromide of soda in gr. xx—x] doses. combined
with chloral hydrate, gr. v—xv. If the symptoms subside, this will be
all that is necessary. If not—and very rapidly too, for in these cases
there is great danger of eclampsia—induce labor. But always try, if
possible, to wait until the child is viable.

ECLAMPSIA.
What is ecla,mpsia.'?

Eelampsia_is an acute disease coming on during pregnancy, labor, or
the puerperal state, and characterized by a series of tonie and clonie con-
vulsions, affecting at first the voluntary muscles, and finally extending to
the involuntary muscles, accompanied by a cﬂmplete loss of conscious-
ness and ending by a period of coma or sleep (Charpentier). It 1s more
frequent during pregnancy and labor than atter delivery.

What is the etiology of eclampsia ?

Although all cases of albuminuria are not accompanied by eclampsia,
the latter is probably always preceded by or accompanied with albumi-
nuria; hence it is by most supposed that the disease is one of the mani-
festations of lllhuummr ia.  Primiparity is certainly a very decided pre-
disposing cause, as is also an excessively distended uterns -either from a
multiple gestation or hydramnion. The fmmediate canse of the con-
vulsion has been variounsly stated by different authors. Some have said
that it is due to a cerebro-spinal congestion ; others, that it is a neurosis

caused by reflex irritation of the spinal vatvm others, still, believe that

i’t‘|<1.lu]!-1.l depends upon a poisoning of the :lnml which renders it too
impure to properly stimulate the nerve-centres; in other words, that by
the impure blood the nervous system is practically poisoned. This is
the most generally accepted t]lEIH v, though what the poison IB, whether
urea or some other ingredient, is not known.
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Describe an eclamptic seizure.

The attack will usually be preceded by some of the symptoms spoken
of under the head of Albwminuria, such as cedema, vertigo, insomnia,
cephalalgia, stupor, or blindness. The patient first feels a sense of dizzi-
ness, and if closely observed it will be noticed that the thumbs are turned
inward across the palms of the hands. The head now turns to one side
or in a backward direction; the eyeballs roll upward, so that only the
seleroties can be seen, and the angles of the mouth are drawn downward,
giving the face a horrible expression. The face, which is at first very pale,
now becomes deeply evanotie, the glottis closes, and the veins of the neck
are enormously swollen. The carotids pulsate violently. This tonic rigidity
lasts from ten to twenty seconds, when the clonic spasms begin. The
hands open and close, a violent twitching of the limbs and arms occurs.
and the whole muscular system is thrown into rapidly recurring convul-
sive movements., Respiration is hurried and shallow, and is accompanied
by a frothing at the mouth. This usually lasts no longer than three to
five minutes, and is followed by a condition of coma. In a few minutes
the woman opens her eyes, but nothing is distinet, and when conscious-
ness is regained she has no recollection of what has taken place. Tt
sometimes happens that the coma becomes deeper and the patient dies
without recovering consciousness. When she recovers from a convulsion
she is so extremely irritable that the slightest noise, or even draught of
cold air, will immediately throw her into another convulsion. The remis-
sions or periods between the seizures are variable. Sometimes but a few
minutes intervene, while at others several hours may pass before a second
attack occurs. There may be but one or two attacks or there may be
sixty or eighty.

‘What is the prognosis of eclampsia ?

If the temperature rises, the attacks are frequently repeated, and the
introduection of a catheter brings away only a small quantity of high-col-
ored urine; the prognosis is somewhat variable, although it is always
bad. After delivery has taken place it is better, and the later in preg-
naney it oceurs the better the prognosis. About 40 per cent. of the cases
recover. To the child the prognosis is always very grave.

What is the treatment of eclampsia when it occurs before labor
has begun ?

Immediately after the convulsion begins erowd a towel between the
teeth to prevent biting the tongue, loosen all the clothing, and give
plenty of fresh air. Do not restrain the patient, but allow her to thrash
about as much as she pleases upon the bed ; only keep her from falling
out. As soon as the tonic spasm has passed let her inhale c¢hloroform,
but not to the surgical degree. When she is well out of the convulsion
rupture the membranes and give a purge, preferably elaterine, gr. I,
comp. powder jalap, 3ss—j, or calomel, gr. x—xx: if necessary, croton
oil, Mj—j, in olive oil, 3j. If the patient be plethoric with a bounding
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pulse, abstract 3xij—xv of blood from her arm, and give morphine sul-
phate, gr. 1, hypodermically, and repeat frequently enough to keep her
well under its influence. Then soak a blanket in hot water, and wind
this around the patient, covering with two dry blankets. Keep her in
the pack three to four hours, and after taking her from it give chloro-
form and pass the catheter. If the patient has now been quiet for a few
hours and the kidneys and bowels are acting well, and 1f the uterine con-
tractions have not begun, a catheter may be introduced into the uterns
to start the labor. During the pains always give chloroform.

Describe the treatment when a seizure occurs during labor.

Administer chloroform freely, and if the membranes are intact rup-
ture them. This is often sufficient to check further convulsions. It 1s
still a disputed point as to whether or not delivery should be hastened
when the pains are forcible and efficient. This must be decided in each
mdividual ease.

How would you treat a case occurring after delivery ?

Giive chloroform enough to produce ansesthesia, then administer mor-
phine hypodermically, or chloral hydrate, gr. xx, and sodium bromide,
3ss, by mouth or enema; produce free purgation, and keep the
patient on milk diet until the albumin has disappeared from the urine.

What should be the after-treatment of eclampsia ?

Milk diet until albumin has disappeared. iron—and as good a form
as can be given is the iron lemonade—tonies, fresh air, favorable hygienic
surroundings, and nourishing food.

DISEASES OCCURRING WITH PREGNANCY.

Naturally, the pregnant woman may contract any disease she would
contract in the non-pregnant state, but as some diseases are very materi-
ally influenced by this condition, they will be spoken of.

What influence has pregnancy on the eruptive fevers ?

When associated with gestation the eruptive fevers are usually very
severe.

In small-pox would the woman abort ?

If the type is severe, and especially if the temperature be high, the
feetus, as a rule, dies and is soon expelled. On the other hand, preg-
nancy may continue, and on the birth of the child pitting will be found
to show it to have suffered from the disease in utero. Cases are recorded
of children having been born with small-pox. The confluent form 1s
almost invariably fatal both to mother and child.

What can you say of scarlet fever and pregnancy ?
Scarlet fever usually assumes a malignant type, and almost invariably
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causes abortion. When this does occur death usually results from sep-
ticaemia, as the scarlet-fever germs cause this disease.

What can you say of pneumonia ?

This disease, when it does oceur, is generally very fatal, both to mother
and child. On account of the high and continuous febrile movement
abortion is likely to result. This 18 especially true when the pregnancy
15 far advanced, and the more advanced the pregnancy the more likely
18 the pneumonia to terminate fatally. :

What can you say of phthisis?

This disease is probably aggravated by pregnancy, notwithstanding
many opinions and views to the contrary; and it is certain that the off-
spring of tuberculous mothers is in many cases either serofulous or tuber-
culous. Then, again, there is a greater tendency to abortion or prema-
ture labor in phthisical mothers.

What can you say of syphilis ?

Syphilis may exist before conception: it may be contracted during
gestation or at the time when conception takes place. In all these cases
there is a tendency to abortion, but the tendency is more marked in
cases where syphilitic women become pregnant. KExceptionally, the
child is born in a healthy condition, and remains so. More frequently,
however, it shows evidences of the disease at birth or develops symptoms
within a few months.

EXTRA-UTERINE PREGNANCY.

What different forms of extra-uterine pregnancy are met with ?

(1) Tubal, of which there are several varieties—viz. tubal proper, in-
terstitial, tubo-ovarian, and subperitoneal ; (2) abdominal; (3) *‘ ova-
rian;"’ (4) pregnancy in a bilobed uterus; (5) pregnancy in a hernial sae.

What are the causes of ectopic gestation or extra-uterine preg-
nancy ?

These abnormal pregnancies usually occur after thirty years of age,
and in women who have long been sterile, and are caused by anything in-
terfering with the passage of the ovule through the tube from the ovary to
the uterus. Among these may be mentioned inflammatory conditions
of the tube, a narrowing of its calibre from old pelvie inflammations,
tumors causing compression of the tube, pnl:rpi., ete. Fright or excite-
ment is also thought by some to be a cause. The abdominal variety may
be caused by the rupture of the sac of an ovarian or tubal pregnancy or
by the failure on the part of the fimbrize to grasp the ovule as it leaves
the ovary, thus allowing it, after it has become impregnated, to fall into
the abdominal cavity. Some say it may become impregnated by the
passage of the semen through the tube and into the peritoneal cavity.
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Describe the natural course of a tubal pregnancy.

The ovum is arrested in some part of the tube, and begins to develop
just as in a normal pregnancy. The chorion develops, and upon it the
villi appear, but no decidua is formed around the feetus.  However, this
is found in the uterns as in a normal pregnancy. No proper placenta is
ever found. This may be due to the fact that rupture usually oceurs
before the time when it should appear. For a time the ovum grows,
but soon the tube has expanded to its fullest extent; its fibres, by the
prolonged and excessive stretching, draw apart; the tension from within
causes the coverings to rupture; and the patient dies either from shock,
hemorrhage, or peritonmitis.

State the symptoms and diagnosis of a tubal pregnancy.

Fxactly the same symptoms as occur in a normal pregnancy may be
present, but, as a rule, those which are developed during the early
months are the UIII:‘.‘ ones ever seen, and these are very much :1ggravated.
The nausea and vomiting begin very early, sometimes within a few days
of conception, and the latter may be uncontrollable.  Menstruation may
cease, but at times during a menstrual epoch there is a sero-sanguineous
discharge containing shreds of tissue (the decidua). Colicky pains ap-
pear in one side or another, and are severe. They may be accompanied
by pains passing down the thighs, and inability to walk without great
difficulty.  The uterus enlarges somewhat, the cervix softens, the mam-
mary changes are present, and all the symptoms of a normal pregnancy
are seen.

Diagnosis.—On examination is noticed an excessively congested and
red vacinal mucous membrane. The cervix is soft, and the uterus larger
than normal, but there is not the tendency of it to lie over on the bladder
as it always does in an ordinary pregnancy; hence the bladder irvitability
is not noticed. In the abdomen i1s found a tumor, which, unlike the
uterns. lies to one side of the median line, and is painful on pressure.
The above, accompanied by the colicky pains already deseribed and the
menstrual How, should always lead one to strongly suspect an abnormal
pregnancy, though a positive diagnosis may be extremely diffienlt unless
a sound 1s introdueed into the uterus, which will show this organ to be
empty.

When does this form of pregnancy usually rupture if not inter-
fered with? and what are the symptoms of rupture ?

Rupture usually ocenrs between the first and third months, though it
may take place as early as the second week. and cases are recorded
where it has been delayed until the sixth month.

The symptoms of rupture of the tube are those of extreme collapse,
and with this may be associated severe abdominal pains, pallor, eold ex-
tremities. a small, thready, and rapid pulse; vomiting, and possibly
coma, accompanied by ““air hunger’’ and restlessness, may be seen,
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followed by death almost immediately; or these symptoms may not he
so marked, and the patient rallies only to develop a violent general peri-
tonitis, which results in death.

How should a tubal pregnancy be treated ?

If the case is seen before rupture has taken place, there are several
methods of freatment which have been pursued with varied success.
One is to destroy the feetus. This has been done by means of the
faradic current, which may be administered ten or fifteen minutes daily
for a week or two. If the tension is removed and the eyst ceases to en-
large, it may be known that the child is dead. Then there is hope that
it may remain inert in the tube. Another method of accomplishing the
same end 18 the use of the galvanic current. the negative electrode being
introduced into the vagina and pressed up acainst the tumor, while the
positive 1s placed over the abdomen. Morphine and strychnine have
also been injected into the sac to destroy the child, and with success in
some instances. Probably the most modern and successful treatment is
to do a laparotomy and remove the tube. If rupture has taken place,
the only rational procedure is to stimulate the patient and perform a
laparotomy, removing the blood, feetus, and tube.

Describe the course, symptoms, and treatment of an abdominal
pregnancy.

This form of extra-uterine pregnancy generally goes to full term. while
the tubal variety never does. The placenta forms on the peritoneum and
adhesions are usually set up. The sympathetic disturbances met with in
a normal pregnancy are all present.  Menstruation may cease. but usually
this is not the ease, or if it does it ceases only for a short time; and it
may be regular throughout. At times conception may occur again, and
the woman bear a child to term in the uterus. Infrequent colicky pains
are met with, but are not usually as severe as in the tubal variety. On
examining the uterus it will be found but slightly enlarged, though the
cervix is soft as in a normal pregnancy. The mntroduction of a sound
shows the uterus to be empty. The feetal heart-sounds will be present and
very loud. Palpation reveals the presence of the small parts of the child
just beneath the hand. These cases may set up a peritonitis which re-
sults in the death of the mother, or they may go on to full term, giving
no real marked symptoms at any time. In the latter ease a pseudo-labor
occurs. Regular uterine contractions take place, lasting for a variable
length of time, and the feetus dies.  When this oceurs a retrograde action
begins: the breasts and uterus atrophy, as also do the feetus and pla-
centa. The liquor amnii may become absorbed, and the coverings of the
feetus are clearly adherent to it, or maceration of the child may ocecur.
Oeceasionally in the former cases the feetus is carried for years, and even
a long lifetime, without causing any svmptoms. As a rule, putrefaction
results, and a peritonitis or septicsemia is set up, or a secondary inflam-
mation takes place and the feetus is discharged piecemeal through the
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abdominal wall, vagina, bowel, or bladder, most frequently through the
abdominal wall.

Treatment.—If the diagnosis has been made certain, the treatment
resolves itself into one of two courses:

1. Primary Laparotomy.—It done at all, this should be done when
the child is at full term. The statistics in these eases are not at all favor-
able, though some good results have been obtained. It may be justifiable
in some cases, and when it i1s done it 18 with the hope that adhesions may
be found between the peritonenm and eyst.  The placenta should not be
removed, but left to discharge through the wound, a portion of which 1s
left open. If no adhesions are found, the peritoneum must be stitched
to the abdominal wall. Cut the cord as near the placenta as possible.
The operation is almost invariably followed by septiczemia, but this may
be of such a mild form that recovery will take place.

2. Secondary Laparotomy.—If this is decided npon either through
choice or necessity, an incision is to be made where the mass points,
whether this be through the abdominal wall, vagina, or rectum, and
afterward the sac is washed out frequently with some antiseptie solution.
Some have recommended the opening of the eyst by caunsties when there
is reason to believe that adhesions are not present.

What is “ missed labor’’?

This term is given to a class of extremely rare cases of utero-gestation
in which the feetus is retained in the uterus for a variable length of time
bevond term. Labor-pains begin and cease, or may never come on at
all; the fetus dies and becomes decomposed, setting up a peritonitis, or
it 18 expelled in pieces; or, as in abdominal pregnancies, cases are re-
corded where decomposition has not nec:urre{]l, and the feetus has re-
mained in the uterns for years, causing no untoward symptoms. The
cause or causes of this oceurrence are not well understood.

MULTIPLE PREGNANCY.
What can you say of the frequency of multiple pregnancies ?

This varies considerably in different countries and among different
races, Statistics have shown it to oceur most frequently in Russia,
where the proportion of twin to single gestations is about 1 to 50; how-
ever, the average is from 1 in 80 to 1 in 90 pregnancies.

State the causes of multiple pregnancies.

They are three in number: (1) Two Graafian follicles mature simul-
taneously, and each expels an ovale which becomes impregnated. They
may both come from the same ovary or one from each. (2) One (iraaf-
ian follicle containing two mature ova which become simultaneously im-

regnated.  This is a double-yelked egg, as it were. (3) A single fol-
icle, a single ovam, but two nuclei.
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In twinqpregna,ncies are the children likely to be of the same
sex 1
The most frequent combination is a male and female; the next in
frequency is two females; and the least frequent two males.

How are the placentz and membranes arranged in twin gesta-
tions ?

(1) When two ova become impregnated, each one develops independ-
ently, and the result is two separate chorions, two amnions, two placentse,
and two cords. Occasionally it happens that the placentze lie very close
g}gethen and eventually unite, but a thin line of union can invariably

e seen.

(2) A single Graafian follicle, but two ovules. In this case there are
two amnions, but only a single chorion. The placentze are usually united,
and from this come two cords,

(3) One ovule with two nuclei. In these cases there is a single am-
nion, a single chorion, and one placenta with two cords. The vessels in
these instances are apt to anastomose in the placenta.

SUPERFETATION AND SUPERFECUNDATION,

What is superfeetation ?

By this term is meant the impregnation of a second ovule when the
uterus already contains one impregnated ovum. This must oceur very
early in pregnancy, else it is called superfecundation. The fact that it is
possible 1s proven by the occurrence of twins of different nationalities or
races being born to one woman.

What is superfecundation ?

Superfecundation means the impregnation of a second ovule in a
uterus containing an ovom somewhat developed. The possibility of this
occurrence is proven in two ways: (1) By the fact that in some twin
pregnancies one child is apparently at full term, while the other is seem-
ingly premature. However, this is not a very good reason, as we know
that the growth of two children in utero may not be equally rapid. One
seems to take more of the nourishment, as it were. (2) A full-term
child is born to a woman, and in a few months she gives birth to another,
apparently mature, feetus.

DISEASES OF THE OVUM, FBTUS, AND DECIDUA.

What pathological conditions of the decidua are met with ?

Acute inflammations are occasionally seen accompanying the infectious
diseases. These almost invariably lead to abortion, and are not nearly
as frequent as is the chronie condition of endometritis. There are three
forms :

(1) Chronic Diffuse Endometritis, which consists in the formation of
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a new connective tissue, making a much-thickened decidua if the preg-
nancy continues. It very frequently happens that the endometritis ex-
ists when impregnation occurs, and in t[llese cases abortion will be very
apt to result at an early stage.

(2) Polypoid Endometritis.—In these cases there is, besides the thick-
ening of the mucous membrane, a growth upon its surface of small,
smooth bodies, varying greatly in size and number, called polypoids.
Pregnancy may go on to term, and the condition be discovered only after
labor, or the growths may be so abundant as to interfere with the nutri-
tion of the feetus, causing its death, and abortion results.

(3) Catarrhal Endometritis or Hydrorvrhea Gravidarum (?).—This
is the collection of an aqueous fluid somewhere in the uterine cavity and
its discharge by the vagina. The cause is unknown. Many believe it to
be a rapid secretion from the uterine glands, and for this reason it has
been classed with the forms of endometritis. If this be the case, the
fluid collects between the decidua and chorion. Some think the aceu-
mulation is between the chorion and amnion ; others, that it lies in a sac
or eyst between the two membranes.

The diaguosis of this condition can only be made from a history of
repeated watery discharges, no uterine contractions, and a tightly-closed
(s,

Treatment is not called for, as neither the pregnancy nor the health
of the mother or child is in any way interfered with.

THE PLACENTA.
Describe placentitis.

This pathological condition may be caused by disease of the decidua
or of the chronie villi. The result is a growth of new connective tissue
and vessels, which canses a marked atrophy of the placenta. Many do
not admit that this is an inflammatory disease, but consider it a trans-
Ilirmutiun or organization of blood-clots which have formed in the
placenta.

What other morbid conditions may be found in the placenta ?

(‘falcareons deposits are sometimes met with. These vary in size and
number.  Oeccasionally but a few small areas are observed, while in other
cases large spots are formed, covering nearly half the maternal surface.
Fatty degeneration, which oceurs in yellowish-white masses mixed with
fibrous tissue, is of quite frequent ocenrrence. The effect of both the
above upon the feetus varies greatly according to the extent of the
change. Some have thought the latter to be simply a physiological
change occurring at term.

What alterations in the shape of the placenta may be found?
Though usually oval, the placenta may be round or even crgssuentiﬂ m
shape. Then there may be formed one or several patches of placental
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tissue entirely separated from the placenta. These are called ** placentae
succenturiatae.”” They are of importance only from the fact that they
may remain in the uterus after the placenta is expressed, and thus give
rise to hemorrhage, or become decomposed, setting up a septicaemia.

THE CORD.

What can you say of the pathological conditions of the cord?

Unusually long cords are sometimes met with, but these give rise to
no difficulties during gestation, excepting that they are more apt to be-
come knotted. Then also there is a greater likelihood of prolapse during
labor. Unnaturally short cords are also found. These may cause a pro-
longed second stage of labor. Knots of the cord are of infrequent occur-
rence, and result from the child in its movements passing through a loop.
They are of little practical importance, as they are very rarely tight
enough to interfere with the circulation, though cases are recorded where
the death of the feetus has resulted from a tight knotting.

THE CHORION.

Name and describe the only important disease of the chorion.

Hydatiform Degeneration or Vesicular Mole.—It is a disease of the
chorionic villi, and consists of a eystic degeneration resulting in the forma-
tion of small vesicles containing a clear fluid which resembles the liquor
amnil. Some believe it to be due to the death of the feetus, others sup-
pose it to be caused by syphilis or some other blood disease of the
mother.

The symptoms are rather obseure, hence the diagnosis 1s difficult.
The increase in the size of the uterus is, as a rule, more rapid than in a
normal pregnancy, and no auscultatory signs can be found, nor will it be
possible to obtain ballottement. It is usually accompanied by an aqueo-
sanguineous discharge, frequently repeated, and perhaps containing small
gm'tiﬂns of the cysts. Upon the finding of this does a positive diagnosis

epend.
he treatment consists, as soon as the diagnosis 1s assured, in imme-
diately emptying the uterus. This may be done by the introduection of
the fingers into its cavity and removing the mass, or by the use of a
curette. In either case an intra-uterine douche must follow.

THE AMNION,
What is hydramnion ?

Hydramnion, or dropsy of the amnion, is an excessive amount of
fluid in the amniotic cavity. This disease may be but slightly developed,
in which case it gives rise to few symptoms and is of little consequence,
but when developed to a marked degree the symptoms are very distress-
ing, and often alarming. In many cases the children are stillborn or die
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soon after birth. Tt does not usually begin before the fifth month, and
with the rapidly increasing size of the abdomen we are likely to find all
the disorders of pregnancy due to a mechanical cause, such as dyspneea,
palpitation, constipation, ete., greatly exaggerated.

'.[lhuru is usually no difficulty in making a diagnosis. The feetal extrem-
ities are felt on palpation only with difficulty, if at all, and the heart-
sounds can never be heard distinctly. The abdomen will appear large
and tense, but the uterine tumor can be mapped out, which is not the
case when dropsical effusions in the peritoneal cavity exist.

Grenerally the condition requires no freatment.  1f, however, as ocea-
sionally happens, the mother’s health is endangered, it will be necessary
to induce labor. This should be done by puncturing the membranes. If
labor has begun, three dangers arise from a sudden withdrawal of the
fluid : (1) A prolapse of the funis; (2) hemorrhage from sudden detach-
ment of the placenta: (3) syncope, as sometimes happens from the rapid
withdrawal of fluid from the bladder or the puritmsz or pleural cavities.
Thus it is advisable to elevate the hips, that the fluid may pass away
more slowly: place the hand tightly against the vulva, introduce only
the index finger to the membranes, that the force of the flow may be
reculated. Use a small stilette and rupture membranes during an inter-
val between the uterine contractions.

THE F@ETUS.

Are the eruptive fevers transmitted from the mother to the
fetus ?

They all may be, and, although the woman suffering from any of these
diseases is likely to abort. it sometimes happens that pregnancy goes on
to term. In these cases evidences of the disease may be found after
birth, or labor may come on when the period of viability of the infant is
reached, and within a day or two the child be attacked by the disease
from which the mother is suffering.

From what inflammatory diseases may a feetus in utero suffer ?

Enteritis, pharyngitis, laryngitis. pleurisy, and peritonitis have all been
observed—the latter with more frequeney, however. It may not be
developed until term, when the infant is born alive and lives for some
few hours or days suffering from the diseage.

[ts canse, unless specifie. is unknown, but has been attributed to blows
on l{m abdomen, peritonitis, cold, and over-exertion on the part of the
maother.

What eruptive diseases besides those already mentioned (erup-
tive fevers) affect the infant in the uterus?
Syphilis,—This is by far the most frequent disease transmitted by the
mother to the foetus. In some cases it canses its death, the mother
aborts, and in the child are found evidences of syphilis, or the child may
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be born alive, showing specific taint. In still another class of cases an
apparently healthy infant is born which in a few weeks develops the
disease. These different results are undoubtedly due to the degree of
severity of the infection from which the mother is suffering. When
syphilitic children are born alive, they are apt to be small and poorly
nourished, and show some form of syphilide, most frequently the
pemphigoid. If not found at birth, it will almost invariably develop
later. Iis seat is on the hands and feet and about the arms. From
these points it spreads over the entire body.

Malarial Poisoning.—Children born in malarial distriets are frequently
found with enlarged spleens, and cases are related where regular parox-
ysms oceurred in utero, the frequency varying with the type of the
malady.
 Lead-poisoning and sewer-gas poisoning also affect the feetus, but as
a rule cause abortion.

What injuries may the feetus meet with in utero ?

Fractures, either from falls or blows received by the mother or from
defects of ossification and non-union in the epiphyses. Contusions and
lacerations are also seen, though rarely. These are the result of injury
sustained by the mother.

Congenital or Intra-uterine Amputations.—A child may be born with
any one or all of the four extremities absent. Tt is believed that so-
called intra-uterine amputations are caused by constrictions of the
extremities by the umbilical cord or bands of false membrane. The
latter theory i1s held by most.

MOLES.

‘What are moles ? and what two varieties are seen?

A mole is a fleshy mass of variable size developed in the uterus and
receiving its nourishment. from this organ. There are two kinds—true
and false moles.

Describe the true moles.”

(1) Hydatid or Vesicular Moles have already been described.

(2) Ova Moles.—These are merely blighted ova, and often become dis-
solved in the liquor amnii and pass away surrounded by blood. On
microscopic examination chronic villi may be found.

(3) Placental Moles.—This form is found most frequently after abor-
tion. A small portion of the placenta remains in utero, which after a
time separates and passes away.

Name the classes of false moles.t
(1) Sanguineous, which are merely blood-clots.
% All true moles are connected with conception.

+ False moles have nothing whatever to do with impregnation, and may be
found in virgins.

5—0hs.
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(2) Fleshy Moles.—These consist of fibrin, and are simply blood-clots
with the sernm and coloring matter squeezed out. i
(3) Decidual Moles.—These are masses of decidual tissue.

ABORTION, MISCARRIAGE, AND PREMATURE LABOR.
What is abortion or miscarriage ?

Abortion or miscarriage consists of the expulsion of the feetus before
it is viable. Many consider the period of viability to be the sixth
month, others the seventh, so that by some any labor oceurring before
the seventh month would be called a miscarriage. Up to the end of the
third month the ovum is usually expelled entire. After this time the
placenta generally comes away after the feetus,

What can you say in regard to the frequency of abortion, and is
it more common in primipara than in multiparz ?

As an abortion oceurring during the early weeks is likely to pass un-
noticed, we do not really appreciate the great frequency with which the
accident occurs. It has fmen said that 90 per cent. of the married
women who live to reach the menopause have at some time or another
aborted. There is much discrepancy of opinion in regard to the fre-
quency at different periods of pregnancy; however, the majority are of
the opinion that abortion occurs most frequently between the second and
fourth months. It is much more common in multiparae, and is said to
bﬁ_lt:imre frequently met with in women who have borne three or four
children.

How may the causes of abortion be divided? Name them.

I. Maternal; II. Paternal; III. Feetal.

I. The maternal causes are—

(1) Artificial.—Violent exercise, coitus, lifting heavy weights, cough-
ing, vomiting, blows, falls, compression by corsets, the use of a sound,
and applications to the cervix.

({_I' ) Through the Blood.—Fevers of all kinds, especially the eruptive
and those accompanied by high temperature ; syphilis, anzemia, poison
of lead, mereury, or sewer-gas, malaria, albuminuria, and the use of
medicines.

(3) Through the Nervous System.—Shock, convulsions, over-suckling,
and many nervous disorders.

II. Puaternal.—Syphilis and coitus.

ITI. Foetal.—Diseases of the amnion, chorion, placenta, and cord, and
anything causing the death of the feetus; placenta praevia.

What is the most frequent cause of abortion?
Syphilis produces by far the greatest number of miscarriages, as it
may operate through either the father or the mother.
What can you say of the mortality resulting from miscarriages?
This depends considerably upon the causes, also somewhat on the
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period of pregnancy. Dangers arise from hemorrhage, loeal inflam-
mation, and septic infection. When the abortion is due to maternal
caunses or when legitimately done, the mortality is exceedingly small.
On the other hand, when eriminally done it is very great, as the woman
usually places herself in the hands of an inexperienced physician, and
very likely keeps on her feet until the pains begm. This, with exposure,
makes the mortality as high as 50 per cent.

Give the symptoms of abortion ?

Early abortions resemble very much a profuse menstruation, and may
give rise to no symptoms, or the patient may complain of a sense of ful-
ness about the thighs, which is deseribed most frequently simply as a
feeling of discomfort. On account of the congestion in and around the
uterns there will be a tendeney to frequent micturition or defecation.
The cervix will be soft and patulous, am& possibly the os slightly dilated.
When the aceident occurs later in pregnancy, there are fwo constant
symptoms, and their presence. with a history of the case, makes the
diagnosis easy. These are pain and hemorrhage. 'The latter occurs
first, and is a necessity ; the former is due to uterine contractions. Oe-
casionally these may be preceded by a feeling of malaise, headache, cold-
ness of the extremities, and a slicht rise of temperature, but these
symptoms are vague and unreliable.

How would you make a diagnosis of a threatened abortion ?

A history of the stoppage of menstruation for only one period per-
haps, associated with the early signs of pregnancy, a hemorrhage from
the uterus, and possibly some pain, would justify one in concluding that
abortion was threatened. After the diagnosis of pregnancy is certain
the difficulty in recognizing an impending miscarriage 1s slight. There
is a sanguineous discharge. and there may be pain. On examination
the uterus 1s found low, the cervix patulous, the os 1s perhaps dilated,
and the vaginal vault feels tense as though it were on the stretch.

How would you make a diagnosis of inevitable abortion ?

Unfortunately, the diagnosis of these cases 1s extremely difficult—un-
fortunately, for when an impending abortion becomes inevitable the
treatment i3 materially different. If the hemorrhage be free and per-
sistent, if there be considerable pain, and on examination the os is found
dilated, abortion will usually oceur. However, in spite of all this, there
are cases where the hemorrhage and pain have ceased, the os has re-
tracted, and pregnancy has gone on to full term. The only two con-
ditions which can be said to render the abortion almost inevitable are
the rupture of the membranes and the death of the feetus. Neverthe-
less, finding the following conditions present, we may feel pretty sure
that abortion is inevitable: viz. severe pain, persistent hemorrhage, and
a dilated os.
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How would you make a diagnosis of incomplete abortion?

In these cases we get a history of pregnancy, followed by pain, hem-
orrhage, and the passage of blood-clots. Upon careful examination the
latter are found to contain an ovum considerably advanced, but no pla-
centa: or perhaps some shreds of tissue and membrane are found. The
os will be dilated and the hemorrhage continuing. Passing the finger
into the cavity of the uterus, we feel shreds of membrane adherent to
its inner surface or a portion of the placenta or perhaps the whole of
it. If this is discovered the diagnosis is made certain,

How would you make a diagnosis of complete abortion ?

When the abortion has been complete the hemorrhage ceases, the
uterus contracts firmly, the os closes, and the pain ceases.

What is the treatment of the different forms of abortion ?

In a case where repeated abortions oceur look for a cause. If the
patient be :-;yp}ulntm, treat this condition from the beginning of her
pregnancy. Give her

Red iodide of mercury, £r. o1
Todide of potash, gr. X.
Sig. T 7. d.

The iodide of potash may be run up to gr. xx or 3ss, . % d., without
injury.

Another good treatment is by inunctions of the oleate of mercury.
Where no specific canse is present, but the abortions oceur time after
time. keep the patient in for the few days during which she should
menstruate, and allow her to take no exercise for several days before
and sueceeding this time. Do not allow her to have intercourse during
the first four to six months, at any rate. Guard against nervous shock,
extreme physical exercise, or anything that might irritate or congest the
aterns.  1f a displacement of the uterus is present, restore it to its nat-
ural position, and keep it in place by a suitable pessary until its increas-
ine size prevents it again becoming displaced. Diseases of the uterus
and tubes must be treated before impregnation has oceurred.

Two principles are to be observed in the treatment of all cases of
threatened abortion, unless from a very foul-smelling discharge we know
the feetus is dead, in which case it should come away. These are abso-
lute rest. both mental and physical, and the adminmstration of drugs
which will allay nervous sensibility and weaken muscular action. The
first is obtained by placing the patient in bed in a darkened room ; the
second, by giving opium, chloral, and the bromides. Opium may be ad-
ministered by the mouth, by the rectum, or hypodermically. A very
excellent method of administration is in the form of suppositories given
per rectum, bearing in mind the fact that women about to abort as a
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rule display a marked tolerance of the drug, so that the dose must be
large. With the opium we may combine moderate doses of chloral and
the bromides. The fluid extract of viburnum prunifolium in 3j doses
has been much used of late, and with some good results. If the bleeding
stops and pain ceases, you may feel pretty certain that the emergency
has passed. However, the woman should be kept in bed eight or ten
days longer and at each succeeding menstrual period. As soon as you
feel certain that no hope of checking the abortion remains, the treat-
ment must be radically altered. The administration of any of the above
drugs is absolutely contraindicated. If hemorrhage is free, a tampon
must be immediately introduced. The best material for this is sterilized
cotton made up in small rolls, and just before their insertion immersed
in a solution of bichloride of mercury, 1: 5000. Use a Sims speculum,
and begin to pack closely in the vaginal fornices and in front ot the cer-
vix. After filling the whole canal apply a T-bandage. This may be al-
lowed to remain from eight to twelve hours, and upon its removal the
ovam will usually be found to come away with it.  If not, give a douche
of bichloride, and apply another. 1f the hemorrhage is slight, it will
not be necessary to use a tampon. If the ovaum has been passed and
the hemorrhage continues, pﬂwﬂ the woman under the influence of
ether, give a vaginal douche, dilate the cervix if it be not already di-
lated, and with a dull curette clean out the entire uterine cavity, after-
-~ ward nrrigating it thoroughly with a solution of carbolic acid, 1 : 100,
made up with boiled water. The after-treatment of abortion is exactly
similar to that pursued after a normal labor at term.

What is a premature labor?

It is the expulsion of the child after the period of viability is reached,
but before full term. Premature labor is conducted, goes through the
same stages, and terminates just as a labor at full term, so that a further
deseription of it here is unnecessary.

HEMORRHAGES OF PREGNANCY.

What forms of hemorrhage are met with during the first three
months of pregnancy ?

We have (1) hemorrhage from the healthy mucous membrane of the
vagina and the cervieal canal. This may be of no moment unless it
oceurs from the upper zone of the cervix, in which case it will very likely
lead to abortion. Jllhis form of hemorrhage usually takes place during a
menstrual epoch, and leads the woman to helieve she is menstruating.
It is associated with no pain, and is due to a high arterial tension.

The treatment consists in lowering the tension by the admimstration
of 1odide of potassium in gr. xx doses, t. @. d., saline laxatives, and the
infusion of digitalis.

(2) Hemorrhages associated with ulcerations, erosions, and lacerations
of the cervix date back before the pregnancy, but seem to be aggravated
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by the hypersemia due to the pregnant condition. The condition is
readily recognized by an examination through the speculum, and the
treatment is purely local, consisting in the application of tincture of ido-
dine or persulphate of iron.

(3) In hemorrhage oceurring with primary eancer of the cervix the
cervix has an irregular indurated feel and bleeds freely upon the intro-
duetion of a speculum. There may also be a foul-smelling discharge.
Thig form of hemorrhage, due to malignant growths, is naturally found
rather late in life. If the woman be three months pregnant or less, abor-
tion should be induced. If further advanced and the growth be localized
and over a small area, it may be removed with the galvanic cautery. This
is not likely to produce abortion, though it may. When the disease
seems more extensive the question of an immediate hysterectomy, or
waiting until the child is viable and then doing laparotomy, will arise.

During the last six months two kinds of hemorrhage are met with :
(1) accidental, and (2) that due to an abnormal 1mplantation of the pla-
centa, or placenta praevia. This is also called ** unavoidable hemor-
rhage.”

Define and give the causes of accidental hemorrhage ?

An accidental hemorrhage is that due to the premature detachment
of a normally situated placenta. Two forms are met with: in one the
blood finds its way between the chorion and decidua and escapes through
the cervix: this is called the open form. In the other or concealed form
the blood does not escape through the os, but collects within the uterus.
The separation of the placenta is, as a rule, only partial, and, although
there is usunally an exviting cause, it generally occurs in women whose
constitution has been undermined, perhaps from some chronie disease.
[t may be the consequence of general disease, such as scarlet fever,
typhoid or typhus fever, and small-pox ; or of local disease, as acute yellow
atrophy of the liver, nephritis, ete. In the large majority of cases it is
the result of undue exertion. blows, falls, strains, lifting heavy weights,
coughing, ete. It is rarely found in primiparse, and almost invariably
only during the last two or three months of pregnancy.

Give the symptoms and diagnosis of the open form.

There may be a history of injury, followed, thongh perhaps not im-
mediately, by a moderate or severe hemorrhage, and probably some pain
over a localized portion of the uterus. A vaginal examination reveals
the fact of a normal feel to the cervix and lower segment of the uterus,
and also that this organ is the souree of hemorrhage. This, with the
history, makes the diagnosis easy.

Give the symptoms and diagnosis of the concealed form.

There are extreme collapse, exhaustion, perhaps syncope. pallid face,
cool or cold extremities, disturbed respiration, and a small, rapid, and
feeble pulse. Accompanying these there is excessive pain over some
portion of the uterus, and in some cases its seat is marked by a promi-
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nence caused by the accumulated blood. The localized pain and the
tumor are apt to be present when the placental detachment has been
central, and the margins, still remaining adherent, keep the blood con-
fined to this small area. If the edee s ';li:tm:,h{,d the blood flows out
between the membrane and uterine wall, cansing a severe pain from over-
distension. Cases are recorded where the blood flows into the feetal sac
through a rent in its membranes.

What can you say of the prognosis, and how would you treat a
case of accidental hemorrhage ?

When the blood appears externally the prognosis is not very unfavor-
able. However, in the concealed form it is very grave. In all cases it
is much worse for the child than for the mother. The infant mortality
18 about 90 per cent., while the maternal is about 50 per cent.

Hemorrhage from the uterus can only cease by a contraction of its muscu-
lar fibres, thus closing the orifices of the open vessels: therefore, im-
medthlv when a case of accidental hemorrhage is seen, whether the os
be dilated or not, rupture the membranes and apply an abdominal binder,
This latter acts in two ways: first, it prevents the uterine cavity from fill-
ing with blood. and see undh, causes contractions of the organ on account
of the irritation from its pressure. If*the hemorrhage now ceases, do
nothing more. Labor will usually come on within a few hours, and
should be conducted as an ordinary case of late abortion. If the hemor-
rhage continues, deliver as mpldly as possible.  When the cervix is
enough dilated to allow of version being performed, turn and deliver,
If not, dilate with Barnes’ bags. Should the uterus not contract firmly
after the birth of the child, and should hemorrhage LUIltll’JlJE oive an
intra-uterine douche of carbolic acid, 1: 100, or bichlor., 1: 8000, at a
temperature of 120° F.  Compound tincture of iodine, 5,’ Oi, may be
added to the douche should the hemorrhage persist. Then full doses of
ergot must be given, though never until the child 1s born. The collapse
should be treated by warmth to the surface, alcohol and hot water inter-
nally, rectal injections of warm water, and ether or alcohol hypoderm-
ically if necessary. The after-treatment, as in all cases of hemorrhage,
consists in nutritious diet, good hygenic Eurrﬂundlngs, and 1ron mterlmll}

PLACENTA PRAVIA,

‘What is placenta pravia ?

The placenta is *“ preevia’’ when situated in the lower segment of the
uterus, so that a portion of it lies partially over or completely covers the
internal os uteri. When_ entirely covering the os it is gaid to be com-
plete or central; when only partially covering the same, it is ealled mar-
ginal, partial, or incomplete placenta preevia.

How frequently does placenta przvia occur? State the causes.

The proportion of cases of placenta praevia is about 1 in 1000 or 1200
pregnancies. It occurs much more frequently in multiparse than prim-
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iparee, and is more frequent among the poorer classes. This is ex-
plained by the fact that women in the lower walks of life are obliged to
et up too soon after delivery, leaving the uterus in a condition of’ sub-
involution. It 1s also more often seen in women who have borne children
in rapid suceession and whose uteri remain abnormally large. Thus
the cause seems to be a large uterus, though disease of the endometrium
and uterine contractions occurring soon after conception are also given as
causes,

Describe the symptoms of placenta pravia. M&T&&»&
Hemorrhage is the one important and characteristic symptom.® This

may oceur during pregnancy or not until labor has begun. The quantity
of blood lost may be but small at first, and the hemorrhage 1s spon-
taneously arrested, or within a few days or weeks there will be a recur-
rence, and each time, if the patient survive the first loss of’ blood, the
quantity is increased. The blood 1s bright, and the loss i1s associated
with all the general symptoms of hemorrhage. There is no pain, and
the flow may, and usually does, ocenr without any appreciable cause. It
many times takes place during what should have been the menstrual
period, and usually not until after the sixth month—frequently a few
weeks before, or even during, labor.

What is the immediate cause of the hemorrhage and the source
of the:blood ?

Various theories have been advanced to explain the cause of the hem-
orrhage in placenta praevia. By some it is thought there is a loss of pro-
portion between the placenta and uterus, and necessarily a separation
occurs.  This is said by some to be due to a more rapid development of
the uterine wall than of the placental tissue ((lazeaux), whi]le others
claim that the placenta itself grows more rapidly than the lower segment
of the uterus (Barnes); others, again, think the hemorrhage due to
causes which give rise to accidental hemorrhages. only that these caunses
are more apt to operate when the placenta is abnormally situated low
down in the uterine cavity.

The source of the hemorrhage is the lacerated uterine vessels. A little
dribbling may take place from the placenta itself, but thrombi soon form
in the mouths of these vessels, closing them.

Is the prognosis favorable in placenta pravia ? and would it ever
be justifiable to allow a pregnancy to continue where a dia-
gnosis had been made ?

The prognosis is very grave both for the mother and child, but espe-
cially so for the latter.  Various authors estimate the maternal mortality
at from 9 to 30 per cent., and for the child 50 to 75 per cent. The evils
to the mother are both immediate from the loss of blood, and subse-
quently from septic troubles.  The great liability to this latter is due to
several causes: (1) Infection from manipulations; (2) access of air to
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the uterine sinuses; (3) extreme anszmia from hemorrhage; (4) forma-
tion of large thrombi, which decompose. It is never justifiable to allow
a pregnancy complicated by placenta praevia to continue.

How would you diagnose and treat a case of placenta pravia ?

The diagnosis may be made first by the sudden oceurrence of' a hem-
orrhage from the uterus with no apparent cause and associated with no
pain or irregular contour of the abdomen, and secondly by the vaginal
examination. Upon the introduction of the finger, if the os be dilated,
the placenta may be felt as a soft, boggy mass through which the pre-
senting part is only indistinctly appreciated. This can be readily differ-
entiated from a blood-clot, which 1s readily broken down by slight pres-
sure of the examining finger. On sweeping the finger about close to the
uterine wall the diagnosis of a.central from a marginal attachment may
be ascertained. If the cervix is tightly closed, it will be found to have
a boggy, cedematous feel ; a scarcely recognizable presenting part is found ;
and, though it be associated with difficulty, the finger can usually he
pushed through the os and the placenta felt.

Treatment.——Do not adopt an expectant plan and wait, but proceed at
once to deliver the woman. Authorities differ on the subject. Many
advise, if the child be not viable and if the hemorrhage be slight, using
means to check the hemorrhage and allow the pregnancy to continue.
These place the woman on a hard bed, apply ice-cloths to the lower part
of the abdomen, give acidulated drinks, and keep her at perfect rest.
This might be permissible in a hospital case, where the patient is under
close and constant observation, but when not under these surroundings
it should never be considered, for a hemorrhage might occur at any time
and death result before aid could be summoned.

When delivery is decided upon, one of several courses may be adopted :
(1) Tamponing the vagina; (2) rupture of the membranes; (3) separa-
tion of or boring through the placenta and doing version; (4) induction
of labor by the introduction of a gum-elastic bougie and by tamponing
the vagina. KFach individual case will suggest the method to be adopted.
If the hemorrhage occurs when labor has begun, and the cervix is dilated
sufficiently to allow the introduction of two fingers into the uterus, and
if the placental attachment be only marginal, introduce the hand into
the vagina, pass the two fingers through the cervix, push the edge of
the placenta to one side, rupture the membranes, and by combined
manipulation do a podalic version. (The bipolar or Braxton-Hicks
method of version will be described later.) Pull down a leg and allow
the labor to progress. This half breech acts as an efficient tampon. and
will check tLL‘. hemorrhage. If the attachment be central. push the
fingers through the placenta and proceed to pull down a leg as before.
[f the hemorrhage oceurs before the os is dilated or before it is dilated
enough to allow the introduction of the two fingers, and if it be severe,
introduce a vaginal tampon, and allow it to remain six or eight hours;
then remove. By this time the labor-pains will have begun, and the
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cervix will usnally be sufficiently dilated to allow of the version being
performed. If not, introduce a flexible bougie, and allow it to remain
mm the uterus until labor is well under way and the cervix sufficiently
dilated to permit a version to be done. If the cervix is not dilated, but
the hemorrhage ceases, the introduction of the bougie 1s indicated with-
out tamponing, as this excites uterine contraction.

CHAPTER 1V.
LABOR.

PHENOMENA.

Define the term “labor,” and state the most modern theories as
to its cause.

Labor is the act by which the feetus and its annexes are expelled from
the maternal organism. The causes are classified as—(1) determining,
and (2) efficient. Among the determining causes may be mentioned
fatty degeneration of the decidua which occurs at the end of pregnancy.
Through this degeneration and separation the nerves over the interior
of the uterus become irritated and excite contraction. Another theory
18 that the extreme distension of the uterus causes its contractions ; still
another has attributed it to an ovarian excitement at a menstrual period ;
and another to a fatty degeneration in the placenta and an accumulation
of carbolic acid in the sinuses. However, no single theory has as yet
been advanced which is not open to many objections.

The efficient causes are two: contractions of the uterus, aided by con-
tractions of the abdominal muscles.

What is the character of the uterine contractions and the value
of the intermittent pains?

The uterine contractions or labor-pains (for the words are used synon-
ymougly) begin in the lower part of the back, pass around the abdomen,
and at times down the thighs. At first occurring at regular but infre-
quent intervals, they gradually become stronger and more frequent until,
toward the termination of labor, but a very short interval oceurs between
the contractions. These contractions are absolutely involuntary, but may
be influenced by mental impressions. They may be completely checked
for a time or their power lessened by the appearance of a stranger in the
room, a sudden surprise, or a disagreeable communication. Each con-
traction beging and gradually inereases to its maximum intensity ; the
uterus becomes tense and rigid. then relaxes, and the pain slowly sub-
sides. The contractions are said to pass in a wave from the lower zone
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upward by a peristaltic action, then return downward. And they alter-
nate in severity : first, a severe, then a moderate contraction.

Nature provides for the intermittence of the paing, for no woman
could survive an ordinary labor were the contractions continuous. Nor
could the child, for pressure upon it and the narrowing of the utero-pla-
cental vessels during a contraction so interfere with the eireulation that
asphyxia and death would result were they not intermittent. During
the intervals the patient regains strength and the uterus returns to its
oval shape ; respiration becomes more nearly normal; the pulse, which
has been accelerated during the pain, slows; and there is a general re-
laxation of the whole muscular system.

What signs or symptoms precede the beginning of labor ?

Oececasionally there are none, but as a rule a few days before labor
begins there is the so-called ** falling of the womb.”” The inferior seg-
ment of the uterus sinks down into the pelvie cavity and the fundus re-
cedes from the diaphraem. The woman notices that the waist, which
has been continually growing larger, becomes smaller, and respiration is
easier. On account of this descent bladder irritability is apt to be more
marked. and a very frequent desire to micturate is noticed. (Edema of
the lower extremities is likely to be aggravated, and if’ hemorrhoids be
present they become very troublesome. A diarrheea may ocenr. A few
hours before the uterine contractions begin the mucous discharge from
the cervix is more abundant, and may be tinged with blood. This is
called the ““show,”” and, if noticed, is a pretty sure sign that labor is
not far off.  On vaginal examination the lower uterine segment is found
lower down in the pelvis, the cervix can no longer be felt, and an ex-
cessive mucous secretion 18 observed.

What are fdlse pains?

They are the pains which occasionally occur near the approach of
labor, and may be mistaken for true labor-pains. They are distinguished
from the latter by the fact that they are confined to some portion of the
abdomen, are very irregular in frequency and severity, and are not asso-
ciated with a dilatation of the os, nor is any ‘‘ show’’ present.

‘What are the stages of labor?

The course of a labor from the time the first pain begins until the
placenta is born has been divided into three stages. The first begins
with the true uterine contractions, and ends when the cervix is com-
pletely dilated. The second begins with the complete dilatation of the
os, and ends with the birth of the child. The third is the period from
the birth of the child to the permanent contraction of the uterus after
the delivery of the placenta and membranes.

What influence have the pains of the different stages upon the
physical condition of the mother?

The pains of the first stage of labor are entirely under the control of
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the sympathetic nervous system, are involuntary, and therefore cause
little or no exhaustion of the vitality unless very long continued, and
even then the exhaustion is owing to the lack of sleep and rest more
than to the pains. However. during the second stage the cerebro-spinal
system comes into play along with the sympathetic. and during each
contraction the woman strains. Now the exhaustion begins, and a very
prolonged second stage may give rise to extreme prostration.

Describe the first stage of labor.

As the painful uterine contractions commence dilatation of the cervix
and os begins. Usually slight and infrequent in the beginning, the pains
gradually increase in severity, frequency, and duration, until, as the os
aﬁ}.rr-:mehes complete dilatation, a very short period intervenes between
them, and each contraction is severe enough to call forth a ery or a groan
from the mother. During this stage the woman is not confined to the
bed, but is sitting up or walking about. The amount of pain experienced
varies greatly according to the temperament of the patient. In neurotic
women 1t 18 generally very great. The dilatation may be accompanied
by nausea and vomiting which are of a purely reflex character. sually
the secretion becomes more stained with blood as the dilatation of the
external os progresses. This may be due to slight lacerations of the os
or to more serious tears of the cervix. As a rule, when the dilatation 1s
nearly or quite complete spontaneous rupture of’ the amniotie sac takes
place. and most of the liquor amnii drains away. If a vaginal examina-
tion be made at the beginning of labor, the dilatation will be slight, and
both orifices of the cervix may be appreciated, but as labor advances the
cervix becomes thinner and thinner until nothing but a thin eirenlar ring
can be felt. During a contraction this becomes very hard and protrud-
ing: throngh it can be felt the tense hemispherical bag of waters. It
occasionally happens that the amniotic sac ruptures prior to or very
soon after the beginning of labor. In this case the labor is called a
“dry " one, and 1s usually much prolonged.

Describe the second stage of labor.

As soon as the os has become completely dilated and retracts over the
presenting part the character of the pains alters materially. With each
uterine contraction the patient takes a deep inspiration. and involuntarily
orasps with her hands the edge of the bed, the bed-clothes, or the hand
of some bystander, and, bracing her feet, strains or bears down. In this
way the abdominal museles are bronght into play. and with each contrac-
tion the presenting part descends into the pelvis. As the head passes
the pelvie outlet the vagina dilates and the perinemmn begins to stretch.
With each contraction, which now becomes stronger and more frequent,
the tension of the perinenm increases and the vulvar orifice expands, ex-
posing to view a part of the head. During the intervals between the
pains the elasticity of the perineal structures pushes the head backward
and conceals it from view until the succeeding contraction of the uterus
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oecurs. Owing to this recession and advance the dangers of laceration
are diminished, as the parts have an opportunity to hmeL thoroughly
stretched ; and this is carried to a marked degree, owing to their great
dilatability. The urethra is pushed upward; the anterior wall of the
rectum bulges, and if fiecal matter be present it is expelled. The crown
of' the head now protrudes farther, and does not recede in the intervals
between the pains, and finally, during the height of" a contraction, the
head slips over the perineum. 'The shoulders and remainder of the body
are soon expressed, and the birth of the c¢hild is followed by a sudden
flow of amniotic fluid mixed with blood. The contractions now cease for
a time, when the third stage of labor begins.

Describe the third stage.

It oceasionally happens that immediately the c¢hild is born the placenta
follows or is forced out of the uterus into the vagina. However, as a
rule, the intermittent uterine contractions cease for a short time after the
hirth of' the c¢hild, but soon begin again. The muscular fibres retract in
all directions, and the placenta becomes separated and eventually ex-
pressed. The maternal vessels are naturally torn by this separation, but,
owing to firm, tonic contractions of the walls of the uterus and the forma-
tion of coagula in the mouths of the vessels, hemorrhage is prevented.

What effects has labor upon the mother ?

The appetite 18 lessened or wholly absent. The secretion of urine is
increased. The perspiration is increased. The temperature is elevated.
Mental disturbances, often to a marked degree and very variable in their
character, are sometimes present.

‘What effects has it upon the child ?

During a uterine contraction it is compressed, the placental cireculation
is interfered with, the feetal heart beats more slowly, and partial asphyxia
results. The head is compressed during its passage through the pelvis,
and its shape is altered. ]\IP{,mnum is often discharged from the rec tum,
and the bladder evacuated during or immediately iulluwwg the birth of
the body.

‘What can you say in regard to the duration of labor ?

The duration of labor is influenced by many circumstances referable
to both mother and child. Age, eivilization, mode of living, multiparity
and primiparity, as well as the size and presentation of the child, deter-
mine the duration. First labors are almost invariably longer than sub-

sequent ones, and in old primiparse they are usually very prolonged.
'The average duration is said to be from twelve to fifteen wurs.  In
primiparze labor may be lengthened to sixty or seventy hours in excep-
tional cases. The ratio between the first and second stages is, roughly
speaking, 5 to 1.
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PRESENTATION AND POSITION.

What is understood by the words * presentation” and * posi-
tion " ?

By ‘‘presentation’’ is understood the part of the child which offers
itselt’ or presents at the superior strait or inlet of the ])eh-'is. There are
three recognized presentations, all of which are subdivided : (1) those
of the head. which are most frequent ; (2) those of the pelvie extremity,
next in frequency ; (3) those of the trunk, which are the least frequent.

By the term ** position " is understood the relation of the presenting
part to, certain fixed points upon, and the diameters of, the superior

strait of the pelvis.

Why does the head present most frequently ?

The head presents in over 90 per cent. of all cases. Explanations for
this are numerous, but there are many objections to each. Pajot’s law
of accommodation is considered one of the best reasons for the great
frequency of vertex presentations. Itis this: “ When one solid body is
contained in another, and if the latter 1s alternately in a state of motion
and of repose, and if’ the surfaces are rounded and smooth, the included
body constantly tends to accommodate its shape and dimensions to the

shape and capacity of the containing body.”
The fact that the centre of gravity is situated nearer the head of the

feetus. tending to cause this part to lie in the lower segment of the ute-
rus, is considered by some the cause. Others consider the reason to lie
in the shape of the uterus and feetal mass. The large extremities should
correspond, and if’ this is the case the head must lie in the smallest and

lowest, portion of the womb.

MECHANISM IN VERTEX CASES.

How many positions of the vertex are there? Name and de-
scribe each.

There are four: ‘

(1st) L. O. A. (Fig. 11).—In this position the occiput is directed
toward the front and left side of the mother; the sinciput points pos-
teriorly and to the right sacro-iliae joint, and the long diameter of the
head lies in the richt oblique diameter of the pelvis,

(2d) R. 0. A.—In this position the occiput is directed toward the front
and richt side of the mother, the sinciput posteriorly and to the left
sacro-iliac joint, and the long diameter of the head lies in the left oblique
diameter of the pelvis (Fig. 12).

(3d) R. 0. P—This is exactly the reverse of the first. The forehead
points to the left gide of the mother. the occiput to the right sacro-iliae
joint, and the long diameter of the head lies in the right oblique diam-

eter of the pelvis (Fig. 13).
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(4th) L. O. P.—This is the reverse of the second position. [n it the
occiput points to the left sacro-iliac joint, the sinciput to the right side

e 11.

L.OA

of the mother, and the long diameter of the head lies in the left oblique
diameter of the pelvis (Fig. 14).

Fia. 13.

Which is the most frequent of the vertex positions?

The first position, or L. O. A.  About 70 per cent. of all vertex cases
present in this position. The next in frequency is the third, then the
second, and the least frequent the fourth.

Numerous reasons have been given to account for the greater frequency
of the first position, of which the most rational is that the left vblique
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diameter of the pelvis is shorter than the right. This is owing to the
position of the rectum,

Describe the mechanism of delivery in the first position.

For convenience of deseription the movements are usually divided into
stages, though ordinarily these stages gradunally run one into another, so
that they cannot be made out in actual practice : (1) period of flexion ;
(2) period of descent or engagement; (3) period of internal rotation of
the head ; (4) period of descent and extension; (5) period of external
rotation of the head and internal rotation of the trunk; (6) period of
expulsion of the trunk.

Vhen labor begins the occiput is at the left ilio-pectineal eminence,
and the sinciput at the right sacro-iliac synchondrosis. The back of the
child looks forward and to the left side of the mother, and the abdomen
backward and to the right. The head is only partially flexed, but as
soon as the uterine contractions begin this flexion }}euumeﬁ more marked,
and there is substituted for the occipito-frontal diameter (4} inches) the
suboceipito bregmatic (33 inches), giving a gain of more than 2 inch.

Fig. 16.
FiaG. 15.

Extension of the Head, Restitution of the Head.

The reason of this flexion is owing to the fact that the vertebral column
is not articulated in the centre of the skull, but nearer to the occiput,
and, meeting equal pressure from below, and the force from above being
transmitted through the vertebral column, the sinciput is forced upward.
Descent now oceurs.  The head becomes engaged in the pelvis, and from
now on until its birth this movement goes on continually. The important
movement of internal rotation now takes place by which the long diam-
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eter of the head becomes adapted to the longest diameter at the outlet
of the pelvis. This movement may not oceur until the head has reached
the perineum and is about to be born. However, it usually takes place
higher up, and is due to several causes: First, according to Pajot’s law
of accommodation (p. 78), the head must accommodate its diameter to
the diameter of the maternal pelvis. Secondly, owing to the direction
of the inclined planes of the pelvis the oceiput is directed forward and
the sineiput backward. Thirdly, the perineal influence after the head
has reached this body may greatly influence its rotation, if this be not
already complete. The head, having now reached the perineum, is born
by a process of' extension (Fig. 15). The occiput becomes fixed heneath
the symphysis pubis and the face sweeps over the perineum. External
rotation of the head, or restitution, takes place after extension (Fig. 16).
The occiput turns toward the thigh of the mother, which corresponds to
the side of the pelvis which it originally oceupied ; in the first position,
to the left thigh. The shoulders rotate, so that their long diameter is in
the antero-posterior diameter of the pelvie outlet, the anterior or right
shoulder becomes fixed under the symphysis, and the left or posterior is
born first. The shoulders being born, the body immediately follows.

Describe the mechanism of delivery in the second position.

In the second position, R. O. A., the long diameter of the head lies in
the left oblique of the pelvis. The movements are exactly the same as
in the first position, excepting that the rotation takes place from right to
left internally and from left to right externally.

Describe the mechanism of delivery in the third position.

In the third position, R. O. P., the occiput is directed backward and
to the right sacro-iliac synchondrosis, the forehead forward, and the long
diameter of the feetal head lies in the left oblique diameter of the pelvis.
The first movement is one of flexion. Then comes descent, which
takes place more slowly than in the anterior positions. Rotation now
oceurs, and is usually prolonged on account of the distance through which
the occiput must pass. It rotates from behind forward, and in this rota-
tion naturally turns to lie in the second position before it is completed.
Extension, restitution, and expulsion of the trunk follow as in the pre-
ceding position, restitution taking place so that the occiput points to the
right thigh of the mother.

Describe the mechanism of delivery in the fourth position.

In this position, L. O. P.. the occiput points posteriorly to the left
sacro-iliac synchondrosis, and the long diameter of the head lies in the
right oblique of the pelvis. Flexion takes place, then internal rotation
from left to right, during which the head comes to lie in the first position
extension, restitution, so that the occiput points to the left thigh of the
mother, and expulsion now follows.

In the third and fourth positions it sometimes happens that flexion

ﬁ'_{:. hE’i
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does not take place to a sufficient degree, in which case descent oecurs
without internal rotation. This being the condition of affairs, the oeciput
is born over the perineum and the face under the symphysis, not by a
process of extension -as in the preceding cases, but by flexion. These
urtﬁ e]xtmmely difficult and tedious labors, and will be spoken of more
fully later.

What is the caput succedaneum? and how is it formed ?

It is an cedematous tumor of variable size developed upon some part
of the feetal head during labor. Its situation varies according to the
presentation and position, and it is produced by an effusion from the ob-
structed venous circulation caused by the pressure upon the head. The
swelling oceurs on the uncompressed part, and in the first and fourth
positions is situated upon the right parietal bone, while in the second
and third it 1s upon the left. In prolonged labors, where the membranes
have ruptured early, it is likely to be very large, and may be entirely
absent in rapid labors.

What alterations take place in the head during labor ?

It 1s moulded so that some of the diameters are increased, some de-
creased. The occipito-mental and the occipito-frontal are almost always
diminished, and the suboceipito-bregmatic may be. This moulding is
effected by the overlapping of the bones on account of their incomplete
ossification, and by the existence of the sutures and fontanelles. A few
days after birth the head regains its normal shape.

ABDOMINAL PALPATION.

What may be accomplished by abdominal palpation ?
By abdominal palpation we may discover the position of the fundus
of the uterus, the relative amount of liquor amnii, the position and pres-

entation of’ the fetus, and in many cases where abnormalities exist they
may be rectified before labor begins.

Describe briefly the method of performing palpation.

The woman lies on her back on a hard bed. or preferably a table, with
her head and shoulders slightly elevated, the legs flexed at the knees and
the thighs on the pelvis. The arms should lie extended by the woman's
side, and the abdomen exposed from the waist to the pubes. The ac-
coucheur stands on the »ight side of the patient. His hands should be
warm, to prevent reflex abdominal muscular contractions,

The \|HJ:-:'~IltlHl of the fundus is first ascertained by placing the hand on
the abdomen, immediately above the symphysis, and carrying it upward.
Over the uterine tumor marked resistance is encountered, but this ceases
above the level of the fundus. We then seek for the presenting part.
This is done by placing the hands flatly upon the lateral walls of the ab-
domen parallel to the iliac fossze, and slowly depressing them. After
having determined the extremity of the feetus which is presenting, we
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seek to find the position of the back by passing the hands, one over the
other, upward on each side ot the abdominal wall.

How is a vertex presentation recognized?

By deep downward pressure in the iliac fossse a round, hard, and
usually slightly movable mass is felt nearly in the median line. This is
the head. If the flexion be marked, it will be noticed that one hand
meets with less resistance, and may be depressed more deeply. than the
other. This will be upon the side toward which the oeciput points, and
1s due to the tact that the opposite hand meets with the resistance of the
forehead, which on account of the flexion must rise higher out of the
pelvis. Passing the hands upward, if the position be either first or sec-
ond, the smooth, even, resisting surface of the back is felt on the right
or left side extending nearly or quite to the median line, while on the
opposite side a non-resisting surface is encountered, and many times
some of the extremities of the feetus may be distinetly appreciated. If
the position be the third or fourth, part of the back can still be felt, but
only a small area, and this lying more to the richt or left side. Much
less resistance is noticed in the median line and on the opposite side, and
the small parts are often distinguished over the anterior abdomen wall.
Where the abdominal muscles are relaxed and palpation made easy, as
the hands are passed upward after encountering the head they sink into
a shight depression or furrow, the neck, and meet immediately above this
the resistance of the shoulder. The breach generally lies in the opposite
side of the fundus, from which the occiput points below and forms a
rounded though larger and less resisting mass than the head. It may
be distinguished from the head by the absence of the furrow spoken of
above, and the fact that near it, as a rule, small parts may be felt.

How may a breech presentation be recognized by palpation?
On depressing the hands in the iliac fossee we immediately appreciate
a different condition than when the head presents. The mass seems
broader, less rounded, not so resisting, :;mj7 above all, immovable or
nearly s0.  Upon passing upward no furrow is felt. and small parts may
even be made out here at the lower segment of the uterus. The back is
recognized in the same manner as in normal vertex presentations. We
then search for the head at the fundus. Tt almost invariably lies to one
side or the other, and may be distinctly felt with its furrow at the neck,
and the shoulder lies immediately below. If there be a sufficient quan-
tity of liquor amnii—in other words, unless the amount be very much
below the normal—by placing the fingers over the head and by a quick
movement depressing the abdominal wall, the head is pushed away and
returns, striking the fingers with an appreciable shock. This is called
cephalic ballottement. This same sensation cannot be gotten with the
breech at the fundus.
. The diagnosis of the abdominal presentations and positions by abdom-
inal palpation will be spoken of farther along, when these are taken up.
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DIAGNOSIS OF VERTEX PRESENTATIONS.

Where is the feetal heart heard most distinctly in the several
positions of the vertex?

In the first position the point of maximum intensity of the feetal heart
1 a small area sitnated about midway betv een the umbilicus and the an-
tero-superior spine of the ilium on the lett side; in the second position
over a corresponding area on the right side ; in the third position, though
the point of maximum intensity may be the same as in the second, it is
usually found farther around toward the mother’s side. The same may
be said of the fourth position, except that it is farther around on the
left side. or over the same area as in the first position. In all vertex
cases the feetal heart is most distinet at some point below a line drawn
horizontally. so as to divide the uterus into two equal parts.

How may the vertex positions be diagnosed by vaginal exami-
nation when labor has begun and the cervix is partially
dilated ?

By introducing one, or preferably two, fingers into the vagina and
through the cervix, if the membranes are ruptured, they come directly
in contact with the parietal bones. Now, by passing backward a narrow
membranous interval is felt, which is the sagittal suture. This should
be traced by the fingers to determine in which direction it lies. If it
passes obliquely from before backward and from the left toward the
richt., the position must be either the first or the third, but if it passes
from right to left, the position will be the second or fourth.

The suture is now followed to determine the wosition of the posterior
fontanelle, and, finding this, we know where tne occiput lies. In the
two anterior positions, the first and second, the posterior fontanelle is
felt anteriorly or nearer the abdomen of the mother, and may be distin-
cuished from the fact of its being smaller, more triangular-shaped, than
the anterior, and running into it the arms of but three sutures are found.
These are the sacittal and the two arms of the lambdoid. As a rule,
unless the head be very small, the anterior fontanelle cannot be felt, as
it lies too high up and too far posteriorly to be reached. This is due to
the extreme flexion. In the two posterior positions it is generally pos-
sible to feel both fontanelles. owing to the lack of marked flexion which
is usually present in these cases. Here it is necessary to distinguish
between the two, and this may be done by feeling the four sutures run-
ning into the anterior fontanelles—the sagittal, frontal. and two arms of
the coronal. This fontanelle is also much larger than the posterior, and
is diamond-shaped.

MANAGEMENT OF NATURAL LABOR.

What should an obstetrical bag contain ?

A well-equipped obstetrical bag should contain a stethoscope, a pair
of forceps, a set of hydrostatic dilators, a Davidson's syringe, several
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flexible rubber catheters and one silver female catheter, a pair of scissors
and tape for tying the cord, some small and heavy catgut sutures, several
needles, a needle holder. two glass douche-nozzles, a rubber douche-bag. a
hypodermic syringe, and plenty of absorbent cotton. It should also be
provided with bottles holding chlorotorm (5jv or 5vj); fluid extract of
ergot ; pure carbolic acid, 3vj; a solution of the bllhb'l.l]]j]]dlb‘ of iron,
Ziv ; a small quantity of Magendie's solution of morphine ; a solution of
chloral hydrate, er. x or gr. xv to the drachm; a solution of ergotin ;

iather and br*andi,r for hypodermic use; and tablets of corrosive sub-
imate.

In choosing the room for confinement what points should bhe
observed ?

It should be large, well ventilated, well lichted. free from sewer-gas
or other unwholesome and obnoxious vapors. A room with a southern
exposure, containing several windows, 18 most desirable, on account of
the ereater abundance of sunlight it affords. Always, if possible, choose
a room containing an open ﬂrcplace} and have all unnecessary furniture
removed.

‘What can you say in regard to the confinement bed ?

Choose a high, narrow cot, and have it situated so that you may get
on all sides. It must be away from draughts of air, and in such a posi-
tion that good licht is secured. The mattress should be firm, smooth,
and free from all little irregularities. Over it is placed a rublju* pro-
tector, and upon this a linen sheet. Under the woman’s buttocks a
second sheet, folded three or four times, should be placed to absorb the
discharges. "The cov erings over the patient must be so arranged that
they may be easily adjusted or removed if necessary.

How should a patient be prepared for her confinement ?

If the bowels have not been moved very recently, an enema of one or
two pints of warm water and a little soap should be given. The genitals
are then to be carefully washed with a solution of blﬂhlmu]o of mereury,
and a warm vaginal douche of the same antiseptic, in the strength of
1:5000 or 8000, should be given. An entirely clean set of under-
clothing is to be put on, and over this a loose, light wrapper.

What should be ascertained on the first wvisit to a woman in
labor ?

First, that everything is in readiness for the birth; second, that the
woman has been pmp{.ﬂ} prepalul for her confinement; third, the
presentation and position of the child, the general l:l]]]dltll}l] of the
woman, and the frequency, character, and sirength of the uterine con-
tractions ; fourth, whether or not the ckild is living.
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How should the first examination be made ?

After the physician has carefully washed and dried his hands he
should palpate and auscult the patient’s abdomen, and after again re-
cleansing his hands and immersing them for a minute or more in a solu-
tion of eorrosive sublimate, 1: 1000, he should make a caretul vaginal
examination. If the labor-pains have begun, the fingers must be intro-
duced during the interval between the contractions, and should not be
withdrawn until the size of the pelvis, the amount of dilatation of the
o, and the presentation of the child have been carefully ascertained.
This latter will have been made out on palpation, as will also the posi-
tion. but the former may be confirmed by the vaginal examination. As
a rule, the membranes are tense and bulging, owing to which the exam-
iner is prevented from appreciating the sutures and fontapelles. For
this examination the patient should lie upon the back. Now, if the
presentation be normal, the cervix only slightly dilated, and the patient
a primipara, the presence of the physician is unnecessary, and he may
with safety leave the woman for an hour or two, but never unless he be
within easy reach. :

Describe the management of the first stage of labor.

During this stage the patient should not be confined to the bed, but
encouraged to walk about the room or recline in a chair. If the stage
be at all prolonged, she must be advised to take food in moderate guan-
tities. Beef tea, broths, milk—in fact, any licht nourishment—should
be taken at intervals to prevent exhaustion. Vaginal examinations are
made only at infrequent intervals, and often enough for the attendant to
ascertain the progress of dilatation. The bladder must be carefully
watched, and if it becomes distended the catheter passed, as a full blad-
der retards the labor by nearly or completely checking the uterine con-
tractions. As the completion of this stage is approached the pains
become more frequent and severe and their character changes. Each
contraction is accompanied by a straining or bearing-down effort, and as
a rule the membranes will rapture spontaneously abont this time and be
followed by a gush of fluid. If the patient has not yet lain down, she
should be placed upon the bed and a vaginal examination now made.
If the cervix is found to be fully dilated, her wrapper must be removed
and everything gotten in readiness for the birth.

How is the second stage of labor to be managed ?

The first thing to observe when the second or propulsive stage has
been reached is whether or not the membranes are still intact. If so,
with the fingers in the vagina we wait until a contraction takes place.
The membranes now become tense, and by simply pressing against them
with the finger-nail they will usually rupture. If not, by gently seratch-.
ing them with the end of a stylet or hair-pin, thoroughly earbolized,
the liquor amnii is evacunated. Hot and cold water, ice, the ligature,
scissors, and ergot should now be in readiness for nse. The position of
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the patient during the second stage must be left to her selection. In
England the established position is upon the left side, with the buttocks
elose to and parallel with the edge of the bed, while upon the Continent
and in this country most obstetricians prefer delivering the woman in
the dorsal position. If the choice is left to the physician, this latter
position should be selected, as the exposure of the patient is less and the
management of the labor much easier for him. During the pains of
this stage of labor the patient must be encouraged to ** bear down’’ or
strain ; and this is greatly facilitated by her grasping firmly the sides of
the bed or a long towel tied to its foot. When the head has reached
the perinenm these voluntary efforts on the part of the mother should
cease as far as possible.

If the stage be at all prolonged, it is advisable that the physician
auscult the abdomen oceasionally to see if the foetal heart-sounds are
still distinet and regular. When the perineum has become completely
distended, and just as the head is to pass over it, the patient must be
urged to open her mouth and ery out, as this lessens the strong force driv-
ing the head against the perineal body, and many times prevents a tear
which otherwise would ocecur. As soon as the head is born the fingers
are passed down to the neck and the cord felt for. If it be found coiled
about the neck, by making gentle traction upon the placental end it may be
slipped over the head, or, when loosened in this way, it may glide down
over the shoulders as the body is born. It occasionally happens that it
is coiled about the neck two or three times. In these cases it should be
ligated in two places and cut between the ligatures. If this becomes
necessary, delivery must be hastened by pressure upon the fundus of the
uterns and gentle traction upon the {:hi}&. The head is now supported
by the hand, while the eyes and face of the child are carefully cleaned
with a soft wet cloth, and the nurse or assistant places a hand upon the
fundus of the uterus and compresses it firmly as the contractions oceur
and the body of the child is born. This hand should not be removed
until the accoucheur can take the uterus to manage for the third stage.
The head being born and restitution having taken place, the shoulders
and body usnally follow during the next uterine contraction. 1If the con-
tractions are weak and ineffectual, and the child’s life is endangered by
the delay, gentle traction may be made upon the head or with the fin-
gers in the axillse; but these measures should never be resorted to unless
deemed absolutely necessary, and must always be accompanied by a
gentle rubbing of the fundus of the uterus. As soon as the child is
born the mouth should be carefully wiped out, and after it has cried and
the heart-action becomes regular the cord is tied. One ligature, prefer-
ably of linen or eotton tape, so that it will not cut through the cord and
into the nmbilical vessels, is placed about three inches from the umbil-
jcus, and a second an inch nearer. The cord is then cut between the
licatures. and the end carefully wiped to see that no bleeding is taking
place. If a large amount of Wharton’s jelly is present, it is often ad-
visable to strip the cord. This hastens desiccation, and may be done in
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the following manner: After one ligature has been applied, the eord is
grasped firmly at the umbilicus between the thumb and index finger.
It is then cut on the umbilical side of the ligature, and with the fingers
and thumb of the other hand the gelatinous matter is gently squeezed
out. A second ligature is now apphed near the end.

Describe the management of the third stage of labor.

As soon as the child has begun breathing naturally, the face cleansed,
and the cord cut, it should be carefully wrapped up in a soft blanket and
removed from the bed to a warm place. X towel 18 now wrung out of
some antiseptie solution and plucmi over the vulva, and the uterns taken
from the nurse by the physician. If at all soft or relaxed, gentle rub-
bing causes the uterus to contract. Within a few minutes regular con-
tractions will occur at short intervals, and the placenta may be spon-
taneously expressed. It after waiting fifteen or twenty minutes this is
not the case, Credé’'s method of expression may be resorted to. This
consists in applying gentle friction over the fundus, and during a con-
traction making firm downward pressure, with the fingers extending over
its posterior and the thumb its anterior surface.

As the placenta escapes from the vulva a dish 1s held in readiness to
receive 1t, with the blood and clots, and as it passes over the perinenm
it should be taken in the hand to prevent dragging on the membranes.
By making gentle traction upon the placenta in a backward direction the
membranes will slip out without tearing. Twisting them into a ro
during their withdrawal is not desirable, as it may be, and often is, the
means of cansing them to tear. As a matter of routine a drachm of the
fluid extract of ergot should now be given, as it secures a firm and per-
sistent contraction of the uterus and lessens the dangers of post-partum
hemorrhage. However, never give ergot until the placenta and mem-
branes have been carefully examined and found to be intact.

How should the mother now be cared for?

A warm douche of a solution of bichloride of mercury, 1 : 5000 or
1 : 8000, 18 given, the vulva carefully cleansed with the same solution,
and, if the perineum be lacerated, one or more sutures ought to be intro-
duced at once. If it is found to be intact, a pad is applied over the
vulva and the soiled bedding removed. These \full]var pads may be made
of bleached gauze or cheese-cloth padded with absorbent cotton, and
before their application should be wrung out of a weak bichloride solu-
tion (1 : 5000). After keeping the hand over the uterus half an hour,
or longer if the organ has any tendency to relax, the binder may be
applied. This 18 best made of coarse, unbleached muslin, and should
extend from the ensiform cartilage to the middle of the thighs. It is
fastened by pinning down the centre and taking gores on the sides to
prevent it from slipping out of position. Its advantages, when properly
adjusted are numerous and evident. It gives a comfortable support to
the abdominal walls, which are naturally very lax after childbirth, and
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restores the intra-abdominal pressure. By its constant and even pressure
upon the uterus it promotes the involution of this organ, which is so
important for a rapid and complete convalescence, and it prevents relaxa-
tion and resulting hemorrhage. It is also said to preserve and restore
the figure of the patient. If at the end of an hour the pulse is not over
90, the hemorrhage is not free, and the patient is resting comfortably,
she may be left with safety, but should be visited again in the course of
six or eight hours.

What attention must be given to the child after the mother has
been cared for?

Now that the mother i1s attended to, look at the child. See that it is
breathing naturally, and then examine the cord and see whether or not
it is bleeding. The entire body and scalp of the infant should be smeared
with sweet oil or vaseline to facilitate the removal of’ the vernix caseosa,
and the cord dressed. The latter may be done in this way: In the centre
of a piece of soft linen cut a hole and slip the cord through., wrap a little
absorbent cotton about it, and fold the cloth so that the cord will be
against the child’s abdomen. Now wrap the infant again in a soft
blanket and place it in a erib with hot-water bottles or bags about it, and
leave it a few hours before bathing. At the end of six or eight hours it
may be washed in warm water with castile soap and a soft sponge. Do
not place the child in a bath. The cord after each bath is to be dressed
in the manner described above, excepting that it is well to dust a mildly
antiseptic powder upon it. A powder of 1 part of iodoform and 2 parts of
bismuth is efficient, and not irritatine. By this treatment desiceation is
hastened, and there is much less danger of septic peritonitis from absorp-
tion through the umbilicus. After the bath some nert powder is dusted
i the axille, the folds about the neck, and buttocks, and the child
dressed.

A soft flannel binder or bellyband is first applied. This extends from
the nipples to midway between the umbilicus and symphysis, and must
be put on smoothly and loosely, pinning it with safety-pins. Over this
a soft shirt is worn, then a flannel petticoat and a long dress. The diaper
is preferably made of old cotton cloth, it being soft and non-irritating.
In about twelve hours the child should be put to the breast and allowed
to nurse for five or six minutes from each. However, the mother has
little or no milk for twenty-four or forty-eight hours, and until the end
of this time no regularity need be observed in the nursing.

ANASTHESIA, ANALGESIA.

When would you use chloral during labor ? how much would you
give ? and what are the dangers connected with its adminis-
tration ?

Chloral is only of value during the first stage, and here, when used in
suitable cases and properly given, it is a drug of unquestionable utility.
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Where the pains come at frequent intervals and are severe, but have
little effect on the progress of the labor, and where the os is thin and
rigid and the patient nervons and exhausted, c¢hloral is indicated. It is
frequently given by the rectum suspended in mucilage or milk and the
velk of an egg. A dose of 30 graing may be given, and repeated in
three-quarters of an hour if' the desired effect is not obtained. By the
mouth gr. x well diluted may be given every twenty minuntes for three
doses, and after waiting an hour the dose may be onee repeated.

The great danger in the use of ¢hloral is to the heart. Being a decided
cardiac depressant, it is absolutely contraindicated in all cases where
organic affections of this orzan exist.

What effect has chloral on a patient in labor?

[t quiets nervous exeitability, and produces a drowsiness, if not sleep,
between the pains. It lengthens the interval between the uterine eon-
tractions, and makes the latter stronger and more regular. Above all,
it seems to soften the os and promote its dilatation.

When and how should chloroform be given during labor ?

In the second stage only, and, only in exceptional cases, not until the
presenting part has nearly or quite reached the perinenm. A convenient
method of administration 1s to fold a towel or napkin six or eight inches
gquare, and upon it place about a drachm of chloroform. Holding it
with the first two fingers on the moistened surface and the thumb on
the opposite side, the backs of" the former are allowed to rest upon the
bridge of the patient’s nose. In this way fully 90 per cent. of air is
inhaled with each inspiration, and no part of the towel comes in contact
with the face of the woman. At the beginning of a pain inhalation is
commenced, and should cease as soon as the contraction stops.  Surgical
anzesthesia should not be obtained with ehloroform.

What are the dangers arising from the use of chloroform ?

It acts upon the motor ganglia of the heart, sometimes producing sud-
den death. It also acts upon the respiratory centre just as ether does,
but to a less marked degree. It sometimes excites rather than quiets the
patient. and its admimstration has to be stopped on this account. It
diminighes the contractile power of the uterus, and thus increases the
danger of hemorrhage.

What advantages has it over ether as an anasthetic ?

It is more pleasant to inhale, and as a rule does not produce any nausea
or vomiting. Its effects are mueh more quickly obtained. and are more
transient, passing away very soon after inhalation has ceased. TIts vapor
is not inflammable. as is that of' ether; and this is one very strong point
in its favor, as most confinements oceur during the night, when artificial
light is required. It is also true that pregnant women in labor do enjoy
a certain. thongh not by any means absolute, immunity from the ewvil
effects of the anzesthetic.  The fact that severe pain exists gives to its
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administration an element of safety. Furthermore, the woman is in a
recumbent position. and 1s going through a perfectly physiologieal
process, instead of being run down by disease, as surgical patients. to
whom chloroform is given, often are. Its slow, gradual. and intermit-
tent administration is a strong element of safety, and, above all, there is
but one well-authenticated case of death on vecord where ehloroform was
administered by a practitioner of medicine during labor ; and in this
case no autopsy was held.

When is ether used?

Ether is by some practitioners always used in preference to chloroform
to allay the severe suffering during the pains; however, its more general
use 18 during operations, when complete anzesthesia is desired.

Two more drugs have been used to some extent for producing anses-
thesia during labor. These are bromide of ethyl and cocaine—the former
by inhalation, the latter in solution or ointment as a local application to
the cervix, vagina, or vulva. Little success has accompanied the use of
either—the former, on account of’ dangers arising from its use, and the
latter, because the seat of the pain is not reached by local application.

THE PERINEUM.

What are the causes of perineal lacerations? and in what per-
centage of labors does laceration occur ?

A pelvis in which the subpubie angle is too acute ; posterior positions
of the eranium. failing to rotate ; excessively large head ; rapid delivery
of the head with the forceps, and failure to remove the blades at the

roper time ; birth of the head in breech labors, where the delivery must
rapid and the perineum has not had time to stretch ; inexperience on
the part of the physician,—may all be causes of perineal !zwuratiuns,
Then there are some perinea which will always tear, no matter how care-
fully the labor may be managed and how favorable the presentation.
This is observed in some thick, tense. and often cedematous perinea.
which seem to possess no elasticity and begin to tear immediately the
head presses upon them. Ocecasionally eczematons and and other skin
affections of the parts about the vulva and rectum render the tissues
hard and brittle and favor lacerations. Statisties vary widely as to the
percentage of perineal lacerations, but average in primiparae from 18 to
28 per cent. and in multiparze a little less than 4 per cent. It is esti-
mated that about one-third of these must tear, no matter how managed.

Describe the different degrees of perineal lacerations.

(1) TIncomplete lacerations are those in which the perineum is torn to
the sphincter ani. Accompanying this external laceration there is more
or less tearing of the vaginal mucous membrane, and it oceasionally hap-
pens that this extends up the posterior vaginal wall nearly to the fornix.
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It is generally confined to one side of the posterior column of the vagina,
but may occur on both sides.

(2) Complete lacerations are those in which the perineum is completely
divided, the sphineter torn apart, and perhaps the laceration may extend
for some considerable distance up the wall of the rectum. In these
cases the vaginal wall is invariably badly lacerated.

Describe the management of the perineum after the head has
descended upon 1t.

Ist. fn Dorsal Deliveries.—The objects sought for are threefold : First
and most 1mportant, 1s to retard the progress of the head, so that the
perineum may have time to become f'u{ly dilated before its birth. Seec-
ond. strive to get complete flexion of the head, so that its shortest diam-
eters may pass through the vulva. Third, during its birth relax the
perineum as far as possible.

These are accomplished in the following manner: When the perineum
has begun to bulge outward during a contraction of the uterus, crowd
the chloroform. Do not seek to obtain ansesthesia to the surgical degree,
but only sufficient to prevent the strong expulsive efforts of the mother.
Introduce the first two fingers of the Tigﬁt hand into the rectum and
apply the thumb against the descending head. With these two fingers
make pressure in two directions on the frontal region of the skull—up-
ward and anteriorly. The former increases the flexion ; the latter erowds
the oceiput forward and tightly under the pubic arch. During a con-
traction make direct pressure upon the head with the thumb, to prevent
its too rapid descent. Then with the finger and thumb of the left hand
crowd back the anterior portions of the labia until the occipital protu-
berance is felt to have emerged from under the symphysis. When this
has taken place, wait for the pain to subside ; then with the fingers of
the right hand slowly extend the head, at the same time making gentle
pressure downward and toward the median line with the thumb and two
fingers of the left hand, which, being now at liberty, are placed near the
posterior termination of the labia majora. This tends to relax the peri-
neum. Do not allow the head to be born during a uterine contraction
if’ it be possible to hold it back.

2d. In the Nide Delivery.—Have the buttocks near the edge of the
bed, with thighs and legs well flexed. Place a folded blanket or pillow
between the knees to separate them, so as to allow room for mampula-
tions with the left hand, which is placed around the thigh and rests upon
the c¢hild’s head. The other hand may rest upon this, and during a pain
pressure with both is made, so that the descent is as slow as the operator
may desire. Chloroform 1s freely admimstered as in other deliveries,
and the anterior commissure of the vulva is erowded back ; but as ex-
tension is about to occur the relaxation may be accomplished by pushin
the perinenm forward with the finger and thumb of the right han
placed along its sides.
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EPISIOTOMY.
What is episiotomy ?

Episiotomy consists in making lateral incisions on each side of the
vulva to relieve the tension and prevent spontaneous lacerations in the
median line. The incisions are made somewhat anterior to the central
raphé, and should be made with blunt scissors during a uterine contrae-
tion. To be of advantage they must be one-half to three-quarters of an
inch in length. After confinement a suture is introduced and union
readily takes place.

Is episiotomy ever indicated ?

It occasionally happens that a case is met with where laceration seems
unavoidable. For example, before the perineum has distended nearly
enﬂuih to allow of the passage of the head the fourchette is seen to tear
and the skin covering the perineal body to become tense, and perhaps
separate for a short distance midway between the posterior commissure
and the anus. In such a ease the operation is perfectly justifiable. But
it so rarely happens that cases are seen where it can be positively asserted
that a tear must take place that this procedure is, as a routine, to be dis-
couraged.

Should perineal lacerations be repaired immediately 7

They should n every instance where at all extensive. The internal
lacerations of the vaginal mucous membrane should be united by small
catgut sutures, and for the deep external sutures silkworm gut, silk, or
very heavy catgut may be used. The former is preferable, as it can be
made sterile so easily and is convenient to carry.

THE PUERPERAL STATE.

What is the puerperal state? Describe the general condition of
the mother at its beginning.

The puerperal state comprises the period beginning with the comple-
tion of the third stage of labor and terminating with the recovery of the
patient (Hirst). Soon after the completion of labor there may be a so-
called post-partum chill. This is usually of short duration and of no
importance. It is probably nervous in origin and due to the exhaustion
following labor. The pulse, which has been accelerated during labor,
falls soon after, many times considerably below normal, even to 50 or
lower. For a time the temperature is somewhat elevated, especially if
the labor has been difficult or prolonged. However, within twenty-four
hours it should fall to normal or nearly so, and remain there throughout
convalescence. There is a general feeling of comfort and well-being and
a desire to rest, if’ not sleep.

Describe the changes occuring in the uterus during the puer-
peral state.

Immediately after confinement the uterus is firmly contracted, and
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may be felt about midway between the symphysis and umbiliecus. Asa
rule, however, it soon relaxes slightly, some clots come from within its
cavity, and twelve or fifteen hours after the delivery its fundus lies on a
level with or above the umbilicus. But now the process of involution
begins. A fatty degeneration and absorption of the muscular fibres and
cells and a growth of new cells oceur, so that there is a constant loss in
the weight and size of the organ. By the end of six weeks or two
months, when this involution is complete, the uterus weighs but slightly
more than in its nulliparous condition, while immediately after labor its
weight i1s about 23 pounds. Involution 18 promoted by giving, for a
couple of weeks, small doses of ergot (Mxv-mxx of the fluid extract,
t. 7. d.). During this process a new decidua is being formed within its
cavity. The superficial layer is detached and expelled with the placenta
and membranes, leaving only fragments behind, which are adherent to
the uterus.  From these the new membrane is formed, and is complete by
the fifth week. Large thrombi form in the uterine sinuses and gradunally
become organized. A shrinking occurs and a slow obliteration, but it 1s
not until four or five months after labor that this process is complete.
The cervix rapidly regains nearly its normal size, though never its virgin
shape. The external os is almost invariably torn, and remains patulous
for a considerable time.

What are after-pains ? How caused and treated ?

After-pains are simply paing due to uterine contraction. They are
caused by the efforts nature is making to decrease the size of the uterus
and express the foreign bodies in the form of blood-clots which it con-
tains. They are almost invariably found in multiparse, though ocea-
sionally met with in primiparse where the uterus has been over-distended
by twins or hydramnion. If care is taken to express all clots and secure
firm contraction atter labor, in many cases they will be avoided. A mix-
ture containing

Morphine acetate, I
Spts. Mindererus, 31) ;
Fl. ext. of digitalis, mj,

given every three or four hours, is highly recommended to relieve them.

Describe the lochia.

It is a discharge from the uterus, lasting from two to four weeks after
delivery.  Abundant at first and of a bright-red color, it gradually de-
creases in amount and assumes a paler and eventually a white hue. For
the first three or four days, on account of the blood mingled with it, it -
remains red and is called **lochia rubra.”” From this time until the eighth
or tenth day it is of a very pale-red color, and has received the name
“lochia alba.”” It is estimated that during a normal puerperium the
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entire lochial discharge amounts to about 3 or 3} pounds. A slight odor
may occasionally be observed in the discharge, but if thorough cleanliness
and antisepsis is observed it never becomes marked.

What can you say in regard to the care of the bowels and
bladder during the puerperium ?

From two causes it frequently happens that during the first few days
there is retention of urine. In some cases it is of purel}, neurotic origin,
and may be readily relieved by applying cloths wrung out of warm w ater
over the suprapubie region. In others it is due to a partial and tem-
porary paralysis of the neck of the bladder or to severe contusions and
cedema about the urethra and meatus. In these cases it will be neces-
sary to use the catheter. For this purpose a soft, flexible rubber catheter
should be employed, and the strictest cleanliness and asepsis observed in
its introduction. It should be passed every six or eight hours, and
always by sight and not by touch.

On the second or third day after confinement the bowels, if they have
not moved, should be relieved by some gentle laxative, If the patient
can take it, nothing is better than a dose of castor oil. There is always
a marked teudcnm to constipation, which may be combated by small
doses of cascara sagrada, IIlI]LI mineral w aters, laxative pills, or enemas
of soapsuds or glycerin.

What care should be given the breasts during this period?

Usually in about forty-eight howrs milk is found in the breasts. From
this time on the child should be nursed regularly. About the third or
fourth day it frequently happens that the hre*mts become full, tense, and
somewhat painful, and there is especial pain in the axillee: added to this
there is a general feeling of discomfort and a slight rise of temperature,
perhaps to 100° or 1004° F. If the nipples are not eroded or fissured.
and 1t no areas of induration appear, this condition need cause no
anxiety. It is simply due to a marked activity of the glands, and lasts
only a day or two. From the time the milk appears the breasts must be
Emperlv supported either by a binder or in slings. The nipples are to

e carefully washed both before and after the child has nursed. For
this purpose nothing is more cleanly than a solution®of boracie acid.
Avoid all pressure over small areas of the breasts, for there is no more
easy way of setting up a mastitis.

What should be the diet of a puerperal woman?

During the first twenty-four or forty-eight hours the diet should con-
sist only of the most easily digested articles of food. Milk, mutton -or
chicken broth, beef tea, milk toast, and a little bread may be allowed.
The patient should receive some nourishment every three or four hours
if awake. After the second day any digestible foods may be given.
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Avoid all pastry, cakes, fresh vegetables, rich desserts, fruits, and sweets
while in bed. At the end of a couple of weeks she may resume her
usnal diet, taking care only to avoid such food as would be likely to cause
imdigestion.

How frequently should the vulvar dressing be changed? and
when may a post-partum woman be allowed to sit up?

During the first twenty-four or forty-eight hours the lochial discharge
is rather yrofuse, so that every three or four hours a clean new dressing
ought to be applied, taking care to carefully cleanse the vulva and sur-
rounding parts with a warm solution of hichloride of mercury, 1 : 5000.
After this, and up to the eighth or tenth day, four times in the twenty-
four hours is quite sufficient. From day to day, by examining the abdo-
men, the size of the uterus can be appreciated. Until the fundus has
disappeared below the symphysis, or at least can be felt on a level with
the pubis, the patient should be kept in bed.

How may a diagnosis of the puerperal state be made ?

By the size of the breasts and presence in them of milk or eolostrum;
by the flabby, wrinkled condition of the abdominal walls and the large
size of the uterus; by the open and perhaps lacerated cervix; the cha-
racter and amount of the lochial discharge ; the large and relaxed vagina
and abrasions about the vulva, or perhaps 1}131*111(3[1’1 laceration.

CARE OF THE INFANT.

Describe the care of the infant the first twenty-four hours of its
existence.

For a few hours keep it well wrapped up in blankets and warm. Then
bathe and dress it, and allow 1t to nurse for a few minutes from each
breast. After thr-;~ if' it eries and worries, it may be given a little warm
water or warm peppermint-water with a medicine- dmppev 1t should
not be allowed to nurse, as it only worries the mother and the child gets
no nourishment.

How frequently should it be allowed to nurse after the first
day ?

Every two or two and a half hours, beginning at seven in the morning
when the mother awakens, and continuing until nine in the evening.
During the night, if restless or wakeful, it may be allowed to nurse once
or twice. Above all, observe regularity in its feeding, and even though
the child be asleep it should be awakened when the hour for its nursing
comes around.  Always keep it loosely though warmly clad, and in such
a position that bright light does not strike the eyes.
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CHAPTER V.
UNNATURAL LABORS,

PERSISTENT OCCIPITO-POSTERIOR POSITIONS.

State the causes which may operate to prevent anterior rotation
of the occiput in posterior positions of the vertex.

Incomplete flexion of the head, so that the chin does not come in con-
tact with the sternum, an excessively large head, or a normal head and
a justo-minor pelvis, and a very small head and roomy pelvis. (The last
class of cases 1s usually seen in premature labors, and as a rule, though
- rotation does not occur, the labor is no more difficult than 1t would ie
were the occiput anterior.)

Describe the management in this class of cases.

If complete flexion can be secured, these cases will usually rotate, so
our one ohject in their management is to promote flexion by upward
pressure on the sinciput during uterine contractions. At the same time
an attempt may be made to aid rotation of the forehead backward by

ressing in that direction on the side which looks toward the pubes.
Rlan_'-; cases of this kind occur where the rotation takes place very late
in the labor, and not until the head is well down upon or bulging the
perineum. If the labor is much prolonged, the energies of the mother
are becoming exhausted, and no rotation or descent is taking place, the
forceps should be applied and the head drawn down to the perineum.
The blades should tﬁen be removed, and labor allowed to terminate by
the natural forces. Usually at this time rotation occurs, and the case is
practically the same as an anterior position. If the occiput is born pos-
teriorly, the perineum is invariably badly lacerated.

FACE PRESENTATIONS.
Give the frequency and cause of face presentations.

The frequency of presentation of the face varies, according to different
authors, from 1 in 150 to 1 in 450 labors, the average being about 1 to
200. The transformation from vertex to face usually takes place durin
the last few weeks of pregnancy, and may be due to one of a number o
different causes. Uterine obliquity (marked); dolicho-cephalic child ;
tumors of the neck and thorax; excessive amount of liquor amnii and
a small child ; rapid evacuation of the liguor amnii during labor; hitch-
ing of the occiput at the brim of the pelvis, and a lack of proper flexion
as the head enters the pelvis,—have all been given as causes.

Name the positions of the face.
The first position corresponds to' the first position of the vertex. In
T—Obs.
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it the chin points to the right sacro-iliac symphysis and the forehead
anteriorly and to the left—R. M. P. (right mento-posterior, Fig. 17).

Fia. 17. Fia. 18.

LM.P

The second position corresponds to the second vertex position. The
chin points to the left sacro-iliac symphysis, the forehead anteriorly and
to the right—L. M. P. (left mento-posterior, Fig. 18).

The third position corresponds to the third vertex position. In it the

Fia. 19. Fig. 20.

chin is directed anteriorly and to the left side, the forehead posteriorly
and to the right sacro-iliac symphysis—L. M. A. (left mento-anterior,
Fig. 19).

The fourth position corresponds to the fourth vertex position. The
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chin is directed anteriorly and toward the right side of the mother, the
forehead posteriorly and to the left sacro-iliac symphysis—R. M. A.
(right mento-anterior, Fig. 20).

How would you diagnose a face presentation before the mem-
branes have ruptured ?

It is often extremely difficult to make a diagnosis before this time. Pal-
pation in the first two positions may lead us to suspect a face, but by it a
ositive diagnosis eannot be made. After feeling the head, the hands,
Eeing passed over the abdomen and considerable pressure made, suddenly
sink into the deep sulcus lying between the occiput and shoulders. On
vaginal examination the membranes during a pain are more prominent
and projeet farther through the cervix. The hard forehead is felt, and
when the membranes are relaxed it is at times possible to appreciate the
nose and orbital cavities.

How would you diagnose a face presentation after rupture of
the membranes ?

The only time a mistake can now be made in the diagnosis is when the
labor has been prolonged. Under these circumstances the face becomes
very much swollen and cedematous, and no landmarks ean be appreciated.
Ordinarily, the forehead is felt with the frontal, and perhaps the coronal,
sutures. Then by passing the fingers down the frontal suture, the root
of the nose, the orbits, the superciliary ridges, the nostrils, and the
mouth may all be easily recognized. By putting the finger into the
mouth the alveolar rndges prove conclusively the presentation, and
make the differentiation from a breech possible. Extreme care must
Pe observed not to press roughly against the face and thus injure the

eatures.

Give the mechanism in face presentation.

In face presentation the mechanism of delivery is nearly the same as
in the vertex, only that we must consider the forehead in face to take
the place of the occiput in verfer presentations. Thus we have, as in
vertex cases, five periods, constituting the mechanism: 1st, extension;
2d, descent and engagement; 3d. internal rotation; 4th, descent and
flexion ; 5th, restitution and external rotation.

By the first movement, or that of extension, the occiput is pressed
backward and the chin descends lower in the pelvis than the forehead.
In this position engagement oceurs and descent begins. It is now that
the rotation takes place just as in vertex eases, and for exactly the same
reasons. By the time the process is completed the face has reached the
floor of the pelvis, with the c¢hin anterior and the occiput lying in the
hollow of the sacrunm. Tken begins the fourth movement, or that of
flexion. The chin emerges under the pubic arch, and there becomes
fixed, allowing the forehead, face, and occiput to successively sweep over



100 UNNATURAL LABORS.

the perineum. The last movement of restitution now oceurs, exactly as
in normal vertex positions, and the mechanism for the shoulders and
body is just the same as in vertex cases.

Does the face always rotate anteriorly ?

It does not, and in such cases, if the labor be at term, the child of
normal size, and the pelvis not unusually large, operative interference
of some kind is invariably necessary. In these eases, which, fortunately,
are extremely rare, the ecrown of the head is jammed tightly behind the
pubes and the chin lies in the hollow of the sacrum. This places the
long occipito-mental diameter in relation with the antero-posterior diam-
eter of the pelvie outlet ; and, bearing in mind the fact that the latter is
but 5 inches, while the former is 5} inches, and that little or no shorten-
ing of this diameter can occur, it will be readily seen how impossible
delivery is unless the head is compressed.

What can you say of the prognosis and treatment of face pres-
entations ?

The dangers to the child are much greater than in vertex cases, even
though internal rotation occurs. The labor is apt to be prolonged, and
the child is subjected to an extreme amount uP pressure, which many
times canses cerebral congestion or hemorrhage; so that the mortality,
when anterior rotation of the chin oceurs, is between 8 and 14 per cent.
When this does not oceur, it is almost 100 per cent., as most of these
cases require eraniotomy. To the mother the prognosis is but slightly
graver than in vertex cases,

Treatment.—V arions methods of treatment have been adopted in face
presentations, which in some instances have met with success, in others
failure. so that few authors attempt to lay down any fixed rules by which
all cases should be treated.

If the diagnosis is made before the cervix is completely dilated and
hefore the presenting part has entered the pelvis, we may resort to
one of two procedures—convert it into a vertex or do a podalic version.
(Unless the chin lie anteriorly, in which case, if we fail in changing to
a vertex, the labor should be left to nature.

A very clear and concise desceription of the former treatment has been
siven by Dr. Partridge in a paper read before the New York State Med-
ical Society a few years ago. In it he says: ‘ The conditions especially
favorable to the operation are an os nearly or quite dilated ; a face not
engaged in, or at least capable of being readily lifted from, the pelvie
brim ; an unruptured bag of waters ; a capacious vagina. Ina majority
of labors a stage is reached when there are present these conditions.™
His method of” procedure is to “* give chloroform for relaxing the strue-
tures of the parturient canal, to quiet the movements of' the patient, and
to obviate pain.””  The hand is then introduced into the vagina, and the
fingers passed up through the cervix into the uterus. The palms are passed
over the occiput and traction made in a downward direction. ‘' Flexion
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may be greatly aided by external manipulation.”” Continuing, he says
that *‘ in some instances in which the membranes are unruptured at the
beginning of the operation they remain unbroken at its completion,
‘showing how simple the operation can be.”” After flexion has heen ob-
tained the case must be carefully watched, and any tendency to a return
to the face presentation should be checked by applying the forceps and
engaging the head. Version, then, is never justifiable when the above
can be done, and should only be resorted to after all attempts to engage
the head in a flexed position have failed, and then only when the ¢lin
points posteriorly. It the case is not seen until the face has entered the
pelvis, but one plan of treatment offers itself—namely, that which will
secure anterior rotation of the chin if possible. This will almost always
take place if’ marked extension be present; therefore we should aid this
by upward pressure with two fingers on the forehead during each uterine
contraction. If this prove unsuccessful, an attempt may be made to
secure rotation by placing the fingers in the mouth and drawing the chin
forward during a pain.

Another method of accomplishing the same result has proven success-
ful in the hands of some accoucheurs. This consists in introducing one
blade of the forceps so as to press upon the posterior cheek. All three
methods may be attempted. If failure is encountered, and the chin
continues to point posteriorly, the only resource left is to perform crani-
otomy.

PELVIC PRESENTATIONS.

How are breech presentations divided ?

Into complete or full and incomplete. In the first variety the thighs
are flexed upon the pelvis, the legs upon the thighs, the feet are erossed,
and are in contact with the buttocks. There are several varieties of in-
complete breech presentations: (1) Those in which the thighs are flexed
on the pelvis, but the legs are extended at the knee, so that the feet lie
by the child’s face and the buttocks alone present. (2) Cases are met
with where the thighs are but slightly flexed and the legs completely so.
These constitute knee presentations. (3) The lower limbs are completely
extended : these are the so-called footling presentations. (4) Very rarely
it happens that one leg is flexed, the other remaining completely ex-
tended. The mechanism 1s exactly the same, no matter how the pelvie
extremity presents.

State the frequency and causes of pelvic presentations.

At full term about 1 labor out of every 60 is breech. In premature
labors pelvie presentations are much more frequent, averaging nearly 1
mn 20 labors.

One of the most frequent causes of pelvic presentations is premature
delivery. Among other causes may be mentioned an excessive amount
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of liquor amnii, a very large uterus, a small child, a hydrocephalic child,
placenta preevia, and all forms of pelvie deformities.

How many positions are met with in pelvic presentations?

Four.
1st. Left Sacro-anterior (L. 8. A.).—The back of the child points

F1G. 22,

H S

anteriorly and to the left side of the mother, and the long diameter of
the hips lies in the left oblique of the pelvis (Fig. 21).

Fic. 23. Fia. 24.
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2d. Right Sacro-anterior | R.ﬁ S. A.).—The dorsum of the child
points anteriorly and to the righht side of the mother, and the long diam-
eter of the hips lies in the right oblique of the pelvis (Fig. 22).



PELVIC PRESENTATIONS. 103

3d. Right Sacro-posterior (R. S. P.).—In this position the back
of the child points posteriorly and to the right side of the mother,
and the long diameter of the hips lies in the right oblique of the
pelvis (Fig. 23).

4th. Left Sacro-posterior (L. 8. P.).—The back of the child points
posteriorly and to the left side of the mother, and the long diameter of
the hips lies in the left oblique of the pelvis (Fig. 24).

Describe the mechanism of delivery in the four pelvic presenta-
tions.

Unless the pelvis be normal and the child at full term, there will be
no mechanism in pelvie presentations. In the first position we have first
a moulding of the hl‘ﬂﬂﬂﬁ., occurring with the descent. This is really an
act of adaptation. Now, after engagement has taken place, internal rota-
tion of the trunk begins. This 1s due to exactly the same causes as in
vertex presentations, and when completed the left hip lies under the
symphysis pubis and the long diameter of the buttocks is in conformity
with the antero-posterior diameter of the outlet of the pelvis. The next
movement is one of lateral flexion. By this the posterior (right buttock)
is born over the perineum; then, the descent continuing, the left but-
tock 1s disengaged from under the symphysis, and the limbs, trunk,
elbows, and shoulders are born in suceession. External rotation of the
trunk and internal rotation of' the head take place as the body is ex-
pressed, and if complete flexion of the head has been maintained, by
the time the trunk is born the occiput has rotated from left to right and
lies under the symphysis pubis.  Here it remains fixed, and in succession
the following diameters appear: the oceipito-mental. the suboecipito-
frontal, and the suboceipito-bregmatic. Last of all, the oeciput is born.

In the second position the movements are exactly the same, excepting
that they take place in opposite directions. The internal rotation brings
the right hip under the symphysis, and the occiput rotates from right to
left, instead of from left to right. -

In the third position the mechanism is the same, only the rotation
must be more extensive to bring the right hip under the symphysis. So
also must be the rotation of the oceiput, and this takes place just as in
the third vertex position.

From the foregoing the mechanism of the fourth pelvie position will
be readily understood.

What are the causes of infant mortality in pelvic presentations ?

1st. Compression of the Cord.—This may occur to a serious degree
even before the head has reached the pelvie brim, which is the time at
which funie compression 1s usually considered dangerous. The cord is
caught between the trunk of the child and the wall of the pelvis, Kven
though this does not happen as soon as the head enters the superior
strait, the feetal circulaticn through the cord is interfered with, 1f not
stopped entirely.
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2d. Fxtension of the Head —This a grave complication, as delivery of
an extended head is invariably retarded—often until death of the feetus
0CCUrs.

3d. FEaxtension of the Arms.—This also causes delay just at the point
when rapid delivery 1s necessary. '

4th. }.-mpr.‘.i'r:!m:r,r Efforts before the Birth of the Head —By these
mucus, blood, and liquor amnii are drawn into the respiratory passages,
preventing any possibility of resuscitating the infant. Dubois gives the
average of 1 death to 11 deliveries.

Is the maternal prognosis more grave in breech than in vertex
presentations ?

It is not. Although the first stage is likely to be prolonged and
tedious, the second is usually much more rapid than in vertex labors, so
that the entire labor 1s not unusually long.

How may a pelvic presentation be diagnosed before labor has
begun ?

Pulpation.—As deseribed on page 110, we find a broad mass in the
iliac fossze, nearly immovable and resting higher up, out of the pelvis.
Small parts of the feetus may be appreciate% in the lower segment of
the uterus, and above in the fundus the head is found. If cephalic bal-
lottement 18 obtained, the diagnosis of the extremity is certain. Ausenl-
tation reveals the maximum intensity of the feetal heart-sounds on a level
with or above the umbilicus. On vaginal examination, as a rule, nothing
can be felt. The breech lies high up and away from the examining
finger, though oceasionally an extremity ean be found. On the slightest
pressure this will glide away from the finger as though drawn up by the
feetus.  Such a sensation would make the diagnosis assured.

How may a pelvic presentation be diagnosed after labor has
begun ?

On palpating and auseultating the same condition of affairs is found as
described above. If the membranes be still intact when a vaginal exam-
ination is made, little will be discovered, unless the os is dilated, except-
ing a peculiar feel to the bag of waters. It is longer and more conical.
Now, if we examine when the cervix 1s more dilated and the membranes
ruptured, the diagnosis, as a rule, is very easily made. The finger first
comes in contact with a soft, fleshy mass. No sutures or fontanelles are
felt, and on passing backward a groove is reached, and beyond a mass
similar to the part with which our finger first came in contact is discerned.
Following the groove, first in one direction and then in the other, we
feel on one side a small osseous point, the coceyx. Pushing farther u
ward, the spinous processes of the sacrum may be distinguished. In the
other direction we find the anus, and if the finger can be introduced this
is readily recognized by the contraction of the sphincter and the presence
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of meconium, whick covers the finger. In front of the anus the genital
organs are found. If the feet be pressed against the buttocks, they may
be felt and the character of’ the presentation readily determined. The
position is recognized by the position of the sacrum.

From what must the breech be differentiated ?

The only presentation with which a breech may be confounded is
face, and then only when the labor has been much prolonged and t}]L
parts very cedematous. The mouth is differentiated from the anus by
the alveolar ridges in the former ;md the sphincteric action in the Jatter.
Nothing resembling the sacral spines can be felt in a face, and nothing
resembling the nostrils in a breee

How would you recognize the foot or knee ?

The only part the former might be confounded with is the hand.
Bearing in mind these points, the mistake will never be made. The
toes are shorter than the fingers and placed in a straicht line. The
thumb can be brought in contact, across the palm of the hand, with any
of the fingers ; the great toe cannot. The thumb and first hn"u may be
cﬂnmdcrahl} semnatul the toes cannot. Nothing reqemhlmg the mal-
leoli or the heel can be found on the hand. Last of all, the hand lies
on a straight line with the arm ; the foot is at right anf.,lﬁs to the leg.
The foot felt (right or left) is determined by f‘ndmuur the great toe, the
internal border, and the heel, and by imagining one’s own foot in the
game ];i] osition. The knee is a]}plematetl as a smooth, rounded mass with
two tuberosities and a deep depression behind.

Describe the management of pelvic presentations.

In managing a pelvic presentation we seek, first, to keep the mem-
branes intact until they reach the perineum if possible, that dilation of
the cervix may be complete; second, to maintain flexion of the head ;
third, to hasten delivery after the trunk is born ; ; fourth, to prevent ex-
tension of the arms and head by improper interference.

When labor has begun. always remain with the patient and keep her
very quiet, that no movement on her part may cause premature rupture
of the membranes. If rupture has not taken place when the bag of
waters has reached the outlet of the pelvis, it should be artificially
ruptured. The foot now appears at the vulva, and firom this time on the
hand of an assistant—preferably, the accoucheur if necessary—should
keep up constant pressure over the fundus uteri. As the feet descend,
followed by the buttocks, support them with the hand, but do not make
any traction. As soon as the g‘i“ﬂlhﬂ organs have emerged from the
vulva, pass the hand along the child’s abdomen, secure the cord, and
draw a loop downward. If pulsations are prcsent allow nature to take
its course, raising the body of the child from the bed with each contrac-
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tion, and keeping up firm pressure over the fundus, At the same time
encourage the mother to bear down, as her efforts will very naturally
hasten the delivery.

The arms and shoulders are then. expelled, and the child lies with its
abdomen pointing toward the bed. The cord will now be found pulse-
less, and the life of the child at this point depends entirely upon the
rapidity of the delivery of the head. Raise the body well up toward
the pubes and abdomen of the mother with the right hand, and with
the first and second fingers of' the left reach up between the symphysis
pubes and neck of the child until the oeciput is felt, and push down-
ward. If delivery is not readily accomplished, traction must be made
on the trunk. A short trial at this method will soon show whether or
not delivery may be completed. If failure should meet our efforts, there
are two more methods which may be tried. One consists in giving the
body into the hands of’ an assistant, and with the first two fingers of the

Fia. 26.

Delivery of the Head in Breech Cases.

left hand introduced over the face of the child downward pressure is
made on the two malar bones, aided by the pressure on the occiput
(Fig. 25); or the foreceps may be nsed. They should always be at hand
in breech deliveries, and are applied beneath the abdomen. However,
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bear in mind that the delivery must be rapid to secure a living child, and
the first method described, if properly done, will almost invariably be
crowned with suceess unless the head 1g extended.

DIFFICULT BREECH PRESENTATIONS.

What are th_e most serious complications met with in breech
presentations ?

The failure of the head to rotate in the sacro-posterior positions, ex-
tension of the head, and extension of the arms.

State the management of a sacro-posterior position where in-
ternal rotation does not occur.

As a rule. this is observed either where a disproportion between the
maternal pelvis and feetal head is present, or where the head becomes
extended through Improper management or interference. In either
case our efforts are in fwo directions: first, to secure and maintain good
flexion ; and second, to assist rotation by proper manipulations. :

The body of the child being supported by the hand of an assistant,
upward pressure is wade on the oceiput by the first two fingers of the
richt hand. With the fingers of the other hand pressure is made upon
the anterior temple during a pain. By these means rotation, as a rule,
will take place. In case it does not and the head descends to the pelvie
outlet with the occiput lying posteriorly, if flexion be present traction
should be made in a backward direction, that the neck may act as the
point of rotation and the face emerge first under the pubes. However,
if the head be extended the chin will become fixed back of the symphysis,
and our traction must be made in a directly opposite direction, allowing
the occiput and back of the head to first emerge over the perineum. In
case extraction cannot be accomplished hefore the death of the feetus
has ocenrred and the possibility of resuscitation passed, eraniotomy may
be resorted to as a justifiable and proper means of saving the maternal
goft parts from serious injury.

How are extended arms to be treated?

The arms must be made to pass downward over the chest of the child,
but, as direet traction would result in fracturing the delicate bones, we
pass two fingers over the shoulder and down toward the elbow as far as

ossible ; then make gentle pressure. The arm will slip by the face, and

y passing the fingers farther along the forearm is m:u{e to follow in the
same direction. When both are extended the posterior is the first to be
lihial'_ated, as more room for manipulation is found in this part of the
pelvis.

What ista,n impacted breech presentation? Describe its manage-
ment.

A breech becomes impacted in the pelvis when a marked disproportio;
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exists between it and the pelvis, even though the attitude of the feetus
be normal. In such cases
Fia. 26. normal progress of the
labor may usually be ob-
tained by drawing down
one of the legs, aud thus
breaking u “the uupac-
tion. In Dt er words, sub-
stitute a half for a full
breech. However, when
reference 15 made to an
impacted breech we usual-
ly understand it to be one
in which the limbs, though
flexed at the thlf_fhs are
extended at the knees.
This forms, as it were, a
wedge, the small part of
which is the breech and
the large part the head
and feet of the child (Fig.
%).

Although  impaetion
does not, as a rule, occur
until after the breech is
well in the pelvig, treat-

Pelvie Presentation with Legs Extended. ment should be resorted
to as soon as the os is well
dilated and the condition recognized. In the natural breech the practi-
tioner can always feel a foot, heel, or toe, but in these cases he cannot;
and if not, he will, by abdominal lml yation, discover the feet lying in the
fundus of the uterus by the child’s head. If the back of the feetus is
toward the right side of the mother, the right hand is introduced into
the uterus, a foot seized and drawn down. If the back lies toward the
left side of the mother, the left hand of the accoucheur is used. The
labor is now allowed to progress naturally,

For carrying out the above procedures chloroform or ether to the sur-
gical degree %huull be given.

Other causes arise where the impaction 1s found too late in the labor
to allow of the hands being passed by the breech and up into the uterus.
Two methods for treating these cases are used by different practitioners:
one is to apply the forceps to the breech; this is not advisable. The
other is to make traction with an inﬁtrument: or with a piece of cloth or
the fingers passed over the groin. The best of these three is either the
finger or a soft folded cloth.
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PRESENTATIONS OF THE TRUNK.

What are the positions of the feetus in transverse presentations?
and which is the most frequent ?

The term *transverse presentation’ is somewhat misleading, inas-
much as the child never lies directly transversely, but always in an

Fie. 27. Fic. 28,

oblique diameter of the uterus midway between the vertical and the
transverse: therefore, the shoulder, elbow, or arm are the parts found
presenting. There are four positions—namely, (1) left dorso-anterior, in

Fic 29. Fig. 30.

which the head lies in the left iliac fossa and the back points anteriorly
(Fig. 27); (2) right dorso-anterior, in which the head lies in the right
iliac fossa with the back of the child anterior (Fig. 28); (3) left abdom-
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ino-anterior or dorso-posterior, which corresponds to the one first men-
tioned, except that the abdomen lies anteriorly and the back toward the
mother's back (Fig. 29); (4) right abdomino-anterior, in which the head
lies in the right iliac fossa and the abdomen points anteriorly (Fig. 30).
The most frequent are the two first mentioned, and of these the left
dorso-anterior 1s the one most commonly met with.

How frequently do presentations to the trunk occur?

According to some, they are found as often as 1 in 125, while others
eive their frequency as 1 m 250 or 300,

State the causes of transverse or shoulder presentations.

Multiparity ; a too pronounced uterine obliguity; pelvie deformities,
especially a jutting forward of the sacrum ; excess of liquor amnii; pre-
maturity ; deformities of the foetal head ; placenta praevia, or a low im-
plantation of the placenta, which prevents the head from lying in the
lower uterine segment,—are among the many causes given. Then, also,
accidents may ocear, which have a decided influence in determining this
form of presentation. Falls and irregular pressure over the abdomen
may materially aid in determining a shoulder presentation where a tend-
ency toward this exists in the way of uterme obliquity and lax ab-
dominal walls.

How would you diagnose a trunk presentation before the mem-
branes have ruptured ?

Tnspection shows an unsymmetrical appearance of the uterine tumor,
with a bulging, rounded mass in one iliac fossa. This i1s especially ap-
parent in thin women who have lax abdominal walls.  Palpation reveals
the absence of any mass ocenpying the inferior uterine segment, but
shows the presence of such a mass in one iliac fossa and on the opposite
side of the abdomen ; and, lying much lower down than would the breech
in vertex or the vertex in breech presentations, is found another mass,
The smooth, hard, even surface of the back or the irregular abdominal
surface of the feetus can be appreciated as lying in an oblique diameter
of the uterus. Ausenltation reveals the greatest intensity of the foetal
heart-sounds considerably higher up than is the case when the vertex
presents. By wvaginal examination nothing but a flabby vaginal canal
and empty lower uterine segment can be felt.

How would you diagnose a trunk presentation after rupture of
the membranes?

Inspection, palpation, and auscultation are productive of the same re-
sults.  In making avaginal examination, unless some part of the arm or
hand are prolapsed, we feel nothing. As a positive diagnosis must be
made as early as possible, ehloroform or ether should be given, and the
hand gradually introduced, cone-shaped, into the vagina. The two fin-
gers now being passed through the cervix, the smooth, rounded promi:
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nences of the shoulder with its sharp acromion process may be felt.
Passing around it, the axilla is recognized, and then the ribs. When
the latter are felt the diagnosis is positive. The exact position of the
child is ascertained by finding in which iliae fossa the head lies. If this
has not been determined by palpation, we will know as soon as the axilla
18 felt, since it always points toward the feet. We deternine the posi-
tion of the back through the vaginal examination by feeling the spine
of the scapula either in front or posteriorly. In case the elbow lies at
the os, it 1s readily recognized by the sharply projecting olecranon process
lying between the two smaller prominences, the condyles. The method
of differentiating the hand from the foot has already been given.

Finding a hand projecting from the vulva, how would you de-
termine whether it was the right or left hand ?

Imagine one’s own hand placed in the same position as that of the
feetus, and we know immediately which it is. Or take hold of it as
though to shake hands: if the two palms and thumbs lie in apposition,
it must be the right hand; if not, it 1s the left. The position of the
body of the child can also be recognized by the hand, provided we feel
sure it 1s supinated, as its back must point to the back of the child and
its palm to the abdomen.

Upon W&‘%t does the prognosis of this form of presentation de-
Pena :

Upon the time when the position is recognized, upon its management,
the cause of the presentation, and the facility with which version can be
done. For the mother it is exceedingly bad when a deformed pelvis has
been the determining cause or when labor has been much prolonged he-
fore treatment is undertaken. Churchill estimates a logs of 1 out of 9
mothers in 235 cases. About 60 per cent. of the children are lost.

How may these cases terminate ?

There can be no mechanism to them, but there are two ways possible
for them to te;mma}te—namely, by “spontaneous version’’ or by ‘‘spon-
taneous evolution.’ :

What is spontaneous version ?

This ean only occur with a living feetus, and may take place during the
latter weeks of pregnancy or after labor has begun. Ttis the substituting
of the vertex or breech, over the cervix, for the shoulder. The probable
cause of this very fortunate but rare occurrence is irregular uterine con-
traction, and this termination is rendered wellnigh impossible after the
membranes have ruptured and the liquor amnii has been evacuated.,

What is “ spontaneous evolution,” and when does it occur ?

It is the hirth of the child folded as it were upon itself (Fig. 31). Tt
can only take place during labor and with a dead feetus, unless under
very favorable conditions—namely, an exceedingly roomy pelvis and
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small child or a premature infant. Under these circumstances living
feetuses have been born by spontaneous evolution. Two varieties have

F1c. 31.

Spontaneous Evolution.

been observed : in one the head is born first; in the other, the breech.
The former can take place only with very premature children. In the
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latter the child is erowded tightly down within the pelvis, the presenting
shoulder lying behind and the head above the pubes. With the head
and shoulders fixed here the body rotates, so that the breech is erowded
out of the pelvis over the perineum. The head is the last part of the
child to be expelled.

Describe the management of shoulder presentations if discerned
before labor has begun.

These cases should be treated by doing a cephalic version. After the
head has been pushed down over the cervix and the breech up in the
fundus, a pad is to be applied over the abdomen by the side of the head,
and, to hold this in place, an abdominal binder. By these means we pre-
;E:E:nt the slipping back of the bead to its former position in one iliac

0ssa.

Describe the management of shoulder presentations after labor
has begun.

In these cases one of three methods of version must be resorted to—
external cephalic version if possible; failing in this, the bimanual method
should be tried, but cases are found where neither will succeed, and in
these the internal version must be performed. Failing in all these, two
resources remain : the destruction of the feetus (embryotomy ) and a Caesa-
rean section. 'The obstetric operations above spoken of, versions, em-
bryotomy, and Caesarean section, will be described farther on.

COMPLEX PRESENTATIONS.

How would you treat a case where the hand was found pre-
senting with the head?

It occasionally happens that the hand is drawn back by the child itself.
If this does not occur, we attempt to gently force it back during the in-
tervals between the pains. The ]r;e;ul will now usually descend sufficiently
to prevent its again slipping down. However, if 1t tends to return to
the abnormal position, the forceps must be applied and the head en-

raged, care being taken not to eateh the arm with one of the blades.
%f the foot is found presenting with the head, the same plan of manage-
ment may be pursued. This, however, is of very infrequent oceurrence.

State the management of a case where the arm lies across the
back of the neck.

The diagnosis of these cases is very diffieult, and, unless by exclusion,
can be made only after an ansesthetic has been administered and the
hand introduced into the vagina. The obstruction to the descent of the
head occurs so high up that by ordinary vaginal examination it cannot
be felt. The condition being recognized, the patient may be placed
under the influence of chloroform and an attempt made to replace the
hand and forearm. This, however, is not likely to prove suceessful, and
podalic version must be resorted to.

8—Obs.
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What treatment must be pursued when a hand and foot are
found presenting ?
Podaliec version. As traction i1s made on the foot, upward pressure
upon the shoulder causes the hand to recede, and a half’ breech is sub-
stituted for the hand and foot.

PROLAPSE OF THE FUNIS.

What is prolapse of the umbilical cord? and with what pres-
entation does it most frequently occur?

It is the falling down of a loop of the cord beyond the presenting part

of the feetus (Fig. 32). This loop becomes compressed between the

presenting part and the walls

Fic. 32. of the pelvis, the circulation

1s interfered with or checked,

and asphyxia and death of the

feetus result. It most fre-

quently occurs with breech or
transverse presentations.

State the causes and fre-
quency of this compli-
cation.

Any condition which pre-
vents the presenting part of
the feetus from aceurately fit-
ting the pelvie brim is eondu-
cive to prolapse of the funis.
Thus we find it most com-
monly in contracted pelves and
with abnormal presentations.
Other important causes are an
excessive amount of liquor
amnii and early rupture of the
membranes, especially if the
patient be in an upright posi-
tion; also an unusually long
cord and low attachments of
Prolapse of the Funis. the placenta. The frequency

is variously estimated by dif-
ferent authors as 1 ease in 100 to 1 in 300 labors.

Under what circumstances is the prognosis to the child most
favorable ?

In cases in which the prolapse occurs in a multipara with a small child
and a breech or transverse presentation. At best, less than 50 per cent.
of the children are saved, and this mortality is much increased in vertex
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*eases oceurring in primiparae, especially if the prolapse oceurs with the
head high up in the pelvis and the child large and at term.

How would you diagnose and treat a case of prolapse of the
funis ?

After the rupture of the membrane the diagnosis is attended with no
difficulties. owever, if 1t occurs before the liquor amnii has drained
away, it is oftentimes difficult to determine the condition unless the pul-
sations can be felt through the membranes. The reason of this is obvious,
Being light and soft, the moment the part 18 touched with the finger it
immediately recedes and lies beyond our reach. If the condition is found
before the membranes are ruptured, the woman should be kept quietly
on her back with the hips well elevated, for as long as the membranes
remain intact little or no pressure can he exerted upon the cord, at least
not until the os is completely dilated. As soon as dilatation 1s complete
two or three fingers should be introduced into the vagina, and a very
small puncture of the membrane made, that the escape of the liquor
amnii may be slow and the great danger of a large loop of the cord
being washed out avoided. Upu ard pressure upon the prolapsed loop
should be tried as soon as the liquor ammii has drained away, and an
attempt be made to crowd the head into the pelvis by pressure over the
abdomen. If this succeeds and the cord remains in its normal position,
and if we find the child’s eondition good, as will be shown by the feetal
heart-sounds, the labor may be allowed to terminate by the natural forces.
Such a favorable termination, however, though the most deanable can-
not always be looked for, and recourse to more active methods of treat-
ment must be had. There are four procedures which may be attempted,
no one of which is adapted to every case: (1) postural treatment;
(2) artificial reposition by instruments; (3) the use of the forceps;
(4) version in vertex cases.

The method of procedure in the first form of treatment is to place the
patient in the knee-elbow position. This elevates the hips. and naturally
the cervix; at the same time 1t lowers the fundus of the uterus ; thus its
anterior wall forms a smooth inclined plane down which the cord may
pass. Before the rupture of the membranes this method will almost
invariably be crowned with success. and it is only necessary to rupture
them antl allow the woman to carefully turn over upon the back. If the
cord again slips down, the same manceuvre should be repeated, pressure
being made upon the ‘abdomen while in the knee-elbow position, that the
head may be engaged and prevent the loop from again slipping down,
After the escape of the liquor amnii this procedure is not so likely to

rove successful. It may be tried, however, and often, if' the head can
e pushed up, the cord will slip back. The sim]ﬂeqt instrument for
accomplishing reposition, and at the same time one that is most likely to
be at hand, is a gum-elastic catheter. This is prepared by passing the
two ends of a narrow piece of tape through the end and drawing them
down until they emerge at the eye of the catheter. Allow the loop (an
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inch and a half or two inches) to project through the end. This is passed
around the cord and slipped over the point of the catheter. (Gently
drawing down on the um}s of the tape which emerge from the open-
ing, the cord is firmly held in position and carried up beyond the
head by pushing the whole arrangement upward. After the prolapsed
portion is well up above the head the catheter alone is withdrawn. The
use of the forceps is demanded when, with a roomy pelvis, the cord per-
sists in relapsing after being replaced. They should be applied, and as
traction is made the cord pushed upward. If after engaging the head
the fietal heart shows that the circulation is not intertered with, they
may be removed and the labor allowed to terminate naturally. If not,
the head must be rapidly drawn through the pelvis. It is obvious that
this method of rapid delivery should not be attempted unless the pelvis
be amply large or the head very small. Version is applicable as a last
resort or in cases in which the forceps are inadmissible on account of a
small or primiparous pelvis.

ANOMALIES OF THE FORCES IN LABOR.

PROTRACTED LAEOR.

State the causes of prolonged labor, and when does the delay
occur.

Many pelvic deformities and inelasticity of the parturient canal, as
well as tumors and feetal deformities, cause prolonged or protracted
labors: but the term is used only in those cases in which the delay is due
to a defectively acting uterns. Thus. its walls may be very thin, allowing
only weak contractions or perhaps an entire absence of them. This is
seen in women marrying too young, as the organ is not fully developed.
A conlition of uterine inertia is also frequently seen in multiparse who
have borne a large number of children. The organ is, as it were, worn
out. Enfeebled constitution and long residence in tropical climates, by
enfeebling the nervous powers, cause inertia. Mental conditions, excess
of liquor amnii, and displacements of the uterus are also canses. The
delay, as a rule, oceurs in the second stage of labor. However, this s
not always the case. A prolonged first stage, if the membranes remain
intact, is of little consequence to either the mother or the child, though
this is not so if the liqguor amnii has drained away, as both the child and
the uterus are exposed to constant and oftentimes injurious pressure.

State the dangers and symptoms of a prolonged labor.

To the ¢hild the dangers arise from the constant and prolonged com-
pression of the head, as is shown by the gradual diminution in the fre-
quency, strength, and regularity of the feetal heart. To the mother
exhaustion comes, as it must with prolonged suffering of any kind.
[njury to the soft structures occurs, resulting at times in sloughing and
septic infections. The thin uterus, perhaps through interference, per-
haps simply through a uterine contraction, ruptures, and death results.
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Post-partum hemorrhage is of frequent occurrence in these cases, and as
a rule is difficult to control.

Symptoms.—Labor perhaps progresses normally until the head has
emerged from the os, and then the pains cease or become very infre-
quent, irregular, of’ short duration, and mexpulsive. The pulse, which
has been 80 or 90 up to this time, rises to 110 or 120; the patient
becomes irritable and very restless. Nausea, vomiting, and a coated
tongue, m;-:.nmpa.mud by a rise of temper ature to 100° or 101° ., now
follow. The vagina is hot, dry, and extremely sensitive, and the secre-
tions, which have been ;1hundu,nt,. are entirely absent. Thirst 1s intense
and a complete loss of appetite 1 present. If these symptoms are
allowed to continue unrelieved, the vomiting becomes excessive;
delirinm occurs, the pulse hecomes more rapid, and at last impercep-
tible; the temperature rises very high; the vagina becomes hotter and
drier; and the patient dies with all the symptmns of complete ex-
haustion.

Describe the management of prolonged labors when delay occurs
during the first stage.

As has been stated above, it 1s rare to meet with cases in which a
delayed first stage requires interference ; however, cases will arise where
it becomes necessary to resort to treatment of some kind. TIf labor has
been in progress some time, the og is tense and undilated, and the patient
irritable, nervous, and wakeful, we should first see that the rectum is
emptied by a warm-water or &mpauda enema. A prolonged vaginal
douche of a solution of bichloride of mercury, 1: 10,000, at a tempera-
ture of 112° to 116° F., will often alter Imtormlh' the character and
strength of the pains. If more rapid progress does not now oceur,
chloral hydrate, in gr. x—xv doses every fifteen or twenty minutes until
thirty or forty- five erains are taken, will promote dilatation of the os
and allow of some ‘-.lm-]:r between the uterine contractions.  Or a hypo-
dermic of Magendie's solution of morphine, myj to viij, may be given.
After a few hours’ 5}0011 the patient will awaken refreshed, and labor
will now be rapidly completed.  As soon as the os is dilated sufficiently
to allow of the introduction of the fingers. they should be passed up and
swept. around the lower segment of the uterns, carefully dissecting the
membrane from its walls, as undue adhesion is frequently a canse of
tardy or slow dilatation. Often much can be accomplished by the intro-
duction of one or two fingers within the cervix, and in the interval
between the pains, by gradually stretching it.  If all methods meet with
failure, recourse may be had to the use of Barnes’ hydrostatic dilators.
The smallest size is first introduced ; after this is expressed, the second
size, and so on until the largest has been used, waiting each time for the
natural expression of one before the introduction of a second.

In cases where the inertia uteri is due to an over-distended organ from
an excessive amount of liguor amnii, the fluid must be evacuated, and in
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such cases the rupture of the membranes before the dilatation of the os
is complete is perfectly justifiable.

Describe the management of prolonged labors when delay occurs
during the second stage.

Dilatation of the os is complete, the head enters the pelvis, and here
descent ceases. Our first step is to determine the cause of delay—
whether it be a weakness of t]llﬂ uterine muscles or a digsproportionate
head. If the former be the cause, forceps may be used with great sue-
cess and perfect safety. Often it will be only necessary to make traction
a few times when the pains will return and labor be terminated nor-
mally. The second class of cases will be treated of under the head of
Obstructed Labor.

There are several adjuncts to, or methods of, treating eases of pro-
longed labor.

The first is the use of oxytocic remedies, or those drugs which, given
internally, increase the force of the uterine contractions. The drug
which has attained the most widespread reputation as an oxytocic dur-
ing labor is quinine. Playfair says: ** It has no power in itself to excite
uterine contractions, but simply acts as a general stimulant and promoter
of vital energy and functional activity.” It may be given in doses of gr.
xv or xx every twenty minutes until gr. xl or xlv are taken, and often
will materially promote the progress of the labor. Ergot has also been
used to some extent in these cases, but is absolutely eontraindicated.
The contractions caused by it are not the regular uterine contractions of
a pregnant uterus at term, but rather a constant tonic rigidity, which
simply delays labor, and often causes the death of the feetus from the ex-
cessive compression to which it is exposed. Strychnine has been used
some of late, and with success. Electricity, especially the faradie current,
has been used as a promoter of uterine contractions by some, but its
utility is very questionable. If applied, the current should be given over
each side of the uterus near the fundus. One other adjunct, occasion-
ally resorted to, remains to be spoken of. This is the so-called manual
expression. Its method of application is this: The palms of both hands
are applied over the fundus of the uterus, and as soon as a pain begins
firm pressure is made in a downward and backward direction. This is
extremely painful to the mother, and is rarely attended with any snccess.
Therefore it should not be resorted to excepting under rare ecircum-
stances—namely, a premature child and failure of the uterus to contract
when the head is at the pelvie outlet.

PRECIPITATE LABORS.

What is a precipitate labor ?

The so-called precipitate labor is one which takes place too rapidly. Itis
not of very frequent oceurrence, and happens in this way : Just about when
labor should begin the woman has one pain, and during the contraction
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the child and placenta are born. This is the true precipitate labor,
though we often designate those cases as such in which one expulsive
pain, just as the cervix is almost completely dilated, causes the birth of
the child; in other words, cases in which there is no appreciable second
stage.

State the causes of, and dangers arising from, precipitate labors.

Some women are especially afflicted with this form of labor, and the
cause is usually a large pelvis, lax parturient canal, non-resisting cervix,
and an excessively strongly contracting uterus. The dangers to the child
are obviously greater than to the mother. The fact that it may be born
at any time and place exposes 1t to great risks, as well as the danger
arising from its falling to the ground if the mother be standing, as 1s
often the case. The dangers to the mother are hemorrhage from rapid
delivery or the tearing away of the placenta from its uterine attachment;
inversion of the uterus from the dragging on the cord and placenta ; and
perineal lacerations.

Is there any method of treating these cases?

If a woman is met with in whom this form of labor has once oceurred,
she should be kept quietly in the house during the two weeks preceding
the expected time ot labor. In those cases in which the rapidity oceurs
during the second stage, chloroform may be administered and the patient
cautioned to refrain from all bearing-down efforts.

ANOMALIES OF THE SOFT PARTS IN LABOR.

OBSTRUCTED LABOR.

What conditions of the maternal soft parts may cause delayed
or prolonged and tedious labors?

[. Of the Uterus and Appendages.—(1) Irregular ante-partum hour-
glass contractions; (2) fibroid tumors; (3) ovarian tumors.

II. Of the Os Uterii—(1) Rigidity or spasm of the os; (2) organie
rigidity : (3) ocelusion; (4) cancer; (5) catching of the anterior lip be-
tween the presenting parts and pubes.

III. /n the Vagina.—(1) Atresia; (2) cicatrices; (3) cystocele; (4)
rectocele; (5) rigid perineum ; (6) accumulation of faecal matter in the
rectum.

%V. At the Outlet.—(1) (Edema of the vulva; (2) thrombosis of the
vulva.

What is the so-called hour-glass contraction of the uterus?
This extremely rare condition has been described as a constriction of
the muscular fibres of the internal os uteri, which is so firm and persist-
ent as to cause an almost insurmountable obstacle to the birth of the
child. The administration of c¢hloral in full doses is recommended. or
complete angesthesia under chloroform or ether may cause a muscular
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relaxation which will permit of the introduction of the forceps and
delivery in this way, or the doing of a podalic version. Failing in these,
(Caesarean section must be done.

In what situation are uterine fibroids likely to cause the great-
est obstacles to delivery? and what is the great danger of
fibroids complicating pregnancy ?

In the lower zone of the uterus or upon the cervix, as they then fill
up the pelvie cavity or infringe upon it, and prevent the descent of the
feetus. The greatest danger arising from the presence of fibroid tumors
is the frequency with which hemorrhage occurs after delivery in these
cases. In cases in which the tumor is attached low down, by placing the
patient in the knee-chest position it may occasionally be pushed up out
of the pelvis, and thus allow of the descent of the head. At other
times. when attached to the cervix. it may be possible to remove it by
the écraseur before labor begins if discovered in time. In a majority of
cases delivery by the Caesarean section is the only possible method, and
}:}l}e hnmrtalit;.' in cases operated upon for this complication has been very

igh.

What can you say in regard to the management of cases in
which ovarian tumors complicate pregnancy ?

If the tumor encroaches upon the pelvie cavity to a degree which in-
terferes, to the slightest extent, with delivery, it should be punctured
and the fluid withdrawn. If this be not possible, either craniotomy or
the ('sesarean section must be done.

State the causes and treatment of spasm of the os uteri.

The rigidity is usually only in the os externum. It is frequently met
with in women of a highly nervous temperament and in those cases
where the liquor amnii is evacuated at the beginning of labor. A dis-
tended bladder or rectum also frequently causes this condition, and as
soon as the catheter is passed or the rectum emptied dilatation proceeds
normally. Again, we meet with cases where a thick os is the cause of
the rigidity.

From what has already been said under the treatment of prolonged
labors, the management of these cases is obvions. Hot vaginaﬁ' douches
and forcible dilatation with the fingers may both be used, but the remedy
par excellence is chloral hydrate. Three most desirable effects are pro-
duced by the proper administration of this drug: First, nervous patients
become quiet and sleep between the pains; secondly, the frequency of
the contractions is decreased. and they become regular and stronger:
thirdly, the os becomes soft and more dilatable. The best method of
administration 18 by the rectum.

In what class of cases is organic rigidity of the os met with?

In multiparse who have had extensive lacerations of the cervix with
resulting cicatricial masses, and in those cases where a severe endome-
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tritis or cervicitis has been the cause of the rigidity. As a rule, little or
no treatment is required, although more rapid progress is made if fre-
guent douching is resorted to.

What is the cause of occlusion of the os? and how is it treated ?

It is usually the result of an active cervieitis oceurring after impreg-
nation has taken place. The exudation of the plastic material causes an
agglutination of the margins of the os externum. Occasionally, as in
the previously described cases, douches will relieve the condition. If
not. the patient should be placed in Sims’s position, a speculum intro-
duced, and the cervix examined. The position of the os is apparent
from a small depression found upon the cervix. With a bistoury two or
three small, conical incisions are made at the depression. The finger
should then be pushed through the cervix, that we may know the con-
dition is relieved, and the labor allowed to progress normally if, as is
usually the case, the dilatation progresses as it should.

Should pregnancy be allowed to continue if carcinoma of the
cervix is present?

As soon as such a condition is recognized ahortion or premature labor
should be induced. All are agreed upon this. If labor begins before
the condition is discovered, we should wait a short time to see if dilata-
tion progresses to any extent; if not, the cervix is to be incised as already
described. Now, if delivery does not oceur, we may resort to one of two
procedures : craniotomy if the os be sufficiently dilated, or Caesarean
section; and, as a rule, in any case the choice lies with the latter,

If the cervix is found tightly wedged between the pubes and
the head of the r.:hildg, how would you remove it ? and what
are the dangers if it is allowed to remain?

During an interval between the pains the anterior lip is taken between
the fingers and thumb and squeezed. This will remove considerable
serum from the cedematous portion, and during the tollowing pain it can
be carefully pushed back over the head. If this procedure does not sue-
ceed, the forceps must be applied and delivery hastened, for prolonged
compression of this part results in slonghing and very probably sepsis.

Describe the treatment of those cases in which the obstruction
occurs along the vaginal canal.

(1) Atresia.—This is a partial closure of the vagina. It may be con-
genital, and is present in the form of a band occluding a portion of the
canal. As soon as the head presses against the constriction a nick is
made with the knife or scissors, the fingers introduced, and the band
torn. Imperforate hymen or thin vaginal septa when met with should
be treated in the same way.

(2) Cieatrices.—Old and firm cicatrices may be found in the vagina as
a result of injuries in former labors, from syphilis, or from severe fevers.
Oceasionally they may be dilated by the continuous use of Barnes’ hy-



122 ANOMALIES OF THE SOFT PARTS IN LABOR.

drostatic dilators before labor has begun.  If not discovered until labor,
as they are made tense by the descent of the head a slight nick should
be made with the knife, and dilatation may be accomplished during the
birth of the child. Cases of this kind have arisen where craniotomy
has been necessary.

(3) Clystocele, or prolapse of the bladder and anterior vaginal wall, has
given rise to an obsiruction, but only in cases where the bladder has been
allowed to become distended. As a rule, a soft, elastic male catheter
can be passed with little difficulty, and after the withdrawal of the urine
the relaxed anterior vaginal wall can easily be pushed beyond the de-
scending head. If the catheter cannot be passed, a fine aspirator may
be used to puncture the bladder and remove the urine.

A few rare cases are on record where with a cystocele a large caleulus
is present. If the condition is recognized during pregnancy—and this
is likely to be the case—it should be removed; if not discovered until
labor is well advanced, an attempt must be made to push it out of the
pelvis by placing the woman in the knee-elbow position. Failing in this,
a vesico-vaginal fistula must be made and the obstruction removed
through the opening.

(4) Rectocele will never cause an obstruetion of any moment unless
the bowel be filled with hard fiecal matter. Naturally, in such cases the
condition 1= relieved as soon as the rectum has been emptied.

(5) Rigidity of the Perinewm may be the result of cicatricial harden-
ing after injury during previous labors, but is most often found in pri-
miparae in whom the pubic arch is narrow. This prevents the oeciput
from fitting snugly under the symphysis, and as a result rupture of the
perinenm is almost inevitable. When the perineal body begins to bulge,
chloroform must be freely administered, and an attempt made to stretch
it IWiEIh the fingers. Episiotomy may be of benefit in these cases if prop-
erly done.

State the management of those cases where delay occurs from
cedema of the wulva.

This condition, when found, is usually associated with albuminuria.
As the head descends the cedema becomes more marked. By making
numerous fine punctures with a needle very rapid diminution in size
takes place.

Where does the effusion take place?

(Generally in one or both labia. It may, however, extend to all the sur-
rounding cellular tissue, even extending up to the abdomen. The strong
““bearing-down ” efforts of the mother as the head is about to pass the
vulva, especially if a varicose condition of the veins in this region exists,
is the deciding cause of injury.

Describe the symptoms and treatment.

Pain, tenderness, and swelling, associated with mild or severe consti-
tutional symptoms depending upon the character and extent of the
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effusion, constitute the signs by which a diugnosis is readily made.
The pain is of a tearing character, very severe, and shooting down the
thighs and up the back. The swelling appears as a hard mass at the
site of the effusion, and is extremely sensitive to the slightest pressure.

The constitutional symptoms are those resulting from the loss ot blood 1t
rupture oceurs externally and the hemorrhage be not readily checked.
These cases may terminate by absorption if' the amount of extravasated
blood be small ; or if rupture does not oceur at the time of the aceident,
sappuration and sloughing of the tumor may result,

FII)IE treatment consists in the immediate application of ice over the seat
of effusion. If the tumor is not large enough to prevent delivery, this
should be hastened by the use of the forceps. If delivery 1s impossible,
owing to the extent of the effusion, an incision should be made, the coag-
ula removed, and the wound packed to prevent hemorrhage. It may
even be necessary to use styptics or the actual cautery to accomplish
this. If no difficulty occurs during the delivery or 1f’ the tumor appears
afterward, the constant application of cold or an evaporating lotion will
often rapidly promote absorption.® If suppuration occurs, of course the
tumor must be opened and treated as an ordinary abscess.

ANOMALIES OF THE PELVIS IN LABOR.

MALFORMATIONS.

What is a malformation of the pelvis ?

Whenever the pelvig varies from the normal type to such an extent as
to render labor difficult or dangerous for the mother, the child, or both,
it is said to be malformed. Deviations from the normal may exist in the
form, structure. and dimensions of the pelvis or in the direction of its
planes and axes, There are, accordingly, three principal varieties:
pelves that are too large, those that are too small, and those having an
abnormal inclination (Charpentier).

State the causes of pelvic deformity.

(1) Arrest of development or growth, which causes a funnel-shaped,
masculine, or justo-minor pelvis; (2) softness of' the bones from disease
(rickets and osteomalacia); (3) muscular contractions; (4) undue pres-
sure at any point.

Desﬁri{)e_ the methods of examining and measuring a deformed
pelvis.

If from the history anything can be elicited upon careful questioning
that would lead you to suspect a pelvie deformity. a careful examination
should be made at least three or four months before labor occurs,

# Alcohol., 31.] 3
Lig. plumbi subacetat., 31 3
Agqua, q. s. ad 8.] '

Sig. External use.
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Inspection, with the woman standing, should first be resorted to. This
shows us her height, and at the same time, if the deformity be exces-
sive, it 1s often visible. The condition of symmetry of the sides is no-
ticed ; the limbs, whether curved or straight, are observed. We then ex-
amine » the spine for curv atures, and feel it tht,ap-‘x of the sacrum is pushed
inward, 1{ e next take the external measurements, and for this purpose

a pelvimeter (preferably Baudelocque’s) or a pair of calipers is needed.
'ﬂti-] this has been done both vaginal and rectal examinations should be
made—the former for the purpose of determining the most important
of all diameters, the true conjugate; the latter for the purpose of ex-
ploration.

Give the points between which the external measurements are
taken, and the average lengths of these measurements in a
normal pelvis.

The measurements given are those which are considered of importance
and are in general use :

From the anterior superior iliac 5;&113 of one side to the

opposite . . . i inches.
Extreme divergence of t]u- |!|.,u cre ﬁtw, Froiii; ) ders SN 11-11} s
From centre of iliae erest to tuberosity of ischium . . . 3.01 it

From centre of inferior border of symphysis to posterior

iliac spine of one or the other side : 6.60 A
From depression just above spine of last lumbar vertebra
to middle of symphysis pubis (external conjugate) . 778

The first three may be taken with the woman lying on her back; the
last two are taken on the side.

How is the internal diagonal or the true conjugate determined?

For the purpose of taking this most important measurement numer-
ous instruments have been devised ; but none are as satisfactory as the
index and second fingers of the right hand. With the woman in the
dorsal position these two fingers are introduced in an upward and back-
ward direetion until the sacro-vertebral angle is reached.  If a deformity
be present, this will not be diffienlt. The wrist is then elevated until the
finger presses tightly upon the mferior border of the symphysis.  The tip
of the index finger of the left hand is now placed upon the right finger,
just under the symphysis; they are then removed, and the distance from
the tip of the second finger, which has been incontact with the sacro-
vertebral angle. to the index of the left hand is measured. .This gives
us the sacro-subpubic diameter, from which the height of the pubie arch
must be deducted.  As a rule, this is about 7 of an inch, which is to be
subtracted from the measurement. However, with a broad symphysis it
will be necessary to deduct § of an inch. When no promontory ¢an be
felt the inference is that labor may take place at term, although pelvie
deformity may be present, and still we are unable to feel this angle.
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What other points should be determined in making the internal
examination ?

The curve of the pubic arch, which is of considerable importance in
recognizing a ‘‘masculine’’ pelvis. Then by passing the fingers to either
side we notice whether or not the same amount of’ space exists on each
side of the sacrum. The curve of this bone must :Jisu be determined.
In a rachitic pelvis it may be almost flat.

How may pelvic deformities be classified ?
; : . [ Justo-major,
I. As those affecting the entire pelvis, { Jiig gt
I1. Those affecting certain
portions of the pelvis, under Fia. 33.
which are classified the de-
formities due to disease—
rachitis, osteomalacia, hip dis-
ease, ete.

Describe the justo-major
pelvis.

It is one in which all the
diameters are equally en-
larged. This form of pelvis,
as a rule, 18 not diagnosed,
as little it any difficulty during
parturition occurs with this
class of deformity. The labor
is generally rapid, and may
even be precipitate. There
1s likely to be some little in-
erease in the irritability of
the bladder and rectum dur-
ing pregnancy, as the uterus
descends farther into the true
pelvis, and therefore more
pressure 1s extended wupon
these parts.

In what class of people is
the justo-minor pelvis
most frequently found ?
Describe it.

_ Usually in dwarfs, although
1t 15 occasionally met with n
well-developed women. It 1s '

caused by HI;] arrest in erowth Method of Ascertailr:ing l‘ihe Internal Conjugate
AUSE ] = 1 iameter.

and in these cases all the di- _
ameters, though in proportion to one another, are shortened, sometimes
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as much as an inch or more. Some authors speak of the infantile and
undeveloped pelvis as differing from the justo-minor, but it seems as
though they might both be classified with the above, as the diameters
are i proportion, though all very markedly shortened.

The dicgnosis of these ecases is often not made until labor has begun,
and if’ the amount of contraction be excessive the prognosis is naturally
Very grave.

What is the so-called masculine pelvis ? and how is the deform-
ity produced ?

It is a deep pelvis, narrowed at its outlet by the close proximity of the
ischial tuberosities, and hence called a funnel-shaped pelvis. The true
conjugate may be normal or even increased in length. The pubic arch is
considerably narrowed.

Which is the most common variety of contracted pelvis ?

The flattened, or that in which the antero-posterior diameter at the
brim is shortened. This deformity also occurs in rachitic pelves, but is
frequently found unassociated with any disease of the bones. It is pro-
duced by a jutting forward and sliding down into the pelvis of the sacrum,
and is found chiefly among the poorer classes, who in early life have car-
ried heavy weights and done hard work before ossification of the pelvie
bonés has been completed.  Though the conjugate diameter may be con-
siderably narrowed, the transverse remains about normal ; and from this
fact the differential diagnosis between the simple flattened and the rach-
itic pelvis may be made, for in the latter, though the true conjugate be
{.mt. r;lli_u_'ht-l}r shortened, the transverse is very frequently increased in
ength.

Describe the rachitic pelvis. :

This disease, rachitis, oceurring early in life, and producing as it does a
shortening and arrest in development of the bones, may give rise to the
production of many different deformities, depending upon the influence
of the external causes; for the affection in itgelf does not cause deform-
ity, but renders the bones so flexible that they are easily moulded. The
most common variety of rachitic pelvis is the flattened. When this is
associated with a backward projection of the symphysis }}ubis and a
bulging of the iliac bones, we have the *‘figure-of-eight’’ deformity
(Fig. 34). In the flattened variety the sacrum is short, may be flat or
even convex, 18 depressed, and tipped forward on its transverse axis.
The measurement between the anterior superior iliac spines is longer
than between the crests, just contrary to what it should ]!)l’.}. The pubie
arch is increased and the ischial tuberosities separated more than normal.
The diameters at the outlet may be nearly normal or increased, and the
whole pelvis is shallow.  Add to the above a backward depression of the
gymphysis, and the *‘figure-of-eight’’ deformity is caused. Rachitic
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women are, as a rule, undersized, with short, curved limbs and large,
prominent hips. There is often present some spinal curvature, and they

Fig. 34.

Eachitie Pelvis.

usually have a peculiar gait. The head is large and square and the fore-
head prominent. -

Describe the osteomalacic pelvis.

Osteomalacia, being a disease of adult life and occurring after the
complete development of the bones, the deformities caused by it differ

¥ig. 35

Osteomalacie Pelvis.

markedly from those due to rachitis. As the pelvic bones become soft-
ened the weight of the body above and the upward pressure of the
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femora from below cause the deformity. The saerum is depressed and
becomes greatly curved, so that the lower and upper parts approach
each other. At the same time, this allows the lumbar vertebrae to de-
scend and form a projection, narrowing the superior strait. The cotyloid
cavities are pushed upward and inward by dw femora, and thus both
oblique diameters are shortened. The tuberosities of the ischia approach
each other, so that the transverse diameter at the outlet is diminished
and the rami of the pubic bones come nearly in contact, leaving only a
deep fissure in place of the arch (Fig. 35).
What is Nagele's pelvis?
This is an extremely rare variety of pelvie deformity which received
its name from the complete deserip-
Fia. 36. tion given of it by Nlagele. It 1s
the obliquely oval pelvis caused by
an ankylosis of one of the sacro-
iliac articulations and a lack of de-
velopment of the half of the sa-
crum and the ilium on this side,
The sacrum is pushed over toward
the ankylosed side, and the sym-
physis pubis drawn toward the op-
posite side. The oblique diameter,
which is narrowed, is the one ex-
tending from the normal sacro-iliac
synchondrosis  (Fig. 36) to the
¥z ilio-pectineal eminence on the af-
Nagele's Pelvis. fected side.

Describe the transversely-contracted pelvis.

This is called the Roberts’ pelvis, as it was first deseribed by this
writer. It is characterized by complete ankylosis of both the sacro-iliac
articulations. The sacrum is also depressed in the pelvis, and the iliae
bones flattened, so that there is a marked contraction both at the brim
and outlet. Tt is an extremely rare deformity, but 8 cases having been
recorded.  Tn 6 the Ciesarean section was done ; in 2, craniotomy.

Describe the pelvic deformity caused by scoliosis combined with
rachitis.

Scoliosis alone rarely canses sufficient deformity to influence labor to
any great extent. However. when complicating rickets, the extent and
severity of the malformation are increased. The internal conjugate 1s
shortened, as well as the oblique diameter at the outlet, and there is a
transverse narrowing at the superior strait. There is also an inclination
of the sacrum on the side of the lnmbar scoliosis.

What is kyphosis? and what influence has it upon the pelvis?
It is the backward deviation of the vertebral column, and may be con-
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fined to one region of the spine or involve nearly its whole length. It
may be caused by rickets or be due to some local disease, such as caries.
The curvature has a tendency to draw the upper part of the sacrum
upward and backward, at the same time throwing forward its lower por-
tion. The ischial tuberosities are brought nearer together and the pubic
arch narrowed : the result i1s a il(‘fu'l‘llllh in which the antero-posterior
diameter at the brim is lengthened, while that at the outlet, as well as
the transverse, is shortened. 1f kyphosis exists with rickets, the de-
formity is ev el more marked and complex.

State the character of the deformity caused by spondylolis-
thesis and spondylozemia.

It is a narrowing at the brim, sometimes to a very great extent. The
canse lies not in the pelvis itself, but by the sinking of the lower lumbar
vertebrae into the pelvie cavity ; therefore the narrowing is not of the
true conjugate, which remains normal or possibly lengthened, but rather
a blocking up of the pelvic inlet. The cause is either a dislocation for-
ward of the vertebrse, owing perhaps to disease of the articulations, or
the condition known as spondylozemia, in which the bodies of the lower
lumbar vertebrae are destroved by caries, allowing those above to sink
downward and forward. The deformity is practically the same in either
case, though the cause is very different.

What other conditions besides those enumerated above may
cause deformed pelves?

(1) Luxations of either one or both femurs, whether congenital or
acquired, may cause deformity. If but one side is affected, the half of
the pelvis corresponding to the injury is less developed, and the pelvis is
inclined to this side. The one oblique diameter is diminished. If dis-
loeation be present on both sides, the iliac fossse are pushed closer to-
gether, with the result of narrowing the transverse diameter of the cav-
ity and inereasing that of the outlet. With this deformity:there is also
an alteration in the planes of the pelvis.

2) Tumors erowing upon the bones and obstructing the cavity are of
Very rare occurrence.

Describe the methods of diagnosing a contracted pelvis.

In an equally-contracted pelvis the external measurements will usually
show the condition of affairs, and by a digital examination a confirma-
tion of the diagnosis is readily made. In the flattened pelvis we get the
shortened internal conjugate, with perhaps measurements externally
which are normal or nearly so. This is not the case in the rachitic pel-
vis, where the external measurements are apt to be considerably altered
as stated above. The transversely-contracted pelvis is determined by
finding a shmtemnn‘ of the ﬂ}]]uwmq diameters : between the crests and
anterior superior spines of the ilia and between the ischiatic tuberosities,
(fases due to or associated with spinal curvatures may be diagnosed by
the history of the case and an examination of this condition. The posi-

9—0hs.
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tive diagnosis of the obliquely-contracted pelvis is made by letting fall
two plumb-lines with the woman in the erect position—one from the
symphysis pubis, and one from the sacral spines. In a normal pelvis
these will fall in the same plane, while in one obliquely uuntra.etelf they
will deviate considerably.

What effects upon pregnancy and labor has a contracted pelvis ?

Many times the direct cause of an abortion or miscarriage may be
attributed to pelvic deformity, In case this does not occur and the preg-
naney goes on to term, we find the fundus uteri higher than it shuulﬂl be
at the period of the pregnancy, the abdominal walls hang forward, and
abnormal presentations of the feetus are much more apt to be present
than is the case in normal pelves, the greater frequency of face and
shoulder presentations being especially marked. Some of the disorders
of pregnancy are apt to be much ageravated by deformities. This is
especially true of the dyspneea and circulatory disturbances. In propor-
tion to the amount of deformity are the risks to both mother and child,
and the same may be said in regard to the alterations in the character
of the labor. The pains are increased in intensity, depending upon the
amount of resistance to be overcome. Labor is prolonged, and before
its completion the character of the contractions usually changes, and
from being severe, frequent, and regular they become infrequent and
irrecular, finally ceasing altogether. The os dilates very slowly, owing
to the weak pains and the fact that in such cases early rupture of the
membrane is likely to take place. Then also the cervix is apt to be
thick, as the head has been prevented from making any pressure upon it
by being held above the pelvic brim by the contraction.

What can you say of the prognosis to both mother and child in
pelvic deformities ?

In every case both the mother and child are exposed to more dangers
than in delivery through a normal pelvis, but to make a correct prognosis
in every case 15 out of' the question. We must be very guarded in our
prognosis, and governed entirely by the character and amount of the
deformity, the presentation of the feetus, and the period of pregnancy
at which the case comes under observation. The greatest danger to the
mother is from injury to the soft parts and occasionally to the pelvie
joints. Then in those cases where operative interference becomes neces-
sary the prognosis is graver. To the child the risks are from prolonged
compression, injuries to the head, body, and limbs during birth, and the
ereater frequency with which prolapse of the funis oceurs.

Describe the mechanism of delivery in vertex presentations.

(1) In generally and equally contracted pelves the oceiput is the first
part of the head to engage. This becomes jammed down, so that the
posterior fontanelle lies low in the pelvis, while the anterior is too high
up to be within reach. The resistance now begins. If the contraction
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is not too great, delivery will be accomplished in the usual way with a
markedly moulded head or eraniotomy may become necessary.

(2) In a flattened pelvis the head enters the pelvis with its biparietal
diameter lying in the antero-posterior diameter of the brim: it becomes
well fléxed, so that the posterior fontanelle comes to lie almost in the
centre of the pelvis. In this way descent occurs until the pelvie floor is
reached, when internal rotation takes place and delivery is completed in
the natural way. The above occurs only in those cases in which the con-
traction is not great and the antero-posterior diameter of the brim will
allow of the engagement of the biparietal diameter of the feetal head.
When the contraction is too great to allow of engagement, flexion does
not occur above the pelvis, the bitemporal diameter engages, the head
extends, and a brow or face presentation results.

(3) In the obliquely-contracted pelvis, if' the amount of obliquity and
the contraction be not too great, the head enters the pelvis in the longer
oblique diameter, well flexed. Descent in this same diameter continues
until the pelvie floor is reached, when the labor terminates in the natural
way.

What can you say of the treatment in pelvic deformities ?

The treatment resolves itself into one of five courses—torceps, version,
the induction of premature labor, craniotomy or embryotomy, and the
(lzesarean section. Unfortunately, no hard-and-fast mles applicable to
every case can be made, and the course pursued must depend entirely
upon the circumstances under which the case is seen. Most authors
agree that a live child at full term cannot pass through a pelvis which
measures less than 3 inches in the internal conjugate and 4 n the trans-
verse, unless it be unusunally small. If the ecase has been under observa-
tion from the beginning of pregnancy, and careful pelvic measurements
be taken, and if the internal conjugate is not below 2% or 2§ inches, we
should try and carry the pregnancy to a period when a living child might
be born, and then induce labor. Nature may complete the delivery after
the pains have begun; and if not, delivery by the forceps 1s much more
likely to give a living child, owing to the softness of' the feetal bones and
the readiness with which the head may be moulded. The following
table, given by Kiwisch and copied from Playfair, may aid very ma-
terially in concluding the proper time at which labor should be induced :

Inches. Lines.
Wher} the saﬂru-pul:ﬂc diam‘ct-::r is2and 6 or 7, induce labor at the 30th week.
& L1 [

- 9 W 8 I 9! ik 14 3-! Et- ik
19 i 1 ie g (1 1{] il 1]’ 1 1 :_5.3{1 iE
(1 19 L1 11 3 11 wk :_}3‘.1 i
[13 (11 1 (14 3 1 [ i 3-%..1 11
(13 11 11 ié 3 (14 :‘2 ﬂ!r 3} 1 [ 34.':]1 [
11 i 13 13 3 i 4 [T 5 i i 35&1 i
13 i {3 13 3 ' 5 i 6, 13 13 gﬂth Wi
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Barnes says-——and his opinion is corroborated by many other authors—
that either version or the forceps is applicable to the pelvis of 3.1 to 3.5
inches in the internal conjugate. I\Luu-' objections have been raised to
the use of the forceps, especially by the German obstetricians, some of
which are the difficulties of introducing the blades and the danger of
causing injury to the maternal structures. If the head is seized by the
occiput and forehead, it is maintained that their compressive action will
decrease its long diameter and inerease the transverse. All these objec-
tions are certainly open to criticism.

Many believe it much easier to pull the after-coming head through a
contracted brim than to draw the Lethre-ﬂumiug head down by the for-
ceps, and therefore favor version. It is certainly true that version will
succeed where the forceps have failed. In pelves between 3 and 3}
inches version should be attempted. Between 31 and 33 either is per-
fectly justifiable. Above 33 the forceps should be tried, and if’ without
suceess version may be done. In all pelves below 3 inches craniotomy
or the Csesarean section must be resorted to. The latter is certainly not
indicated in pelves measuring more than 2% inches in the internal con-
jugate, unless the child be unusually large.

ANOMALIES OF THE FETUS.

PLURAL BIRTHS.
State the causes of dystocia in multiple pregnancies.

Inertia uteri, owing to the excessive distension of the organ, the pres-
entation of parts of hoth children simultaneously, and the mnterlocking
of the two heads in cases where one child presents by the vertex and
the other by the breech.

Does the management of a normal twin labor differ from that
of a single labor ?

It does not. As soon as the first child is horn and its cord tied and
cut the child should be removed. Then we should wait a short time for
the uterine contractions to recur. If they do not come on within a few
minutes, the membranes surrounding the second feetus onght to be rup-
tured and gentle friction made over the fundus. If this does not pro-
duce contractions, the forceps may be applied. provided the head has
entered the pelvis, or a version may be done if this is not the case.
Either will be comparatively easy, as the parturient canal has been well
dilated by the birth-of the first child.

How would you treat a case in which both heads were found
presenting ?

By introducing the hand in the vagina and the fingers into the uterus
an attempt may be made to push one child up out of the way. The
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forceps are then applied to the other, that it may be “‘engaged,”” and
thus prevent a recurrence of the complication.

It both heads have entered the pelvis—and such cases are recorded—
it will probably be impossible to push one back into the uterus; in which
case the forceps might succeed in delivering, though probably perfora-
tion would be necessary.

In what class of cases does interlocking of the heads occur?

In those cases in which one child presents by the breech and the other
by the vertex (Fig. 37).

he former is born as Fic. 37.
far as the head, when
delay oceurs. An exam-
ination now reveals the
presence of the head of
the second feetus within
or at the brim of the
pelvis, and the wunder
part of the chins of both
infants in contact. We
must try to push the
second child back, as in
the case deseribed above;
or, if’ this is not possible,
the foreeps may be ap-
plied and an attempt
made to draw the head
past the body of the first
child. If neither means
proves successful, decapi-
tation of the first child
must be resorted to. This
can be done by the scissors
or écraseur; the body is
then delivered, and after-
ward the second head re- :
moved with the forceps. Locked Twins.

FETAL DYSTOCIA.

What are the simplest forms of feetal dystocia? and under
what circumstances are they found ?

(1) An exceedingly large child; (2) premature ossification of the bones
of the skull. These may both be met with in women marrying late in
life. though the excessive sign of the child is the more frequent cause of
dystocia under such cirecumstances.  Our first recourse is to the forceps,
and if delivery cannot be accomplished craniotomy must be done.
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When. as occasionally happens, the delay is of the shoulders and
oceurs after the birth of the head. traction may be made by drawing on
the head or by the introduction of the fingers in the axillae, and will
usually be snccessful.  If not, the arms, one after the other, must be
disengaged and drawn down. X

HYDROCEPHALUS, ENCEPHALOCELE.

State the method of diagnosing intra-uterine hydrocephalus.

Abdominal palpation will often lead us to suspect the condition, if it
be present, on account of the disproportion between the head and breech.
On vaginal examination after the rupture of the membranes, the head
is felt as a large fluctuating mass with enormous fontanelles and broadly-
separated sutures. The bones are apt to be very thin, and for this
reason the head has been mistaken tor a second bag ol waters.

What ca.g you say of the prognosis and treatment in these
cases

The prognosis both for mother and child is very grave. The dangers
to the mother are from rupture of the uterus and injury to the soft
parts.

The treatment varies according to the presentation. If the disease is
but slichtly developed, it may be possible to deliver by the forceps n
vertex cases; and under such favorable circumstances there is likely to
be little if any difficulty in delivering the head, provided the child pre-
sents by the breech. In most cases, however, craniotomy will be neces-
sary. Of course in breech cases the perforation must be made through
the oceipital bone.

Name the congenital tumors of the skull which may cause
dystocia.

Meningocele, which is a tumor over some point of the skull, made up
of a portion of the meninges protruding through a congenital opening
of the bones. This rarely, if ever, causes a delayed labor.

Eucephaloeele is the same as the above, excepting that some brain-sub-
stance 1 addition to the meninges is contained within the tumor.

Hydro-encephalocele contains meninges, brain-substance, and fluid.
This is the only form of the three which might cause delay in the
labor. If so, it should be punctured and the fluid evacuated. The
further progress of the labor will not be materially influenced.

Dropsical effusions in the thorax or abdominal cavity, and malignant
tumors of the liver, spleen, or kidneys, have oceurred with resulting
delay, but these cases are extremely rare.

MONSTROSITIES.

What is an anencephalic monster ?
One devoid of a brain. The head is extremely small and rests directly
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upon the shoulders; the eyes protrude and look almost in an upward
direction ; the tongue most frequently protrudes from the mouth.

‘What forms of double monsters are described ?

(1) Two complete foetuses, normally constituted. but united at some
point. The fusion may be either back to back. in which case it is at the
sacrums ; the two heads may be united ; or the union may take place in
front, when it generally extends from the umbilicus to the upper part of
the thorax.

(2) A single body with two heads. These are made up of two bodies
a]si::]u, but they are so tused that no evidences manifest themselves exter-
nally.

The progress and mechanism of delivery in this class of cases must
necessarily vary considerably, depending upon the form of the monster
and its presentation.

It but,h heads present, one head may be born, then the other, and
afterward the bodies, or mutilation of the infants must be resorted to.

In case the two heads attempt to enter the pelvis at the same time, and
one cannot be pushed back, eraniotomy must be done, unless the labor is
a premature one or the heads are very small.

CHAPTER VLI
HEMORRHAGES, INJURIES, AND ACCIDENTS OF LABOR.

HEMOREREHAGES DURING AND AFTER DELIVERY.

Do severe hemorrhages ever occur during labor ? and what is
the source of the blood if hemorrhage does occur at this
time ?

They do not, unless from placenta praevia or a low implantation of the
placenta. There may be a little flood of blood from lacerations of the
cervix or the os. These cease spontaneously, and only oceur while dilata-
tion is going on or just as the second stage 1s reached.

Or some hemorrhage may occur from abrasions or tears of the vaginal
mucous membrane or perineum. These take place as the head passes
through the pelvis or escapes from the vulva, and are very rarely seri-
ous. It occasionally happens in extensive injuries or lacerations that
some large vessel is ruptured, but the position is such that clamping
and ligation, if necessary, may be easily done, so that little if any harm
ever results.

What is a post-partum hemorrhage? and what three varieties
are met with ?

A post-partum hemorrhage is a hemorrhage occurring from the uterus
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after the birth of the child. This may be (1) immediately after the
child is born, but before the third stage is completed ; (2) after the birth
of the placenta; (3) some hours after labor is completed. This last
variety 1s called ** secondary post-partum hemorrhage.”™

An alarming flow of blood may take place after the child is born from
a badly-lacerated cervix, cases even oceurring where the circular artery
of this part of the uterus has been ruptured. These are not true post-
partum hemorrhages, though unless care is taken they might easily be
thought such.

A vaginal examination reveals the condition, and the treatment con-
sists In passing a wire suture through the cervix, so as to close the rent
and thus check the flooding.

State the frequency and causes of post-partum hemorrhage.

It is an extremely frequent complication of labor unless the case be
managed properly throughout, under which ecirecumstances it rarely
OCCUTS.

The one cause is uterine inertia. This may be brought about or pro-
duced in many ways. One very frequent cause of inertia is over-disten-
sion of the organ from twins or hydrammion. Prolonged labors, from
exhausting the muscles; precipitate labors, in which the uterus is so
rapidly emptied that it does not contract; and rapid foreeps deliveries,—
bring about the same result. A debilitated or exhausted condition of the
mother from albuminuria, ansemia, or other diseases, and emotional
causes in neurotic women, are also productive of the acecident.

The causes of secondary hemorrhages may be any of the above, and
in addition the retention within the uterus of portions of the placenta.
the membrane, or large blood-clots. Any exertion, such as turning
quickly upon the side or rising suddenly in bed, may cause it, as well as
the free use of cardiac stimulants. Loecal conditions, in the way of dis-
tended bladder or full rectum, have also caused severe hemorrhage, as
also the different forms of displacements, especially retroflexion.

What are the symptoms ?

The flow of blood may occur suddenly and with a profuse gush, or
may begin as a slight trickling, which continues only as such or later
becomes more profuse. This may be the only symptom if the hemor-
rhage is immediately checked. If not. all the signs accompanying the
loss of blood follow. The face becomes pale and anxions, the extremities
cold, the pulse rapid and feeble ; blindness and possibly syncope oceur,
or perhaps extreme restlessness supervenes and the patient throws her-
self about on the bed. The so-called ** air hunger '’ is developed, the
patient taking short, rapid respirations and erying for air; then a con-
vulsion may oceur, and in this the woman dies,

In cases of secondary hemorrhage we may be deceived in looking on
the vulvar pad for blood and finding none, and so attribute the symptoms
to some other cause. The absence of the flow is owing to the formation
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of a clot at the cervix, which prevents the escape of the blood externally,
and the only thing found on the dressing is a little clear serum.

In any case an examination of the abdomen immediately reveals the
condition. We find, instead of the hard, rounded uterus, a soft, flabby-
feeling abdomen, and are perhaps unable to map out the uterus, or, if
we do make it out, it is large, with the fundus high up.

What is the treatment ?

The treatment should be—

(1) Preventive.—From the time the head has emerged from the vulva
until at least half an hour or three-quarters of an hour after the placenta
has come away, the hand should be kept over the fundus of the uterus
to prevent its relaxation. Then, as soon as a careful examination of the
placenta and membranes shows them to be intact, a full dose of the fluid
extract of ergot (3j-31j) should be given as a routine practice in every
case, and at the end of three-quarters of an hour the binder applied.
The patient must be moved carefully and gently, and, above all. kept
from any form of excitement.

If the above is carefully carried out in every case, a post-partum hem-
orrhage will be an extremely rare occurrence.

(2) Curative.—QOur energies are all directed toward one thing, and
that is to excite uterine contractions. Failing in this, recourse must be
had to the use of styptics. The former is Nature's method of checking
and preventing uterine hemorrhage, and unless all the reflex irritability
of the organ is gone it will be successful.

As soon as the placenta is separated from the wall, which oceurs dur-
mg the last few pains, the muscular fibres contract firmly, completely
closing the orifices of the torn utero-placental vessels: thrombi now
form in these vessels, and, even though slight relaxation of the womb
does oceur, no hemorrhage results. Therefore, if we can bring about
this condition of affairs when it does not take place, we accomplish what
Nature has neglected to do. If the hemorrhage takes place before the
birth of the- placenta, sufficient friction over the fundus to cause a con-
traction and the delivery by Credé’s method will generally be immedi-
ately followed by a cessation of the flow. However, we find cases where
repeated attempts at Credé’s method of expression fail, and in such cases
the secundines must be removed by the mtroduction of the hand into
the cavity of the uterus. With the umbilical cord as a guide we slowly
pass the hand, which has been made thoroughly aseptie, into the uterus,
and, reaching the placenta, carefully insert the fingers between it and
the uterine wall, and gently dissect 1t off. Extreme care must be taken
not to injure the delicate membrane lining the uterus, for it is at
times difficult to distinguish between it and the placental tissne. A
thorough uterine irrigation should follow any procedure of this kind.

If the hemorrhage occurs after the birth of the placenta, immediately
attempt to excite contraction by friction over the fundus, and give the
patient a full dose of ergot, or, better still, a hypodermic of ergotin.
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While this is being done the nurse or assistant should be preparing a hot
“douche of carbolic acid, 1 : 80, or bichloride of mercury, 1 : 5000 or 3000,
at a temperature of 118° to 120° I., and with a Chamberlin’s tube an
intra-uterine irrigation is given. The hemorrhage continuing after one
or two pints have been used, we should not continue this longer, but re-
sort to some other method of causing contraction ; and one of the sim-
plest and at times most effective is ice. A piece about the size of a
walnut is carried up into the interior of the uterus and rubbed about its
wall. If the organ does not respond, do not use a second piece, but if' a
faradic battery be at hand use a current with one pole over the fundus,
the other in the uterus. The foot of the bed should now be elevated,
and compression of the abdominal aorta may be tried before styptics are
used if the hemorrhage continues. The aorta can be distinetly felt above
the fundus uteri, and may be pressed against the vertebral column b
placing the side of the hand erossways over it. This procedure 1s o
very doubtful utility.

The three stypties most commonly employed are vinegar, the subsul-
phate of iron (Monsel's solution), and tincture of iodine. The first is
used by soaking a cloth or piece of gauze in the vinegar, ]ﬁ;ssmg It up
into the uterus, and squeezing it out. The others should be used only
in solution. The strength of the solution of the subsulphate of iron may
be about 1 :4, and of the iodine 1: 2; but never employ either unless
you are sure of an avenue by which the fluid can escape. To be positive
of this, pass two fingers through the cervix, so as to keep it open, and
have a hand placed over the fundus of the uterus.

Our methods must all be supplemented by treatment directed to the
general condition of the mother.  Hypodermic injections of ether, whis-
key, caffeine, strophanthus, digitalis, ete. may be necessary; hot bottles
should be placed about the patient, the pillows removed from under her
head, and the extremities bandaged. For this purpose ordinary cloth
bandages may be used, being applied moderately tight from the toes to
the pelvis and from the fingers to the shoulders. These may be left on
until the patient rallies somewhat.

Absolute quiet must be enjoined, and the hand kept over the fundus
of the uterus for several hours at least. Remove all soiled clothing from
about the patient without moving her, and after a few minutes give a
teaspoonful of brandy in hot water. If the stomach will retain this, the
dose may be repeated every fifteen minutes until the heart begins to
respond.  If it 1s rejected, hypodermic and rectal stimulation must be
resorted to. For the latter 8 to 16 ounces of hot water eontaining an
ounce of brandy may be given through a rectal tube. At the end of a
few hours small gquantities of beef juice or mutton broth will usually be
tolerated by the stomach. The patient should not be disturbed to change
or remove the bed-clothes for at least fifteen or twenty hours,

The treatment of secondary hemorrhage is practically the same as that
for primary, excepting that we must bear in mind the fact that this form
i8 generally caused by the presence of some foreign body within the ute-
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rine cavity. Therefore our first procedure will be to earefully remove this,
whether 1t be placental tissue, membranes. or blood-clots, by the intro-
duction of the hand. Afterward a douche is given, and as a rule firm
contraction results. Always see that the bladder and bowel are empty.

In all cases of hemorrhage the loss of blood may be so excessive that
transtusion or infusion becomes necessary. The method of doing this
will be deseribed later.

The after-treatment consists in the administration of a full, nutritious
diet, tonics. and iron.

INVERSION OF THE UTERUS.
What is inversion of the uterus ?

It is the partial or complete turning inside out of the large, empty
post-partum organ. Asa rule. it begins as a slight depression of the
fundus, which may remain so or continue to sink until the entire mucous
coat 1s outside and the peritoneal inside. The former 1s called partial,
the latter complete, inversion.

If the condition is seen and successiully treated immediately after its oe-
currence. 1t constitutes the so-called acute form. but if allowed to remain
in its abnormal condition and adhesions form. it becomes chronic.  Be-
sides beginning at the fundus, cases are recorded where the inversion has
begun at the cervix.

State the causes of inversion of the uterus.

There are three conditions which favor this accident—namely, uterine
inertia. pressure from above, and traction from below. Naturally, a
combination of the three might operate at the same time, under which
circumstances the unfortunate occurrence would very likely result.
When due to accident the causes generally given are traction on the cord
while the placenta 1s still adherent to the uterine wall ; a very short cord
or one wound about the body of the infant ; too rapid a delivery ; delivery
in the erect posture: and strong efforts at straimng on the part of the
woman.

Spontaneous inversions also oceur. These are due to irregular con-
tractions of the uterus. In some cases there is a reiaxation or atony of
the cervix and lower segment, while the fundus is in a state of active
contraction. In others probably the reverse of this is the case: the
atony 1s in the fundus and upper portion of the organ.

Describe the symptoms.

Pain, shock, and hemorrhage are always present in complete inver-
sions. The former is excruciating, often causing the patient to ery out
at the top of her voice with the sufferine. The shock 1s due both to the
pain and hemorrhage, as well as the withdrawal of the uterus from the
abdominal cavity. The pulse becomes rapid and feeble, the face pale
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and anxious, the extremities cold; there may be vomiting, syncope, con-
vulsions, and death, or the acute onset of the symptoms is followed by
remission, during which they all improve.

How is a diagnosis made ?

The above symptoms, occurring immediately after labor, would nat-
urally lead one to suspect this condition. On examining the abdomen
the hard, rounded fundus is missed, and, rarely, the depression may be
felt even through the abdominal wall.

A vaginal examination reveals the presence of a rounded tumor, to
which the placenta is possibly attached. If only partial inversion exists,
the tumor will be absent.

The condition is likely to be confounded with but one other—a uterine
puhpub—aml here unl;-,' when 1t occurs some days after delivery and
comes on insidiously. The introduction of the sound will soon clear up
the case. Ifa polypus be present, it will pass by it and up to the fundus
of the uterus, but in a case of inversion it is arrested low down.

What can be said of the prognosis ?

[t is always very grave. The primary dangers are both from shock
and hemorrhage, while subsequently sepsis may occur from a sloughing
of the uterus in consequence of constriction of its neck. This is more
likely to follow if' the condition is not relieved at the time of its occur-
rence.

State the treatment.

In every case the immediate restoration of the organ to its normal
condition is indicated ; and this is usually attended with little difficulty
if no delay oceurs in making the attempt. Every minute passed ren-
ders reposition more difficult.

An anzesthetic should be administered in every case unless the patient’s
condition is such as to render it dangerous. lﬂ' there be but a partial
inversion and only to a slight extent, direct pressure with the fingers of
one hand against the inverted portion, and counter-pressure with the
other hand over the abdominal wall, are generally productive of good
results,

If the inversion be ecomplete, one of three courses of procedure may
be adopted: (1) direct upward pressure of the uterus grasped in the
hand and in the axis of the parturient canal; (2) pressure directly upon
the fundus with the fingers made in the %]m]u, of a cone or with the
fist: (3) Noeggerath’s method, which consists in placing the index finger
on one gide of the uterus near the entrance of the Fallopian tube, and
the thumb on the other.  First one side is indented and then the other,
and when this has been accomplished direct pressure is made on the centre
of the inverted mass until reduction is complete.  In all these methods
mnHjtvr—]:russmw is made with the other hand through the abdominal
wall.



RUPTURE OF THE UTERUS. 141

After reduetion the hand should not be removed from the uterine
cavity until firm contraction is obtained and the placenta is dissected
from its attachment. The latter must not be removed before the inver-
sion is relieved, as severe hemorrhage would likely result. An intra-
uterine douche must always follow.

If the condition receives no treatment until days or weeks after its
occurrence, taxis may still be tried, but is not as likely to meet with
suceess,

Failing in all attempts at reposition, extirpation of the organ must be
done as a last resort, though cases are recorded where spontaneous reduc-
tion has occurred. '

RUPTURE OF THE UTERUS.

What extent of uterine rupture is seen?

There may be rupture of the neck alone, of the body alone, or of
both at the same time. The laceration may extend in a longitudinal,
transverse, or oblique direction, and it may be complete or incomplete.
Incomplete rupture extends only through the muscular wall, while com-
plete involves the entire thickness, passing through the peritoneal cov-
ering.

The usual seat is on the posterior surface, and more frequently on the
left side of the median line.

Whit cagl you say of the frequency and causes of uterine rup-
ure :

Statisties vary greatly in regard to this most terrible accident of partu-
rition. It fortunately is extremely rare, oceurring probably not oftener
than in 1 in 4000 cases. : e FIPFATTT .

The caunses may be divided into predisposing and immediate. The
predisposing causes are multiparity, abnormal presentations, deformed
pelvis, disproportion between the feetus and the pelvis, prolonged labor,
and thinning of the lower zone of the uterus.

There may be in multiparse an alteration in the muscular fibres of the
uterus. This consists in a degeneration or softening, which causes a
weak power of eontraction, and thus a prolonged labor ; or the rupture
may occur from the softness of the muscular fibres, even though the
labor be not prolonged.

Abnormal presentation, especially trunk or shoulder, often causes rup-
ture.

Lack of proportion between the child and pelvis is seen in deformed
pelves and ]l]j'dTGEE})l]ﬂliE children. As a matter of fact, rupture oceurs
more frequently with slicht deformities. This is explained by the sup-
position that with slight deformity the lower segment of the uterus is
crowded down into the pelvis and pressed against the brim, ecausing
injury.

Prolonged labors after a time cause a thinning of the lower uterine
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segment. At the same time there is a retraction of the muscles on the
upper zone, and a resulting thickening : a strong contraction oceurs and
rupture results. This condition is by far the most frequent predisposing
canse.

The immediate causes of rupture are—(1) mechanical injury, either
from manipulation, blows, falls, ete.. or pressure of the uterus between
some part of the child and the pelvie wall, causing a congestion, inflam-
mation. or sloughing of the tissue; (2) strong uterine contractions.

Describe the symptoms.

Premonitory symptoms have been deseribed, but they are too vague to
even mention. The accident usually takes place very suddenly and during
a strong expulsive pain, and is accompanied by a severe agonizing pain
associated with a tearing sensation. It is said that a snapping sound
andible to the patient and bystanders, sometimes occurs at the time o
the rupture. Uterine contractions immediately cease : the pulse becomes
irreeular, rapid. and thready; the face is pale ; the body is covered with
a cold perspiration; the respirations are rapid, shallow, and sighing;
nausea and vomiting take place. and may be followed by blindness, ring-
ing in the ears, and possibly convulsions. There is always more or less
hemorrhage, though this may not be visible, as the blood escapes into
the abdominal cavity.

How is the diagnosis made 7

On making an abdominal examination the feetal parts are felt just
under the hand, and a tumor entirely separate from t‘:e child is appre-
ciated. This is the uterns. Vaginal examination fails to find any pre-
senting part. It has receded from the reach. The rent in the uterus
may oceasionally be felt, and it sometimes happens that a loop of intes-
tine has slipped through it and is visible at the vulva.

What is the prognosis?

Very grave. Death may occur immediately from shock or hemor-
rhage. The child almost invariably dies. For the mother the prognosis
depends considerably upon the extent of the laceration, and whether or
not the foetus has escaped into the abdominal cavity. Statistics show
abont 10 or 15 per cent. of recoveries.

State the methods of treatment.

Prophylactic.—This consists in terminating a labor which is becoming
so prolonged as to cause a thinning of the lower uterine segment, and in
immediate delivery, either by eraniotomy or embryotomy, In case a very
thin lower segment is found. All rough or improper manipulations
during labor are to be avoided.

In case rupture has oceurred, one of two courses is to be pursued,
depending upon the conditions present (any form of expectant treat-
ment is never justifiable) :
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If the rent be small and the child has not escaped into the abdominal
cavity, deliver as rapidly as possible. Whichever method offers the
greatest chance for a speedy delivery should be employed, whether it be
the use of forceps, version, craniotomy, or embryotomy. After the
birth of the child, carefully and gently remove the placenta and wash
out the uterine cavity with warm distilled water.

If the foetus has partially or wholly escaped into the abdominal cavity,
laparotomy is the only treatment. Remove the child and blood-clots,
wash out the abdominal cavity, and sew up the uterus.

Some go so far as to recommend laparotomy in every case of ruptured
uterus, though the majority are hardly of the opinion that this course is
justifiable.

The after-treatment consists in stimulants, a light nutritious diet,
opium If necessary, and the introduction of a long glass drainage-tube
into the uterus and just through the rupture if’ laparotomy has not been
done. At the end of a few days, when adhesions have formed, the
uterine cavity, if necessary, may be occasionally irrigated with warm
sterilized water.

ACCIDENTS TO MOTHER, AND SUDDEN DEATH.

Name the injuries which may occur along the parturient canal
during labor.

(1) Lacerations of the Os Faxternuwm.—These almost invariably oceur
with every labor, and are of no consequence. :

(2) Lacerations of the Cervie.—These may be slicht and confined to
one side only (unilateral); they may take place on hoth sides (bilateral) ;
or there may be lacerations throughont the entire circumference of the
cervix (stellate). Cases have occurred where a narrow ring of the cervix
has been torn away.

It rarely happens that any immediate freatment is necessary unless the
hemorrhage be profuse. in which case the application of some styptie
(subsulphate of 1ron) will immediately check the flow of blood, and the
cervix may be repaired after the woman has recovered from the effects
of parturition.

(3) Lacerations of the Vagina.—These never become grave unless
occurring in the upper portion of the canal. A few cases are recorded
where the rent has taken place in the vault and fornix, causing symptoms
similar to those oceurring with rupture of the uterns. However. they
are extremely rare. Injury farther down should be repaired when labor
15 completed.

(4) Tears of the Vulva will, as a rule, be of little moment unless such
injury occurs as to cause thrombosis. This condition has already been
deseribed.

(5) Injuries to the Perineuwm.

(6) fngury to the Pelvie Joints,.—This rare oceurrence may be the result
of violent deliveries, especially when some disproportion exists between the
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head and pelvis, or it may be the result of pathological changes in the
articulations. It consists in a slight tearing apart or loosening of one of
the joints, most frequently the pubie.

Some pain upon moving about will be the only symmptom.

The treatment consists in the application of a bandage which will
render the joint immovable. Complete rest must be enjoined.

State the causes of sudden death during or immediately after
delivery.

(1) Exhaustion and suffering (very rare); (2) air in the uterine sin-
uses: (3) mental emotion; (4) affections of the respiratory organs
(acute pulmonary congestion and cedema); (5) thrombosis and em-
bolism ; (6) rupture of the aorta from inereased tension, owing to the
uterine contraction ; (7) diseases of the heart. A few other causes of
sudden death at this time have been deseribed, but they are of extremely
rare occurrence. Many causes have already been deseribed—inversion
and rupture of the uterus, hemorrhage, ete.

Is death from emotional causes often seen ?

It is not, though a few cases are recorded where extreme joy or sor-
row has been the cause of sudden death after labor, and in which an
autopsy revealed no pathological conditions.

State the causes and symptoms of the access of air in the
uterine sinuses?

Air enters the uterine sinuses generally from improper management
of the patient immediately after labor, though it may be a purely un-
avoidable accident. Carelessness in allowing air to pass through the
tube In giving an intra-uterine douche, and in carrying the hand into the
uterus when this is necessary, is the most frequent way.

The symptoms are extreme pallor, dyspneea, perhaps vomiting, col-
lapse, and death.

What disease of the heart most frequently causes death at this
time ?
Fatty degeneration alone or associated with dilatation. Rupture of
the organ may occur from a myocarditis, as well as the above, and is
sometimes due to violent straining efforts,

What are the usual seats of puerperal thrombosis? State the
causes 7

The pulmonary arteries and the right side of the heart are the usual
seats.  The primary causes of thrombosis are some mechanieal obstrue-
tion, around which coagula form; an impeded or arrested eireulation ;
and pathological changes in the blood which render it more easy of
coagulation.

The fact that at least two of these conditions exist in the puerperal
state renders the accident more frequent at this time than under ordi-
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nary circumstances. The blood of the post-partum woman is very coag-
ulable, owing to the increased amount of’ fibrin already spoken of'; then
the exhaustion, and perhaps hemorrhage, immediately succeeding labor
predispose to thrombosis. The great majority of cases oceur after a post-
partum hemorrhage.

Describe the symptoms.

Either a thrombosis of the pulmonary vessels or of the right heart
causes practically the same symptoms, though in the latter death is
likely to occur more quickly. No premonitory signs occur, and the
patient seems to be doing well when she is suddenly attacked with the
most violent dyspneea. The face is either eyanotic or pale, and the
struggles to get air are frightful. The pulse 15 rapid and feeble or en-
tirely absent : there is a sense or feeling of impending death, which may
occur almost immediately in a convulsion, or the symptoms may improve
somewhat.

The progunosis is very grave, though cases have recovered and the clot
become absorbed.

Is there any treatment for this condition ?

Death generally results too soon to allow of any plan of treatment
being carried out. If this does not occur immediately, we should keep
the woman at absolute rest and administer stimulants.

‘What can you say of embolism ?

Tt is an obstruction to the cireulation, the result of either a detachment
of a portion of a thrombus or of a detached vegetation from one of the
cardiac valves.

The symptoins, if it occur in the pulmonary artery and right heart, are
exactly the same as those deseribed above, though their onset may be
more gradual.

CHAPTER VII.
OBSTETRIC OPERATIONS.
INDUCTION OF ABORTION AND PREMATURE LABOR.

State the most frequent causes demanding the induction of
abortion.

(1) Extreme contractions of the pelvis (below 2 inches) ; (2) encroach-
ment of large tumors on the pelvic canal; (3) cicatrices of cervix or
vagina not admitting of dilatation; (4) some cases of cancer of the cer-
vix: (5) irreducible retroversion or procidentia of the uterns; (6) fixing
of uterus by adhesion ; (7) some uterine tumors; (8) uncontrollable vom-

10—0Obs.
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iting with progressive emaciation and exhaustion; (9) some cases of
albuminuria with nephritis ; (10) some cases of chorea and insanity ; (11)

lacenta praevia: (12) heart diseases with extreme dyspneea ; (13) cystic
ge;geueratiun of the chorion (MecLane).

When should premature labor be induced ?

Premature labor is any labor occurring after viability of the child, but
before full term. Any condition, either of the mother or child, which
would render dangerous or fatal the continnance of pregnancy calls for
the induetion of premature labor.

(londitions of the feetus demanding it are (1) an habitually large size
of the head or premature ossification of the bones of the skull, as shown
by former labors. In this case the woman should be allowed to go nearly
to term. (2) Repeated deaths of the feetus in utero during the latter part
of gestation. ’Il:l)lis is caused by some form of degeneration of the pla-
centa. (3) Death of the feetus in utero.

(Conditions of the mother which call for this operation may be any of
those mentioned under the indications for abortion: pelvic deformity.
forbidding delivery at term ; uncontrollable vomiting; advancing albu-
minuria, or jaundice; eclampsia ; placenta preevia; hydramnion, when
dyspneea is urgent; extensive ascites; grave diseases of lungs or heart;
tumors, ete.

It should always be borne in mind that neither an abortion nor a
premature labor should ever be induced without a consultation, unless
the case be urgent and no time allowed for calling a consultant.

When is the period of viability ?

There is a fair chance for a living child after 210 days, though between
this time and 230 to 240 days there must be a strong feeling of uncer-
tainty. After 250 days we may feel sure of a living feetus. Always
count from the last day of the last menstruation.

What should be the prognosis when labor is induced ?

Always guarded, though depending almost entirely upon the cause
demanding the operation.

The uterus is not ready to expel its contents ; manipulations are neces-
sarv: hence greater risks of hemorrhage and sepsis; not only these, but
the condition of the mother calling for the operation may be such as to
add other dangers.

For the child it is never very good unless the gestation be near term.

What is the best method of inducing abortion ?

Puncturing the membranes with a Sims sound. Contractions, as a
rule, will soon come on, and the foetus, membranes, and placenta all be
expressed. If any of the secundines be retained, the cervix must be
more fully dilated, and with a dull curette the entire cavity cleaned out.
The fingers are preferable to the curette if the pregnancy has advanced
to the fourth month. Bear in mind the fact that absolute cleanliness
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and antisepsis must be observed in the performance of the operation.
Thorough cleansing of the parts about the vulva, a vaginal douche, ster-
ilization of the instruments and the hands of the operator and his assist-
ants, must precede any manipulation.

The after-treatment of abortion is just as it is for labor at full term.

Mention the different methods for the induction of labor, and
state which are the best.

(1) Rupture of the membranes; (2) intra-uterine douches; (3) intro-
duction within the uterus of a gum-elastic catheter or bougie ; (4) dilata-
tion of the cervix; (5) vaginal douches; (6) tamponing vagina; (7) elec-
tricity (either the galvanic or the faradic current); (8) use of’ medicines,
either oxytocics or purgatives. Several others have been nsed, but are
entirely discarded. Among those mentioned, but two should be used,
taking as adjuncts some of the others. These are puncture of’ the mem-
branes and the introduction of a flexible bougie. Combined with either
of these, vaginal douches, dilatation of the cervix, and tampons may all
be of great utility in some cases; but the use of any of the latter three
alone 1s to be discouraged.

Describe the steps to be taken in inducing labor in a case of
albuminuria or a contracted pelvis.

The methods now to be deseribed are to be pursued in all cases where
time 18 allowed. In some cases of placenta preevia or eclampsia, as has
been mentioned, the immediate rupture of’ the membranes is indicated :

(1) Preparation of the patient and the selection of the time; (2)
preparation of the implements, operator, and assistants; (3) introduetion
of the bougie; (4) removal of the hougie. The evening 1s, as a rule,
preferable for introducing the bougie: as the pains generally will not
begin before morning, the labor may be terminated by the following
night, and thus neither patient nor physician loses any sleep.

The preparation of the woman consists in giving her a warm vaginal
douche of bichloride of mercury, 1: 5000. or of carbolic acid, 1 : 60 or 80,
emptying the bowel by an enema, and noticing that the bladder is also
empty. She should then be placed so that the buttocks come to the
edee of the bed. A gum-elastic bougie (No. 12 American is a desirable
size), perfectly new, should be placed either in a solution of carbolic acid,
1: 20, or of bichloride of mereury, 1: 1000 (cold), and allowed to be
thoroughly immersed for at least half an hour before its introduction.
A needle earrying a long piece of silk suture should be passed through
the end of the bougie, that it may be easily withdrawn when necessary.
(lotton tampons, sterilized, are to be at hand. The hands and arms of
the physician and his assistants must be serubbed with soap and water,
washed with aleohol or ether, and submerged for a minute or two in the
bichloride solution.

Everything now being in readiness, a little chloroform is given. The
first two fingers of the right hand are introduced to the cervix, and,
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using them as a guide, the bougie 1s passed through the os into the
uterns.  Very gentle pressure must be exerted, to prevent if possible
rupturing of the membranes. If any obstruction be encountered, the
bougie should be immediately withdrawn, as it has probably come in
contact with the placenta. Now introduce it on the opposite side. At
least eight or nine inches are passed into the uterus, one or two tampons
introduced to prevent its slipping out, and an aseptie vulvar pad applied.

It sometimes happens that the os is too tightly closed to allow of the
introduction of the bougie. If such be the case, some dilatation must
first be accomplished by the employment of a pair of hard dilators or
the finger. A hougie is preferable to the gum-elastic catheter, as it -
contains no opening or eye through which air or sepsis might get up into
the uterus.

At the end of a few hours the pains will usually begin, and when the
patient is seen in the morning labor may be well under way. Now re-
move the tampon.  From now on the case is to be managed as one of
normal labor, only that the bougie must be withdrawn when the os is
about one-half or two-thirds dilated.

Is it ever necessary to resort to other methods or means ?

It is. Though uterine contractions may begin within a couple of
hours, eases oceasionally go for days without labor beginning. The in-
strument should not be allowed to remain longer than twenty-four hours
if the desired results do not follow. Remove it and introduce another
in some other part of the uterus, or first dilate the cervix with Barnes’
bags. This is frequently a very valuable accessory.

[n case rapid delivery should become imperative after contractions
have begun, the dilators may also be used until the cervix will admit of
the application of the forceps.

What care should a premature infant receive ?

[t must be carefully wrapped in plain cotton and kept in a warm place.
Do not allow a bath to be given for two or three weeks at least. It
should be fed, and not allowed to nurse, as the effort is too exhausting.
It possible, a wet-nurse ought to be obtained, and, beginning a few hours
after birth, she should squeeze from her breasts a couple of teaspoonfuls
of milk, which may be given to the child with a spoon or medicine-
dropper every couple of hours during the night as well as day.

: VERSION.
What is version?

Version or turning is the operation by which the position of the feetus
in utero is altered, so that some one portion of the body is substituted
for the part originally presenting, |

There are two general varieties: eephalie, or the substitution of the
head for some other part; and podalic, or the substitution of the feet
for another part. Yy

»
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How may wversions be done?

Either cephalic or podalic may be done by exfernal manipulations alone,
b}' internal manipulations dlum, or by external aml internal combined.

‘Bimanual "’ means the using of both hands. ** Bipolar’’ means that
during the operation both poles or extremities of the feetus are acted
upon by the two hands.

State the indications requiring cephalic version, and what con-
ditions are favorable to its successful performance.

Malpositions of the feetus are the general indications for this variety
of version, and more especially transverse or shoulder presentations. It
may also be indicated in slight pelvie contractions, where during the last
month of' gestation the head hes out of the pelvis in one ihac fossa.
Some advise its performance in breech presentations. It is contraindi-
cated where, from one cause or another, rapid delivery is desirerl.

The conditions which make the operation most favorable :
ruptured amniotic sac; a movable feetus: an opportunity of npmdtmrr
before labor has begun, or at least before the pains have become strong
and the os dllclf-ﬂd, a multipara.

Describe the method of doing an external cephalic version.

The patient is placed upon her back, with the legs flexed at the knees
and the thighs on the pelvis. One hand is placed over the head, the
other over the breech of the feetus. (Gentle downward pressure is made
with the one, pushing the head into the pelvis, and at the same time up-
ward pressure is made on the pelvic extremity. As soon as the position
is rectified place a compress of some kind (a folded towel will answer)
over the lower part of the abdomen, where the breech formerly rested.
and another at the opposite side of the breech ; then apply an abdom-
inal binder.

Describe the combined method.

The external method having been tried without result, we should then
resort to the combined method. Many have been deseribed, but none
have met with so much suceess as the Braxton-Hicks method.

Care is taken to see that both the bladder and rectum are empty be-
fore proceeding. Ether should be administered to the surgical degree.
A warm antiseptic vaginal douche is given and the hands rendered thor-
oughly sterile.  Then introduce one hand into the vagina and two fingers
thruurrh the cervix. The shoulder will be felt lving over the os, and this
18 punhed upward in the direction of the feet. At the same time, with
the free hand over the abdomen the breech is pushed toward the median
line or the head crowded down into the pelvis. We now have the head
between the two hands, and if there is any tendency to a face presenta-
tion it may easily be rectified.

If the membranes be intact at the completion of the operation, they
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should be ruptured, that the tendency to a return to the abnormal posi-
tion be obviated.

Is internal cephalic version ever indicated ?

Only in cases of face presentation with the chin posterior. The method
of rectifying this condition has already been spoken of under Face Pres-
entations.

What are the indications for podalic version ?

Any of those mentioned under Cephalic when this has been tried un-
successfully ; placenta praevia ; some cases of prolapse of the funis; rup-
ture of the uterus; shoulder presentation with prolapsed arm; enlamp—
sia,—in fact, any case in which rapid delivery 1s necessary, and where
this can he acﬁomplmhc{l most speedily by securing a foot and extracting.

What are the conditions essential to its successful performance ?
and when is it contraindicated ?

(1) An os I]L;H‘l\ or completely dilated, or at least one capable of dila-
tation (soft). (2) Unruptured membranes or a uterns from which the
liquor amnii has just escaped. (3) A presenting part that is not wedged
into the pelvis, and preferably before engagement has taken place. (4)
A pelvis roomy enough to allow of the introduction of the hand.

Podalic version 1s absolutely contraindicated in cases where the labor
has been so prolonged that the lower segment of the uterus is thinned
out, or where, from some cause or other—generally from the improper

administration of oxytocics—the uterus is spasmodically contracted over
the child. Rupture in either case is almost sure to result. It is also
contraindicated with marked pelvie contractions or a vaginal canal of
diminished size.

‘What should be the £ osition of the patient? and what should
always be in readiness when podalic version is done?

The dorsal decubitus is probably always desirable, the patient lying
crosswise in the bed, with buttocks well to the edge. Jlust. as in aﬁ
obstetric_operations, the bladder and bowel should bhe emptied and a
vazinal douche given.

The forceps must be at hand, in case they are needed for delivery of
the after-coming head, and, as the child is likely to be born asphyxiated, -
hot and cold water, ice, warm blankets, aleohol, ete. must be in readi-
ness, that no delay in its resnscitation may oceur.

An angesthetic—preferably ether—should be administered. The choice
of the hand to be introduced into the vagina is generally considered of
little importance : however, as it may become necessary to introduce it
entirely into the uterine cavity, it is advisable to follow this plan: If the
abdomen of the fetus points to the left side of the mother, the right
hand of the operator is used, and vice versa.
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Describe the combined or Braxton-Hicks method.

It resolves itself into three stages: (1) The introduction of the hand;
(2) the removal of the presenting part and substitution of the leg; (3)
extraction.

The hand is gently and carefully introduced into the vagina, pressing
continually uErm the perineum, and not the soft parts under t}he sym-
physis, and the two fingers passed through the cervix.

Fia. 38.

Braxton-Hicks Method of Version: first step.

If the case be a vertex, the fingers are in contact with the crown of
the head, and an attempt must be made to push it in the direction
toward which the occiput points (Fig. 38). Thus in the first and fourth



152 OBSTETRIC OPERATIONS.

positions it is pushed toward the left, and in the second and third toward
the right. With the other hand over the abdomen the breech is pushed
downward on the opposite side. The shoulder will now come within
reach, and it is pushed along in a similar manner (Fig. 39); at the same
time the breech is still further depressed. The membranes, if not al-
ready so, must now be ruptured, that a knee or foot may be seized and

Fi1a. 39.

Version : second step.

drawn down into the vagina (Fig. 40). The external hand should then
be changed to the cephalic extremity, and upward pressure made upon
this.

[f the shoulder present, and the arm be not prolapsed, and if the
membranes are still intact, we would naturally attempt a cephalic ver-
sion. Failing in this, the course of procedure deseribed above would be
pursued.
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F1a. 40.

Version : third step (beginning).

What advantages has this method over the internal ?

The hand does not have to be introduced into the uterus. This is a
procedure always accompanied with some considerable risk. not only
that there is greater danger of carrying in sepsis, but with the organ in
active contraction and its cavity completely filled we add the danger of
possible rupture by over-distension.

Describe the operation of internal wversion.

This is usunally a very easy operation, provided the membranes have
but recently ruptured. In vertex cases the hand is introduced into the
vagina with a slow, boring motion until the cervix is reached. If this
be dilated sufficiently to allow its passage, push the hand through, by
the face and up along the abdomen of the child. As soon as a uterine
contraction begins cease all manipulations and allow the palm of the
hand to press firmly against the [Jt‘:]h of the feetus, that t]lnf- knuckles
may not injure the uterus. As we pass along up, the elbows, arms, and
hands are felt, and just above a knee is found. The finger and thumb
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are hooked around this (Fig. 41) and traction made, stopping as soon as
the uterus contracts.
As we draw downward
Fic. 41. upon #he leg our manceu-
vres may be much faeil-
itated by upward pressure
on the childl?s head, with a
hand over the abdomen.
If the membranes are
intact when the operation
is begun, thev should be
ruptured as the hand is
passed throngh the os.
In shoulder presenta-
tions the only difference
lies in the fact that the
feet will not be found as
high up.
Tf the arm be prolapsed,
a piece of muslin a couple
of inches broad should be
fastened about the wrist,
and made long enough to
permit the end to remain
outside of the vulva after
the child is turned. As
traction is made upon this
during the delivery of the
body and head, the arm is
swept over the face, and
the unfortunate complica-
tion of an extension of this
S e member thus prevented.
= ' The operation of turning
Internal Version: grasping the foot. in these cases does not
differ in the slightest from
the internal versions. The arm after being snared is not touched, but
allowed to slip up into the uterus as the breech descends and the head
rises.

Which foot should be brought down in doing an internal wver-
sion ? and would you ever bring both ?

In vertex cases it is perfeetly immaterial which knee is seized ; simply
secure the one most easy of access. In transverse presentations where
the back of the child lhes anteriorly, many recommend drawing down
the upper foot, while some think it better to take the lower.

It is never advisable to draw down both limbs, unless the os be com-
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pletely dilated, the pelvis roomy, and the parturient canal large; and
even under these elrcumstances it 18 not necessary.

How would you proceed in regard to the extraction of the feetus?

From the time the leg has been brought into the vagina the case is to
be treated exactly as a breech presentation, If the feetal heart is good
and the condition .of the mother does not demand immediate delivery,
allow this to be accomplished by the natural forces. We always have
present a condition of affairs where delivery can be completed within a
very short space of time if' it becomes necessary; and as there is more
danger of extended head and arms if traction i1s made, we should not
resort to it unless the conditions present demand such interference.

What are the dangers of version? Mention the difficulties often
encountered during its performance.

To the mother, rupture of the uterns, injury to the organ so that in-
flammatory conditions result, and sepsis are the grave dangers. To the
child, injury, or even death, may be caused by our manipulations. The
difficulty frequently encountered is a failure of the head and shoulders
to ascend as the foot is drawn down. Upward pressure over the abdo-
men may be sufficient to cauge these parts to recede. If not, a noose
may be slipped over the ankle and traction made upon this, while with
two fingers in the vagina upward pressure is made on the shoulder.

(lases now and again occur where all attempts at the hands of the
most competent operators fail, and embryotomy or craniotomy becomes

necessary.
THE FORCEPS.
What are the requisites of a good pair of obstetrical forceps?

(1) They should be easy of application and removal. (2) They should
retain their hold and not slip. 'f’hiﬁ will be accomplished if' they possess
the proper cephalic and pelvie curves. (3) They should be strong and
of proper length. (4) They must have as little divergence as possible at
the shank. (5) The shoulder should be broad and strong.

The ordinary forceps are about 14 inches long, and composed of three
parts—blades, shank, and handles. The former may be perfectly solid
or fenestrated, and are distinguished as richt and left or male and female.

There are the so-called axis-traction forceps of Tarnier, as well as
many modifications, which differ from the original instrument prine-
pally in possessing a curved handle, which is fastened near the base of
the blades, and by which traction can be made directly in the axis of the
pelvie canal.

What powers may be exerted by the forceps?

(1) Traction.—The amount used must depend entirely upon the con-
ditions demanding their use. .
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(2) Compression.—A little is always necessary, but it should never be
kept up continnously. The foreeps are not maintained in apposition with
the foetal head by compression on the handles, but hy Fl‘ﬁﬁt‘-ﬂlm exerted
upon the blades by the soft parts and pelvis ot the mother.

(3) Leverage.—This, though perhaps slight, is exerted, or shouid be,
in every forceps delivery.

State the difference between “high” and “low’ forceps opera-
tions.

When the instrument is applied with the head at or above the brim
of the pelvis, it constitutes the ** high operation.””  When low down or
at the pelvic outlet, it constitutes the **low operation.”’

Mention the conditions necessary for their use.

(1) The membranes must be ruptured ; (2) the os must be dilated or
capable of dilatation ; (3) there must be no obstruction to delivery that
we cannot reasonably expect to overcome ; (4) the position of the head
must be positively ascertained; (5) the bladder and rectum must be
empty.

What are the indications for their use?

Any condition, either of mother or ehild, requiring prompt delivery.
However, the most frequent cause necessitating forceps delivery is inertia
uteri.

Describe their application.

There are two methods of applying the foreeps. One i1s called the
“eephalic application,”” the other the *‘ pelvie.”” In the former the
operator introduces the blades so that one may lie on each side of the
head, while in the latter they are introduced on the sides of the pelvis
without regard to the position of the feetal head.

It 1s best to adopt a plan whereby these methods may be combined.
In other words, if the head lies in the oblique diameter do not infroduce
the blades at the sides of' the pelvis, but one a little posteriorly, the other
anteriorly, to an imaginary transverse plane at the ontlet. The applica-
tion consists—(1) of’ their introduction ; (2) of their locking ; (3) of trae-
tion ; and (4) of the unlocking and removal.

The forceps should be boiled or sterilized after each using, that they
may be thoroughly clean. and before their application placed in a pitcher
containing a 10 per cent. solution of warm carbolic acid. The bladder
and bowel are emptied, a vaginal douche given, and the patient placed
at the edge of the bed. with buttocks at right angles to it.  Chloroform
to the obstetrical degree only 1s generally sufficient in ** low operations.™

The blades are removed from the solution and their outer surface cov-
ered with sterilized or carbolized vaseline or glyeerin.

The left blade is grasped at the shank between the fingers and thumb
of the left hand, while the three fingers of the right hand are introduced
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on the left side of the vagina until they come in contact with the head.
Hold the blade at first almost perpendicularly (Fig. 42); then pass it

Fic. 42.

Introduction of First Blade.

along the palmar surface of the fingers, gradually depressing the handle
as the instrument passes in, until by the time its introduction is complete
the handle points in a slightly posterior direction. i ]
The handle is now gently held by an assistant, to prevent its expulsion
during a contraction or its twisting from position while the right blade is



158 OBSTETRIC OPERATIONS.

Fia. 43.

3
=
?:.
[

Method of Tntroducing Second Blade.

applied. Tntroducing the three fingers of the left hand on the mother’s

right side, this is passed in exactly the same way (Fig. 43).
Now taking the handles with the two hands, they are gently depressed
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toward the perineum, and the lock slips into position.  Always see that
{leili;hnr a small fold of the perineum nor any hairs are caught in the
ock.

In the application of the forceps a good rule to follow is this: Use the
greatest gentleness and care in the introduction, and if, this being done,
they slip in easily and lock without any difficulty, you may be sure every-
thing is all right and that they are properly applied. If the slightest
resistance is met with either in the ntroduction or the locking, imme-
diately withdraw the blades and reapply. Introduce the blades during
the intervals between the pains.

How should traction be made?

Always in the axis of the parturient canal, and intermittently. Allow
the arm to rest against the side or front of the chest, and make traction
only with the forearm and in this way: With the palm of the hand
looking upward, the index finger is applied to one shoulder, the second
and third fingers to the other, the shank resting in the crotch between
the fingers. When a pain occurs steady traction is made, first in a
downward direction, later in a horizontal one, and as the head emerges
from the pelvis-in an upward direction. The two fingers of the left
hand should rest against the descending head to guard against the possi-
hility of a too sudden and rapid descent, or, if it 1s necessary to exert any
compression, this hand may grasp the handles of the instrument ; but as
a rule this will not be called for. No oscillatory movement of the handles
is necessary. As soon as the contraction ceases discontinue traction.

When should the blades be removed ?

In ordinary vertex cases as the head begins bulging the perinenm the
foreeps should be removed, as there is always danger of laceration if this
is not done. The experience of a few forceps deliveries will teach us
more in regard to the proper time for their removal than deseription
possibly could. If the maternal condition issuch that a short prolongation
of the labor might be injurious, deliver the head with the blades still ap-
plied. The same may be said in regard to the feetus.  If the heart has
stopped beating or 1s growing slow and irregular, a rapid delivery is in-
dicated.

The after-coming head in breech cases must be delivered with the for-
ceps applied.

Describe forceps deliveries with the occiput posterior.

In these cases we should never apply the foreeps until Nature has
been given an opportunity of causing anterior rotation, or at least until
the condition of mother or child necessitates their use.

The instrument 1s applied in exactly the same manner as alveady de-
seribed. and traction made in the axis of the pelvis until the head has
reached the perinenm. It will often be found at this time that rotation
has taken place within the blades, or, as sometimes happens, the instru-
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ment turns with the head. In any case we remove the blades after the
head has descended upon the perineum and give Nature another chance.
If delivery does not take place, they may be reapplied, and now the
traction, instead of being made upward, must take place backward
tfiwm_'d the perineum, as the face should be born first under the sym-
physis.

Describe the high forceps operation.

This is a much more serious and difficult procedure than the low ope-
ration, and in a majority of cases version may be much more easily done.
However, cases do arise where it seems the only indication. The head
will lie either in a transverse or an oblique direction, never directly antero-
posteriorly, so that one blade must lie over the occiput and the other by
the face as they are introduced in the sides of the pelvis.

The cervix will probably be not completely dilated, and the head may
lie so high up that it becomes necessary to introduce the whole hand into
the vagina, passing two or three fingers within the cervix to rest against
the head, which is steadied by the hand of an assistant placed over the
abdomen. The blades are applied as in the low operation, though their
application is usnally attended with much more difficulty. The same
{nrm'-autiuns are to be taken in locking the instrument. Traction must
e made first in almost a backward direction ; and here is where the axis-
traction forceps are of great value. Nevertheless, the ordinary instru-
ment may be used in these cases, though always with much more diffi-
culty.

When can the forceps be used in face cases ? and how are they
applied ?

When the chin points either anteriorly or to one or the other side of
the mother—auever if posteriorly, for delivery by foreeps in such cases is
absolutely impossible. Their application, if the fronto-mental diameter
lies in conformity with the antero-posterior of the pelvis, is simply in the
sides of the pelvis; but if it lies in an oblique or transverse tl.‘]iameter,
the blades must be applied to the sides of the child’s head and face.

Traction to bring the part down on the perineum is generally, as in
vertex cases, all that is necessary.  If complete delivery must be accom-
plished, simply bear in mind the mechanism in these cases and apply the
foree in the proper direction.

How should the forceps be applied to the after-coming head in
breech cases?

To the sides of the face and skull, beneath the body of the child, if an-
terior rotation of the head has taken place. If not, and the chin is
canght above the symphysis, the body must be raised up by an assist-
ant, the blades np]}]iulll over the oceipital portion of the skull, and trac-
tion made in an anterior direction (the handles being hfted toward
the child’s back), that the occiput may be born first.
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If the chin rests beneath the symphysis, make the traction away from
the back, that the face may emerge under the pubic arch first.

Never use foreeps to the after-coming head until all other methods of
delivery have failed.

The forceps have been, and are still by some, applied to the breech.
This procedure is to be discouraged.

What are the dangers of forceps operations ?

To the Mother.—In low operations, if properly and carefully done, there
is almost no risk, and much less harm can bhe done by their use than if
the feetal head is allowed to rest for a considerable length of time in the
pelvic canal. High operations are naturally attended with more dan-
gers, but even here, if the cases are properly chosen and intelligently
treated, the dangers are not great.

The unfortunate results attributed to the forceps are injuries to the
soft parts and the pelvis. Among the former are lacerations of the
uterus, cervix, vagina, and perineum, sometimes the bladder, urethra,
and rectum, resulting in inflammatory conditions, fistulae, and sepsis.
To the pelvis both fractures of its bones and separation of the joints have
occurred. i

To the Child.—Abrasions of the skin sometimes occur, but are of no
consequence unless they are so extensive and deep as to be lacerations.
They are usually the result of carelessness or ignorance. Fractures of the
cranial bones, cerebral hemorrhages, thrombosis of one of the sinuses,
and death have all been caused by prolonged and severe compression.

What is the vectis?

A short_curved blade resembling one of the blades of a pair of short
forceps. It was formerly used to promote rotation of the head and aid
flexion, but has been entirely discarded.

What is the fillet ?

Tt is a loop of cloth, metal, or whalebone which is passed over the
oceiput or between the chin and thorax of the feetus, so that traction
may be made. It is sometimes passed over the groin. It is never
used now.

EMBRYOTOMY AND CRANIOTOMY.

What is understood by these two terms?

Embryotomy is applied in general to any operation requiring the de-
struction of the feetus, whether this be a simple perforation of the skull
(** eraniotomy "), perforation with crushing (** cephalotripsy ™), crushing
the base of the skull (*‘ basiotripsy 7’), or the severing of the head or
mutilation of the feetus (** decapitation,”” *‘ evisceration ).

Describe the instruments generally used in doing embryotomy.
(1) Perforator.—Many instruments have been devised for perforation
11—0hs.
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of the skull, but in a general way they consist either of a trephine with
a long handle, sometimes holiow that irrigation may be resorted to and
the brain-substance washed out of the skull, or of seissors. Those sug-
gested by Smellie or some modification of them are most frequently
used. They consist of a long-handled pair of secissors, the blades of
which are short and triangular, the apex of the triangle being the point,
and the base a projecting shoulder. The outer edge of the blades only
is sharpened.

(2) Cranioclast.—This is a solid, narrow-bladed pair of forceps, so
designed that one blade may be introduced through the perforation, the
other kept outside of the skull. When both are introduced they are
locked like the foreceps. The imternal blade is small, non-fenestrated,
and convex, while the external is larger, fenestrated, and concave. When
locked the former lies azainst the internal concave surface of the skull,
while the latter lies acainst the external convex surface. Thus it will be
seen two objects may be accomplished—simple traction, or, by a twisting
movement, a breaking off of portions of the bones.

(3) Cephalotribe.—This is a long, solid pair of forceps with a com-

ression-screw at the ends of the handles. The blades may or may not
e fenestrated, but their inner surfaces are usunally serrated, and when
applied and compressed come much closer together than do the ordinary
foreeps. :

(4) Basiotribe.—This instrument, first devised by Tarnier, is very
complete, and consists of’ both perforator and cephalotribe combined in
one,

(5) Ovotehet.—This is a sharp-pointed hook which may be fastened
on some portion of the skull and traction made upon the handle. It
should never be used where other instruments are at hand.

State the indications for performing craniotomy.

In a general way, disproportion between the head and the parturient
canal is the usual cause requiring craniotomy, and this most frequently
arises from deformity of the pelvis.

The exact amount of contraction where the operation is justified in
preference to (aesarean section is such a disputed point that it is impos-
sible to lay down any fixed rule to be followed in every case. Some fix
the limits of the operation at between 1§ and 3 inches in the internal
conjueate, and others between 2} and 25, We must depend, to a large
extent, upon the conditions at hand for the performance of the two ope-
rations, section or embrvotomy. If, in a general way, the chanees for
the mother seem much better by destroving the feetus, we should not
hesitate to resort to this procedure. Other causes, such as hydroceph-
alus, impacted face or brow, extended after-coming head, rigid soft parts
of the maternal passages. cancer of the cervix, ete., have already %uen
mentioned.  Some recommend the operation in all cases where death of
the foetus is positive, but as this is always a questionable point to decide,
it is hardly to be recommended.
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Describe the operation.

After the preparation of the patient, operator, and assistants, which
should be just as for fore 'eps operations, the perforator, carefully frlmwluul
by the fingers to prevent mjury to the vaginal wall, is passed up to the
lchul Here, in vertex cases, it will come in contact with one of the
parietal lmnm while in face or brow presentations it should bhe intro-
dueed t]lruug]l the frontal bone, one of the orbits, or the roof of the
mouth ; and in case the after-coming head is to be perforated, it must
be done back of the ear or to one side of the foramen macnum. Pre-
cantions must be taken not to introduce the instrument through one of
the sutures or fontanelles, as the overlapping of the bones prevents exit
of the brain-substance and collapse of the skull.

An assistant grasps the foetal head firmly through the abdominal wall
to steady it, and the perforator, held as nearly as ]]D‘-‘alh]L at right angles
to the bone that it may not gllf]L off, is slowly pushed through by a bor-
ing motion. When the shoulder of the scissors is reached the handles
are separated.  This opens the blades, making a long incision in the cra-
nium. Closing the instrument again, it is now introdueed at richt angles
to the former incision, and the same manceuvre repeated. Then push
the instrument within the skull as far as the base, and, moving it about,
thoroughly break up the brain tissue, and then withdraw it.

Many recommend that the skull should now be washed out thoronghly
with some antiseptic solution before proceeding further, but this is un-
necessary if the destruction of’ the brain has been carefully done.

The completion of the operation consists in reducing the size of the
head and delivering. This is preferably done by the L’L’[lhd]ﬂtllht‘. al-
though it may be necessary to break up the vault of the eranium some-
what with the eranioclast. The blades of the instrument must be deeply
imtroduced, that the base of the skull may be reached, and after apply-
ing, the serew on the handles is turned slowly and the bones erushed.
Delivery 1s then accomplished as with the forceps, thongh it may be
necessary to remove and reapply the instrument once or twice during the
operation.

As a rule, the body will offer no difficulty to delivery, though excep-
tionally further mutilation must he done.

What are the indications for, and the method of, decapitating ?

Impacted shoulder presentation, in which the child is jammed far
enough into the pelvis for the neck to be within reach.

There are many varieties of instruments in use for decapitating, but
the one which has gained the greatest reputation is a curved steel hook,
the internal edge of which is sharpened.  This is passed over the neck,
and by a backward and forward movement the head is separated from
the body.

The wire éeraseur has also been somewhat used, as has also a pair of
blunt scissors. Whatever should be employed must be used mth the
greatest care, that injury to the maternal structures be avoided.
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As soon as completely severed the head is pushed up into the uterus
and the body withdrawn by dragging down upon the arm. The head
remains to be delivered, and this can generally be done by crowding it
down into the pelvis by abdominal pressure and applying the forceps, or
preferably the cephalotribe. If not, it must be perforated, and under
the ciremmstances the operation 1s not an easy one.

When should evisceration be resorted to? Describe the opera-
tion.

(Ocecasionally after eraniotomy where resistance 1s encountered in de-
livering the bodyv, most frequently in impacted shoulder presentations
where the neck lies high up beyond reach.

The most dependent part of the thorax is penetrated by a strong pair
of scissors, the thoracie viscera broken up and withdrawn in pieces.
Next the diaphragm is eut through, and the contents of the abdominal
cavity removed. This will allow the body to collapse, and to be born as
in spontaneous evolution. It is said that if the spmal column be divided
with a strong pair of secissors passed through the opening in the thorax,
the delivery is easier, as the c¢hild is folded as it were upon itself. For
its removal the erotchet or blunt hook may be used.

The dangers to the mother of any of the above-deseribed operations
are evident, unless the greatest care and antiseptic precautions are ob-
served, when naturally they become materially lessened. '

An intra-uterine irrigation of’ a bichloride-of-mercury solution, 1 : 5000,
followed by a prolonged douche (intra-uterine) of thoroughly sterilized
warm water, should be given in every case where either the hand, fingers,
or any instrument has been introduced into the uterine cavity.

] The after-treatment does not differ from that following a normal de-
Ivery.

THE CASAREAN SECTION AND ITS MODIFICATIONS.

What is the Casarean section ?

It is an operation consisting in cutting throngh the abdominal wall and
the uterns, and removing the child through the wound thus made.
There are several modifications of the operation: (1) The Porro, in which
the uterus i1s amputated, with its appendages, at the cervix, after the
removal of the child ; and

(2) The Porro-Miiller, which iz a modification of the above. and con-
sists in lifting the uterus out of the abdominal wound, constricting the
cervix to prevent hemorrhage, then incising the organ, removing the
c¢hild, and amputating as in the above.

What are the indications requiring the operation ?

Deformities of the pelvis, where the dangers of eraniotomy would be
greater to the mother than laparotomy ; malignant tumors of the cervix
or uterus; tumors obstructing the pelvis and rendering delivery in this
way 1mpossible ; occlusions of the vagina, rendering delay dangerous or
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impossible ; some cases of impacted transverse presentations, with per-
haps only slight pelvie deformity ; death of the mother during the latter
months of gestation or during labor. Children have been saved where
the operation was done soon after death.

Is it possible to make a prognosis as to the result?

It is not, as the success or failure of the operation must depend upon
so many conditions. The general health of the woman, the experience
of the operator, the preparations and surroundings of the patient, and,
above all, whether or not the operation is one of election and the time is
chosen or one of necessity, make a prognosis favorable or unfavorable as
the case may be.

It the patient’s condition is good, the time for operating properly
chosen, and the surroundings Lnumh]c, the mortality 18 not over 25 per
cent. I.he usual causes of death are shock, hemorrhage, exhaustion,
peritonitis, metritis, and septicaemia.  There is little or no danger to the

child.

Whin should the operation be done? Describe the simple sec-
ion.

It is now generally admitted that the best time for operating is after
labor has begun, for two reasons: First, the uterine contractions prevent
hemorrhage ; and secondly, free drainage of the lochial discharge is ob-
tained, as the cervix is somewhat dilated. Some think it is Just as well
to induce labor near full term ; others prefer having everything in readi-
ness and waiting until it normally occurs,

Preparations.—The room for the operation should be large, well ven-
tilated, and well lighted both by natural and artificial lights, as it may be
necessary to operate at night. All furniture is to be removed, and the
floors, walls, and ceilings washed with a 1: 500 solution of bichloride of
mercury.

As term approaches, provided it has been decided to defer the opera-
tion until this time, the patient's howels must be kept open by the use
of laxatives or enemas, and some mildly antiseptic vaginal douche given
onee daily.

As soon as labor begins the abdomen and suprapubie regions must be
shaved, thoroughly scrubbed with soap and warm water, af’tm*w:ml washed
with aleohol and ether, and then with a solution of hichloride, 1 : 1000,
A large folded compress ot gauze, sufficient to cover the entire dhl'_](llllﬁl]
18 wrung out of the same sulutlrm and held in place by an abdominal
binder loosely applied. This will not be removed until the first incision
is about to be made. Always pass the catheter the last thing before the

operation is begun. The anzesthetic to be given is a,mattm of choice.
"\}'mv prefer chlorofor m, as there is much less danger of vomiting after-
ward. At least two or three assistants are needed, besides the one ad-
ministering the ansesthetie,

Plenty of sterilized hot water mnst be at hand, as well as ice, aleohol,
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ete.. for resuscitating the child. The instruments, sutures, needles, ete.
must be earefully sterilized and kept submerged in a 23 per cent. solution
of earbolie acid.

The operator stands on the patient’s right side, one assistant at her
left. another at the foot of the table, and if a third be at hand he will
pass instruments, needles, ete.  Begin the operation when the cervix is
slichtly dilated.

T'he Operation.—With a scalpel the abdominal incision is made in the
median line. to extend from an inch or two above the umbilicus to within
the same distance from the symphysis pubis. The skin and fascize are
cut until the peritoneum is reached. All bleeding must now be stopped
by clamps. and ligatures if necessary.  An opening is then made in the
peritoneum, the first two fingers of the left hand passed through it, and,
using them as a guide, this is opened throughout the length of the ab-
dominal wound with a pair of blunt-pointed scissors.

The parts now retract over the uterus, exposing this organ. Towels
wrung out of hot water must be placed around the wound, and the as-
sistant places a hand on each side of the uterus to steady it and hold it
up in apposition with the abdominal wound while the operator opens it.
Some rupture the membranes per vaginam at the beginning of' the ope-
ration. while others do it through the incision. An opening is now made
in the median line of the uterus, and the incision extended with scissors,
following the same method pursued in dividing the peritonenm. The
membranes are ruptured, if this has not already been done, and the child
lifted ont and given into the hands of an assistant. The cord is then
clamped and cut.

The placenta may become detached as contraction oceurs, or may have
to be removed. In either case the cavity of the uterus is sponged out
and the sutures introduced. About this time a full dose of ergotin
should be administered hypodermically. It sometimes happens in open-
ing the uterus that the pxau:eﬂm lies immediately beneath the incision,
in which ease we may cut directly throueh it.  Hemorrhage will be more
profuse, but generally controllable. It rarely becomes so free as to
necessitate the use of styptics.

The uterine wound is closed by two lines of sutures. Silk, wire, and
catgnt are all used, but preference is given to the first. The deep sutures
are passed through the muscular tissue down to the mucous lining, about
1} to 4 an inch apart, and in each interspace is placed a superficial suture.

The abdominal cavity must now be cleansed with sponges, and the
wound in the abdominal wall ¢losed. This may be done cither with sil-
ver wire or silkworm gut, as after an ordinary laparotomy or ovariotomy.
The external dressing consists of dusting the wound with odoform, cov-
ering it with a strip of iodoform gauze, and over this bichloride gauze,
absorbent cotton, and a binder to hold the dressing in place.

The after-treatment consists in absolute rest in the dorsal position,
morphine hypodermically to relieve pain and restlessness, small guanti-
ties of cracked ice, water, and iced champagne at frequent intervals, and
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catheterization every six or eight hours. At the end of twelve hours, if
there be no nausea or vomiting, peptonized milk, beef tea, or mutton
broth may be given in small quantities. After two or three days the
bowels may be moved by an enema of soapsuds. If no unfavorable
symptoms - oceur, the dressing should not be removed for ten or twelve
days, when the sutures are taken out.

Describe the Porro operation.

In this operation the samie course described above is pursued until
after the removal of the child and secundines. When this is done the
uterns 13 lifted out of the abdominal cavity, an elastic tubing passed
around the cervix and tightened until all hemorrhage has ceased, and
then amputated just above the ligature, the stump drawn up through
the wound, cauterized by the Paquelin cautery, and fastened in the ab-
dominal wound either by sutures or pins.

Describe the Porro-Muller operation.

This differs from the former only in one way; that is, the liftine of
the uterns from the abdominal cavity before incising. This is done that
all possibility of the escape of fluid into the peritoneal and abdominal
cavities be prevented. As soon as lifted out hot towels are wrapped
around it, and sponges placed about the wound to absorb all Huids
(liquor amnii and blood).

Many in the simple section resort to this procedure, afterward re-
placing the organ in the abdominal cavity.

What is Sanger’s method ?

Abdeminal incision as deseribed ; then lift the uterus from the cavity,
apply two or three sutures at the upper angle of the abdominal wound
to close it about the uterus, and make compression at the cervix. The
organ is then opened and the child removed. The peritoneum is now
dissected from the muscular edges of the uterine wound, and a long, nar-
row, wedge-shaped piece of tissue taken from the muscular coat.. The
peritoncum is then turned down over the muscular layer and deep
sutures mntroduced. Then the serous surfaces of the peritoneum are
brought together by superficial sutures.

The choice of operation must depend entirely upon the condition of
affairs present and the judgment of the operator.

‘What can you say of the post-mortem Caesarean section?

It should be done in every case of death of mother after viability of
the child if it can be done soon after death. The probabilities are that
if half an hour or more has passed the feetus will have perished,

Describe laparo-elytrotomy.

It isan operation by which the child is delivered through the abdomen
of the mother by way of the cervix and upper part of the vagina. The
incision is made in the lower part of the abdominal wall, and the peri-
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toneal cavity is not opened. The primary preparation of the patient is
to be as for the Caesarean section. The os must be fully dilated.

An incision is made on the right side parallel with Poupart's liga-
ment, and about 5 inches in length, passing from 1§ inches above and
to the outside of the spine of the pubes to the same distance above the
anterior superior spinous process of the ilium. The muscles are care-
fully divided and the peritoneum exposed. This is gently loosened from
the fascize and lifted upward. The vagina then becomes exposed as the
peritonenm and intestines are held away by an assistant.  Another
assistant draws the uterus to the left, so that the right side of the
vagina is exposed. A third introduces the female catheter into
the bladder **as an indicator and to lift the viseus from the vagina.”
A blunt wooden rod is passed into the vagina, and by it the wall is
pushed up into the incision. An inecision 18 now made in the vagina
over the rod with a thermo-cautery, a galvano-caustic knife, or a small
puncture with the bistoury is enlarged by tearing with the fingers. The
catheter is now removed and the membranes ruptured. Delivery may
take place through the wound by contractions of the uterus, but will
usually have to be accomplished by version or the forceps.

The placenta is delivered by Credé’s method. The uterus and vagina
are now thoroughly irrigated, and the abdominal wound closed and
dressed antiseptically.

This operation has been little done during the past few years, since the
("sesarean section has become so much more successtul.

What is symphysiotomy ?

Lt is an operation devised by Sigault of Angers, and consists in a di-
vision of the symphysis pubes, that the bones may separate sufficiently
to allow the passage of the head. Little space is gained by the opera-
tion, and under no circumstances is it ever indicated.

TRANSFUSION AND INFUSION.

What is transfusion of blood ? and when is it indicated ?

It 1s the act of passing blood from one person or animal into the veins
uli' another, and is indicated as a last resort in cases of severe hemor-
rhage.

The transfusion may be direct from the vein of the donor to that of
the receiver, or it may be first drawn and afterward injected. If the
latter is done, something must be added to the blood to prevent coagu-
lation, or it must be defibrinated by beating and then strained, that only
the fluid part may be injected.

Describe the process of direct transfusion.

Numerous apparatuses have been devised for this purpose, but all are
open to criticism.
Aveling's apparatus has probably been more generally used than any
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other. It consists of a small bulb syringe without valves and having a
silver canula at each end. One is inserted in one of the veins of the arm
of the donor (usually the median basilic), the other in the corresponding
vein in the arm of the receiver, and the blood carried from one to the
other. Transftusion from artery to artery has also been done. The cur-
rent s apt to be sluggish and perhaps coagulate, the physician nsually
inexperienced, and for this reason direct transfusion is not often done.
More frequently is the blood withdrawn, defibrinated, heated to the
proper temperature, and then injected.

The injection of warm fresh cow’s milk into the veins in eases of hem-
pr;:hqge has also been used, but without any great success. This is called
infusion.

‘What i1s infusion ?

The passing into the cireulation of a saline solution of milk throngh
one of the veins. It is indicated in the same cases in which transfusion
1s done, and has met with more success than it. Little’s solution, which
1s often used, 15 made up of—

Chloride of sodium, 3j:
Chloride of potassium, gr. vj;
Phosphate of sodium,  gr. iij;
(‘arbonate of sodium, oy xe .
Water, 3xx.—M,

This must be heated to a temperature of 99° or 100° F., and 10 to 12
ounces at a time slowly injected into one of the veins of the arm, care
being taken that no air enter with it.

CHAPTER VIIL
PUERPERAL DISEASES.
PUERPERAL INFECTION.

How may puerperal infection manifest itself?

As an infectious disease with violent constitutional, but no marked
local, symptoms, or with less marked constitutional, but severe loecal,
symptoms, or both may be greatly developed. Selptiemmia and childbed
or puerperal fever are names usually given to the disease when the consti-
tutional symptoms predominate, while if local symptoms are marked it
becomes a puerperal or septic peritonitis, metritis, endometritis, phlebitis,
ete., as the case may be.
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When does infection usually takes place ? and how ?

Usnally within the two or three days following confinement, though
cases do oceur as late as twelve days. However, if’ seven or eight days
be passed free from infection there is good reason to believe that it will
not oceur.

The point of infection may be at the vulva from abrasions or lacera-
tions in this vicinity, within the vaginal eanal, at the cervix, or in the
uterns.  When infection takes place within this organ, it is at the site
of placental attachment. The poison enters through freshly-wounded
surfaces; therefore the dangers are over when these are covered by gran-
ulations, as such a surface is non-absorptive.

What is the poison causing infection ? and how carried ?

[t is now considered to be the same as that which produces septicaemia
or pyeemia in ordinary surgical cases, and is a micrococeus or germ.
Formerly the cases were classified as heterogenetic, or those in which the
poison was introduced from without the body, and autogenetic, when
developed within the body of the woman. This distinction is not now
generally admitted, as no poison can be formed within the woman with-
out some infective germ entering from outside the body. This poison
may arise from decomposing organic matter or tissues, putrefactive
changes without or within the body, cadaveric poison, and probably
from many of the zymotic diseases.

The pregnant woman is very liable to infection, both from her condi-
tion during gestation and the exhaustion (and perhaps ansemia) following
delivery. The infection is most frequently earried by the doctors, nurses,
or midwives on the hands or instruments. though it may reach the par-
turient canal through the air in lengthy exposures of the vulva during
the changing of the vulvar pad or the use of the bed-pan.

PATHOLOGY.

What can you say of the pathology of the following diseases ?

Of Vaginitis.—There 15 a swelling and extreme tenderness of the
vaginal mucous membrane, associated with heat, rediess, and a purulent
discharge. There may be areas of necrotic or ulcerative tissue, and
these are sometimes covered by a diphtheritic membrane. Or this
membrane may appear on an apparently healthy, unabraded surface.

Of Endometritis and Metritis.—As a rule, both oceur together. The
endometrium is swollen, red, and may contain areas of ulceration. The
discharge from the uterus is putrid and offensive. The organ itself is
enlarged, and its muscular tissue infiltrated with pus, or it may contain
gangrenous areas, or be the seat of diphtheritic deposits.

Of Cellulitis.—Any of the connective tissne about the uterus may be-
come the seat of inflammation. Tt is swollen and infiltrated. Some
localized peritonitis is generally associated with it, and adhesions form.
It may resolve without the formation of an abscess, but many times does
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not. This abscess may point and open in some portion of the vagina, in
the bowel, or in the bladder, or it may open externally in the groin or
through the abdominal wall.

Of Peritonitis.—It may be general or local. In the latter ease it is
usually associated with inflammatory conditions of some of the pelvic
organs, and is confined to the pelvie peritonenm. The membrane is
thickened, and small areas are covered with a fibrinous exudate. The
intestines or pelvie organs may be bound together, and in the cavity of
the peritoneum is found a purulent or serous fluid.

Of Phlebitis.—The veins—perhaps of the uterns, possibly elsewhere
in the body—become thickened and their inner surface roughened.
Thrombosis occurs, the clots may become disoreanized, and pus is
formed, or, as sometimes happens, the clot becomes organized, forming
new connective tissue. When pus is formed, it may be carried by the
cirenlation to other parts of the body, causing the same process to be
gone throngh here. These are the so- -called pyzemic abscesses, which are
most fr{equently found in the lungs, joints, liver, kidneys, H]T]E‘Ln and
heart, _

OfF Acute Septicamia.—Death in these cases usnally occurs so rapidly
that none of the changes already deseribed will oceur.  The only thing
found i1s the morbid condition of the blood. 1t 18 dark in eolor, thin,
and does not readily coagulate. The red cells are diminished in number,
while there is an increase of the white. It may have an offensive odor.

SYMPTOMS.

Describe the symptoms of puerperal infections.

Depending upon the severity of the infection and the parts or organs
involved, the symptoms vary. In acute septiceemia, without loeal in-
flammations, there occurs shortly (within a few hours or a day or two)
after labor a violent chill, followed by a rise of temperature to 103°, 104°,
106° F., or even higher. The face is pale and anxious. the tongue
heavily coated, and moist at first, soon _becoming dry, brown, and hard;
the pulse is rapid, feeble, and may be irregular.  There is no abdominal
pain or tenderness, and maybe no tympanites. The respirations are
rapid and shallow, and there is ;renﬂmlh a severe diarrheea.  Delirium,
stupor, or coma may follow, ending in death. The urine is scanty in
amount, contains albumin, and perhaps some hyaline casts. The lochia

may be suppressed or may be of a dark color and extremely offensive.
Vomiting may or may not be present. The secretion of milk, if this
has begun, is arrested. Death generally ocenrs within a short time,
though occasionally the patient passes into the typhoid condition and
linzers for a week or two.

With any of the local manifestations all the above symptoms may be
present, though usnally not as markedly developed.

Vaginitis.—Constitutional :  Chill or chilly sensations; temperature
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102° to 104° F.. and usually hicher evenings; pulse rapid; loss of ap-
petite ; headache ; maybe nausea and vomiting.

Local : Swelling, redness. and pain; painful micturition and defeca-
tion: lochial discharge offensive; uleers or diphtheritic membrane in
some cases.

These cases may be very mild, under which circumstances the temper-
ature slowly falls, constitutional symptoms disappear, and recovery takes
place within a couple of weeks: or they may be very severe, in which
case there is likely to be a sloughing of the entire vaginal canal before
death ocecurs.

Endometritis and Metritis.—Constitutional : Chilly sensations, or these
may be absent; moderate rise of temperature, 101° to 103° F. ; loss of
appetite, coated tongue, and headache ; pulse slightly accelerated. There
may be diarrheea.

Local: Pain and tenderness over the uterus ; enlargment of this organ:
cervix patulous and cedematous; lochia bright-red and offensive. If
necrosis of the tissues occurs or a diphtheritic process be present, the
symptoms are much more severe,

Cellulitis.—Constitutional : Chill generally, but perhaps only cold sen-
sations ; temperature 102° to 105° F.; pulse rather rapid; headache,
anorexia, :m:ll prostration; maybe vomiting and diarrheea.

Local : Pain generally to one side of the uterus, and sometimes ex-
tending down the thigh; lochia normal or fetid. On vaginal exam-
mation a swelling is found on one side of the uterus, oceasionally push-
ing this organ to the opposite side. The uterus is large, and when
moved severe pain results. The leg may become cedematous. This
condition either goes on to resolution or an abscess forms. perforating as
mentioned.  The opening may now close or a sinus remain.

The differential -l' iegnosis between this condition and pelvie peritonitis
is alwavs very difficult.  Cellulitis usually begins on one side only, and
extends downward by the side of the vagina, while a peritonitis is most
frequently found posteriorly in Douglas’s pouch.

Peritonitis.—(1) General.—Constitutional : Severe chill, followed by
temperature of 103° to 105° F. ; pulse very rapid. thready, and usually
high-tensioned ; respiration rapid and shallow ; tongue coated, dry, and
brown ; face ﬂl_l.‘-i]]u'l]l and anxious:; thirst excessive: vomiting, alost
continuons, soon becomes greenish, and maybe faecal. Diarrheea gene-
rally not marked. The urine is scanty. high-colored. and contains albu-
min; may be suppressed. Hiceoughs constantly.  Pain is constant, ex-
cruciating, and confined to the abdomen. Patient lies on her back with
the knees drawn up.  There may be delirium or stupor preceding death,

Loecal : Tympanites general and marked, lochia suppressed, or may be
present, and feetid ; the vagina is hot and dry.

(2) Loeal.—All the above symptoms may be present, but generally
not to such a marked degree. The lochia will be scanty, am% usually
offensive. Pressure in one of the vaginal fornices elicits severe pain,
and often late in the disease the pelvie organs are found matted together.
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Phlebitis.—Chill ; rise of temperature, 101° to 103° F.; then a pro-
fuse perspiration. The temperature assumes a remittent character,
The pulse is accelerated; tongue coated; anorexia; headache: diar-
rheea.

These may be all the general symptoms developed, unless an infective
thrombus or pus is carried to some other part of the body. TIn this case

yveemia results. Chills are frequent and terrible, and always followed
B}' a high temperature, 104° to 110° F. ; sweating profuse ; pulse small,
rapid, and feeble ; tongue brown; pain in some of the joints, associated
with swelling, redness, and cedema. The presence of pus here may cause
fluctuation, delirium, stupor, or coma. éymptums referable to special
organs may be present as these become involved. Thus we find pneu-
monia, endocarditis, pleurisy, pericarditis, nephritis, ete.

Is the prognosis always unfavorable in puerperal infection ?

It is not, though it must necessarily cause very grave anxiety on the
part of the physician. In the acute form of septicsemia recovery is very
rare. If the constitutional symptoms are not severe, we have reason to
believe that the infection is not great, and hence our prognosis must he
more favorable. |

The prognosis of cellulitis, local peritonitis, vaginitis, and metritis is
best. 'ic most unfavorable symptoms are uncontrollable vomiting or
diarrheea, a very rapid and feeble pulse, high temperature, extreme
prostration, and a very offensive lochia.

What is the treatment?

(1) Prophylactic. —This consists in paying the strictest attention to
cleanliness and antisepsis during labor and the puerperal state, and to
the proper selection of' the room, bed, bedding, ete. for the confinement
and the puerperal state. All these have been spoken of. Do not attend
a confinement when caring for a septic or contagious case.

(2) Curative—First, bear in mind the fact that infection has entered
the system in some way, and if possible learn how, that further absorp-
tion may be prevented. Secondly, sustain the vitality of the patient by
pit:*fﬂl}l:r food and stimulation until the effects of the poison have passed
OTl.

If the slightest rise of temperature oceurs in the puerperal woman, or
if the lochial discharge acquires the faintest odor, make a thorough ex-
amination. Find out whether there be any tenderness over the ahdo-
men, and examine the vulva for a pathological condition here.  Such an
examination revealing nothing, a vaginal examination is not indicated,
and the condition should be treated by mildly antiseptic vaginal douches
every two or four hours until the temperature falls, which will usnally occur
within twelve or twenty-four hours. If the symptoms do not subside,
the treatment must be more energetic and thorough. Abdominal pain
and tenderness, or local pain referred to the vagina or iliac regions, will
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soon be developed, accompanied by more marked eonstitutional disturb-
ances.

If the vagina alone is involved, douching is all the loeal treatment in-
dicated, unless it becomes dipththeritic, in which case cauterization must
be resorted to. This may be done with a strong solution of chloride of
zine.  Afterward continue frequent irrigation with a 23 per cent. solution
of carbolic acid or creolin.  As soon as fresh patches are found they are
cauterized. Between the douches an 1odoform suppository containing 5
or 10 grains should be introduced.

When the uterus is involved the first indication is to see that it is
empty. For this purpose an anzesthetic is administered, the fingers, or
whole hand if necessary, introduced, and the organ completely emptied
of any foreign matter. [t enough dilatation of the cervix for this pro-
cedure is not present. a dull wire curette may be used. IFollowing this
an intra-uterine douche is given. Carbolie acid, ereolin, or bichloride of
mercury may be used. If the latter, the solution should not be stronger
than 1 : 8000, and should be followed by a thorough irrigation with ster-
ilized water. A long strip of iodoform gauze 1s then introduced lightly
into the cavity of’ the uterns, and allowed to remain until the next douche
is given, or an iodoform suppository may be used. It frequently hap-
pens that another intra-uterine douche is not necessary, though some-
times douches must be given as often as every four or six hours. If this
be the case, bichloride should not be used. To relieve the pain and in-
flammation nothing is as satisfactory as cold. This is preferably applied
by the ice-coll or bag.

In case a cellulitis is present, the same indications for treatment exist
as above deseribed. though frequent warm vaginal donches must be given
until resolution is complete, and to aid this. When this® condition as-
sumes a subacute or chronie form the vaginal vault may be painted with
tincture of iodine every other day. If an abscess forms, it must be
opened.  For a peritonitis the uterus should be first thoroughly eleansed.,
Repeated irrigations are not indicated.  Cold externally and opium hypo-
dermically or by the rectum are indicated, as in a peritonitis oceurring
under other circumstances,  Phlebitis calls for the treatment already
deseribed. 3

The nourishment of the patient is often very difficult, owing to the
severe vomiting.  Peptonized milk, beef juice, and mutton broth may
all be given. Rectal alimentation may become necessary. DBrandy or
whiskey is indicated from the beginning. A half ounce every three or
four hours may be eradunally increased as the eirculation demands it.  In
combination with the aleohol, digitalis, strophanthus, caffeine, strychnine,
carbonate of ammonium—in fact, any of the cardiac stimulants—may
be given. l_{uinim-. should be given in 5- or 10-grain doses every four or
six hours.  Morphine, to relieve pain and vomiting as well as the diar-
rheea, is always indicated. It may be given hypodermically, combined
with atropine.  Mustard pastes, iced carbonic-acid water, bismuth, dilute
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hydrocyanic acid, ereasote, carbolic acid, may all be tried if vomiting is
excessive,

To reduce the temperature sponge-baths of cold water, alcohol, and
hot water equal parts, or the cold pack, may be used.

In pyaemia the abscesses must be opened, drained, and treated anti-
septically as they occur.

PHLEGMASIA ATL.BA DOLENS.

What is phlegmasia alba dolens? and when does it usually oc-
cur ?

Itisa swelling c-f' one of the lower extremities, owing to the formation
of a clot in the veins of the limb, or of the pelvis, and this is an inter-
ference with the return circulation. It usually occurs within two weeks
after confinement, generally not before the end of the first week. The
affection is also called peripheral venous thrombosis, erural phlebitis,
milk leg, ete.

What is its pathology ?

This is disputed. Many think it may be due either to septic infection
or is of non-septic oriein.  In the former case it 1s believed to occur with
a phlebitis, or if it occurs without infection it is the result of detachment
of portions of the coagula at the utero-placental site. It occurs more
frequently in multiparse and after abortions or severe hemorrhages,

Describe the symptoms.

The first sympfom is an uncomfortable feeling of the limb or pain,
usually referred at first either to the groin or popliteal space, Soon it
becomes very severe, and slight pressure over any of the venous trunks
produces a sharp exacerbation of the pain. The limb now begins to
swell, the enlargement beginning in the groin and extending down-

ward. or in the calf’ of the ll‘?ﬂ', [‘:‘H[‘Hdll]&l’ upnﬂrd The skin acquires a
tense, white, shining appearance. and oftentimes the veins may be felt
as hard, cord-like masses under the fingers.

Constitutional symptoms may be severe or only slichtly developed.
There is generally a feeling of malaise. followed by chilly sensations and
a rise of temperature to 101°-103° F. The pulse 1s accelerated, and the
patient complains of headache, anorexia, thirst, and sleeplessness. In
the mild cases the above are but slightly developed, if at all.

What are the prognosis and treatment?

The prognosis is usually very favorable. The acute stage lasts but a
few days or a week. when the pain becomes less marked. swelling is di-
minished, and by the end of four or five weeks recovery is mmplﬂte
The limbh, however, rarely regains its normal size, but always mnmmﬁ
slichtly enlareed.

Treatment.—Absolute rest and slight elevation of the limb constitute
our local treatment. The leg should be wrapped with cotton from the
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toes to the hip and slightly elevated. If pain is severe, hot wet eloths
may be placed next the skin and cotton over these.

(eneral treatment in the way of nourishing food and good hygienie
surroundings must be observed. Tonies are indicated after recovery.
All active treatment in the way of massage, poultices, blisters, elee-
tricity, depletion, ete. is contraindicated.

INSANITY.

When may insanity appear during pregnancy and after labor ?

(1) It may begin at any time after conception, and be but transient,
or it may econtinue throughout gestation and after labor. The usual
time of its appearance is about the fourth month. This is called the
** Insanity of pregnancy.’’

(2) The so-called puerperal insanity is some form of insanity beginning
during the puerperal state. It usually appears within a month after
delivery.

(3) Insanity of lactation, which may occur at any time while the
woman 18 nursing.

State the causes.

Heredity ; mental impressions; debility, exhaustion, or anzemia ;
septie infection ; painful and prolonged labors ; possibly ehloroform during
delivery ; and many nervouns disorders,—are all given as cawuses. The
many accidents and disorders associated with pregnancy and parturition,
such as injuries, mental disturbances, albuminuria, eclampsia, chorea,
hemorrhages, ete., may all be determining causes. A large percentage
of cases oceur In primiparee.

Describe the symptoms of the three varieties.

That occurring during pregnancy usually is melancholia. It may be
only slightly developed, and lasts but a short time, in which case it often-
times passes unrecognized. In these mild cases a depression of spirits
with insomnia will be the only thing noticed, and generally this is at-
tributed to grief, fright, or some other exciting cause.

Other cases become more serious from the beginning, many times con-
tinwing after delivery and assuming a maniacal tendency. There are
marked depression, irritability, sleeplessness, and apprehension, usually
of the approaching confinement. The woman becomes sullen and
gloomy, her affections change. and interest in all matters is lost. The
appearance is just as in melancholia oceurring under other cireumstances,
and there is often a marked tendency to suicide.

After delivery the variety met with is most often of the maniacal type.
Tt may follow a melancholia of pregnaney or begin ftffute]{ with no pre-
monitory symptoms.  This is the most frequent of the three varieties.
There may be first noticed a restlessness or feeling of dislike toward hus-
band, child, or friends, which cannot be explained, or suddenly an acute
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mania is developed. The patient becomes noisy and talkative, her con-
versation incoherent, and often of an obscene or vulgar character. All
sense of modesty and decency is lost.  She has hallueinations and delu-
sions, and both the sight and hearing may become disordered. She
refuses food, 1s sleepless, and is extremely restless.  Sometimes the dis-
ordered mind dwells on religious subjects, or the suicidal or homicidal
tendency 1s strongly developed.

The physical condition becomes poor. There are digestive disturb-
ances, some temperature, a rapid pulse, and involuntary evacuations of
urine and faeces. KEmaciation is progressive and rapid.

During lactation the melancholic type is eenerally seen, and most fre-
quently in multiparae who have borne children in rapid succession and
nursed as long as this has been possible. They, as a rule, are ansemie,
poorly nourished—physical wrecks.

The symptoms are such as already stated, only that hallucinations are
often present, as in the suicidal tendency, and sudden violent outbreaks
of acute mania may occur.

Any of these forms may result in complete recovery or may go on to
dementia.

A sudden transitory mania occurring during labor is occasionally seen.
It seems to bear some relation to and depend upon the severe pain. It
is of but a few moments’ duration,

‘What can you say of the prognosis?

The prognosis i3 generally favorable, at any rate as to life. Some die
from either personal violence or exhaustion, while some cases become
chronie or the patients are hopelessly demented. That oceurring during
pregnancy is, as a rule, not cured until after labor. DMania, as would be
supposed, does not last as long as melancholia.

How are these cases to be treated?

The most nourishing and easily digested food must be given at fre-
quent intervals, that the general condition of the patient may be im-
proved. Peptonized milk, broths, beef juice, eggs, ete. may all be
oiven. If the patient refuses to take food. gavage and rectal alimenta-
tion may be resorted to. However, this will usually be unnecessary if
skilled nurses are obtained or people accustomed to care for the insane.
Mild laxatives may be necessary to combat a tendency toward constipa-
tion. Fresh air, good hygienic surroundings, and careful nursing must
all be obtained.

In the way of drugs, both stimulants, when indicated, and sedatives
and hypnotics must be used. Morphine, hyoseine, chloral. hromides,
and sulphonal may all be carefully admimistered. The first two are
especially desirable when mania is present. During convalescence tonics
in the form of iron, quinine, strychnine, and arsenic should be admin-
istered, combined with plenty of fresh air and moderate exercise. Quiet

gsurroundings and cheerful companions are very desirable.

12—0hbs.
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It may in the beginning seem best to place the patient in an asylum,
though this must depend considerably upon the surroundings and eir-
cumstances, as well as the wishes of her family and relatives.

AFFECTIONS OF THE NIPPLES AND BREASTS.

What extent of injury to the nipple may occur during lactation 7

There may be a single erosion on the surface from a loss of the epithe-
lium. due to the nursing of the child, or this may become deeper, con-
stituting superficial fissure, or deep fissures may occur. These are of
traumatic origin.  Ocecasionally specific ulcers are found in this location,
either from the bite of a syphilitic child or in a woman suffering from
this disease, and rarely is found an eczematous condition of the areola
and nipple.

What are the symptoms and treatment of sore nipples?

The symptoms are few if unaccompanied by complicating disease of the
breast. There is great pain when the child nurses, which does not en-
tirely disappear during the intervals between nursing. This in neurotic
women is apt to cause an irritable or even hysterical condition. There
may be a slight rise of temperature.

The treatment is both prophylactic and eurative. The former consists
in washing the nipples several times daily during the latter months of
ywegnaney with some astringent fluid, that the epithelinm may become

ardened. A solution of tannie acid. the glycerite of tannin, dilute alco-
hol. brandy, solution of alum, etc. have all been used. Small nipples
should be developed by drawing them out and rolling them between the
fingers and Ihum%.

Many drugs are used to cure eroded nippies. A solution of mitrate
of silver (gr. x1-3j) is one of the best. The eroded surface or fissure is
touched with this. and then dusted with bismuth, and, unless the ero-
sion be slight, the child should not be allowed to nurse for twenty-four
or forty-eight hours. In this case the milk must be removed by the
breast-pump. It may be necessary to repeat the application of the silver
several times. Tannin is dusted over the erosion by some, and the nip-
ple carefully covered. If the child is allowed to nurse, this must be
washed off before, and reapplied after, nursing. The nipple- shield
sh uu{nl be used in every case where the child is allowed to nurse a sore
nipple.

Specific ulcers require both local and constitutional treatment. Kezema
is treated as when found elsewhere.

What varieties of mastitis are met with ?

(1) Superficial or subcutancous, in which the inflammation is just be-
neath the skin or areola. (2) Glandular, where the gland tissue itself is
involved. (3) Subglandular, where the connective tissue between the
pectoralis major and the mammary gland is involved. The second is the
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most frequent of the three varieties. All may end in resolution, or sup-
puration may occur, with a resulting abscess.

What are the causes of mastitis and mammary abscesses ?

Uneven pressure over the gland in the form of improperly applied
breast-binders, tight clothing, corsets, ete. is, in combination with an ac-
tively secreting gland, the most ﬁcquent cause. Infection through a
fissured or eroded I]]]1]J1L traumatic injury, and cold are less frequent
causes. A mastitis not treated, or one 1n which treatment is begun late
in the disease, almost invariably goes on to the formation of one or more
abscesses.

Describe the symptoms.

The disease may begin insidiously or very acutely. In the former caze
there is a feeling of’ discomfort in some portion of the breast, usually near
the periphery, and upon examination a circumseribed arvea of a hard.
knotty feel is discovered. This is tender on 1}1'e-<~1m,, though there is
no heat or redness of the skin. By supporting the breast properly, and
perhaps removing the milk by gent]e stroking with the tips of the first
three fingers dipped in oil and in a direction from the periphery toward
the nipple, the condition is soon relieved and no symptoms follow.

If it goes on unrelieved, the pain becomes more severe, the skin red-
densg, is hot to the feel ; there is a general feeling of malaise, with head-
-mhe, thirst, and some temperature. When the inflammation begins
acutely there is mthel a chill or chilly sensation, followed by a rise of
temperature to 102° or even 105° F. This is associated with headache,
loss of appetite, thirst, and a rapid pulse. The breast is painful, tender,
red, hard, and swollen.

1f the inflammation be superficial, there is marked redness, over a cir-
cumseribed area usunally, though it may he diffuse. Pain is a constant
symptom ; there is some temperature and a general feeling of malaise.
Resolution now occurs or an abscess forms. If the former, all the symp-
toms gradually disappear; if the latter. some point soon becomes more
prominent and fluctuation is obtained.

In the glandular variety, which is the most frequent and oceurs gen-
erally within a few weeks after delivery, there are the ({}IlHtItI'III[:rI]"lI
symptoms already described. An area of hardness, cirenmseribed, is
found, most frequently just beyond or at the border of the arecla. This
18 ]mmf’u] and very tender on pressure. At first the skin over the indu-
rated area is normal, but it soon becomes red and hot. If resolution
does not occur, there is a bulging over this area, a soft spot appears in
the centre, and a rapid breaking down occurs. Some time, often three
gr four weeks, elapses before the abscess has made its way to the sur-

ace.

In the subglandular variety the constitutional symptoms are rapidly
developed. The pain is deep-seated and of a tearing character. There
is no Induration of the breast nor redness of the skin, but the whole



180 PUERPERAL DISEASES,

gland appears swollen.  This form almost invariably goes on to suppura-
tion, the abscess making its way to the surface at the periphery of the
eland.

What are the dangers that may arise from abscesses of the
breast ?

As a rule, the subeutaneous variety gives no trouble unless the inflam-
mation becomes diffuse and assumes an erysipelatous character. In the
elandular variety one abscess may follow another until the entire breast
is destroyed. Septie infection may occur with any form. Carcinoma or
sarcoma is frequently found in breasts which have been the seat of in-
flammatory conditions. Cellulitis may oceur. Perforation of the chest-
wall, with resulting pleurisy, has followed the subglandular variety.

How should a mastitis be treated ?

If the breasts are properly supported for two or three weeks following
the birth of the child by a well-applied breast-binder, and 1f' eroded nip-
ples are treated as soon as they are found, few cases of mastitis will arise.

The eurative treatment consists in rest, support of the inflamed gland,
and the local application of cold.. The patient, if not already in bed,
should be placed there, and the breast supported by a sling passed around
the neck and under the gland. If much febrile disturbance is present,
the diet should be restricted to milk. A saline cathartic is desirable, or
a dose of calomel followed by a saline. Quinine in 5-grain doses every
four or five hours should be given. Cold may be applied by the use of
the ice-bag, rubber coil, or evaporating lotions. The former is generally
the most convenient and best. If the nipples are not badly eroded, and
if no pus is present, the child may be allowed to nurse ; otherwise, the
milk must be removed by gentle stroking.

When all hope of preventing suppuration is passed, this may be hast-
ened by the application of’ warm flaxseed poultices. When the abscess
is formed 1t must be opened. The subcutaneous variety simply requires
a moderate incision, evacuation of the pus, thorough cleansing, and the
application of an antiseptic dressing. With the glandular variety we
should wait for the abscess to appear near the surface. Make a free
opening, drain the cavity, and secure free exit for the pus by the intro-
duction of drainage-tubes. Counter-openings will usually be necessary.
The incisions in both the above should be made in a direction from the
nipple toward the periphery, as there is less gaping and the resulting
scar 18 smaller.  Make the inecision entirely within or without the areola,
as the pigment will often follow the line of incision. The subglandular
variety must be opened where it points, at the periphery. The incision
should be free and parallel to the circumference of the breast. Use a
drainage-tube. An antiseptic dressing is applied and changed once daily,
washing out the cavities and shortening the tubes with each dressing.

Ether may be administered when the openings are made, but local
anmesthesia with the ether spray, cracked ice and salt, or cocaine will
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nsually be effectual in preventing pain. During convalescence tonics are
indicated.

State the method of drying the breasts when for any reason
this becomes necessary.

Hot-water stupes are applied to both for half an hour or an hour, chang-
ing them every few minutes, that they may be kept hot. T ollowing this.
the entire gland is either smeared with belladonna ointment or u_mewnlwuh
a cloth soaked in a weak solution of atropine and liquid vaseline or glycerin.
Next, over the entire breasts, extending from one posterior axillary line
to the other, is placed a thic k layer of non-absorbent cotton and a binder
is tightly applied. This need not be removed for ten days, but should
be tightened a little every day as the breasts decrease in size. The how-
els are to be kept open by salines, and as far as possible all fluids re-
stricted from the diet for a few days.

CHAPTER IX.

THE INFANT.

RESUSCITATION FROM ASPHYXIA,

What is asphyxia neonatorum ? and in what forms does it occur ?

It is the apparent death of the newborn child. Two forms are seen
—the cyanotic and the ansemic. In the former the face and lips are
swollen and of a livid or bluish color; the heart beats faintly and slowly ;
the child generally makes feeble efforts at respiration at infrequent inter-
vals, though it does not ery out. Slight reflexes may be present. The
Emwnﬂbrs i this variety 1s good. In the angemic form the face and

ody are very pale and cold, the lips and conjunctivee bloodless, the

muscles limp and flaceid, and the mouth open. There i1s no cardiac
action, or if' there is any it is almost impossible to hear it with the
stethoscope, aud thme are no attempts at respiration.

The prognosis in these cases is extremely grave.

What methods are used for resuscitation ?

Many times, in the cyanotic variety, all that will be necessary is a few
sharp slaps on the buttocks, chest, or back either with the hand or the
wet end of a towel. If this is not successful, the back and chest should
be briskly rubbed with alcohol or brandy while a hot bath is being pre-
pared. The temperature of the water may be 106° to 110° F., or even
a little hotter. The cord is now ligated some few inches from the um-
bilicus, and, grasping it at the navel between the thumb and fingers, eut
it on the umbilical side of the ligature, and allow two or three drachms
of blood to escape. This often relieves the congestion and respiration
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begins. If not, place the infant, after ligating the cord, in the bath,
allowing it to remain but a few seconds. Taking it out, let the buttocks
or back rest for a second in a basin of ice or cold water. This may be
repeated three or four times, and usnally with gratitying results.

[nsufflation of the lungs and artificial respiration now remain to be
tried if all the other methods have failed.  The former may be done by
introducing a catheter into the trachea—which is not an easy procedure
—or by cutting a small hole in a piece of cloth, placing the opening over
the infant’s mouth, applying the lips to this, ang eently blowing. g.['hﬁre
are a number of lI]ﬂtllli'lllH of artificial respiration.

The faradie current applied over the course of the phrenie nerves will
sometimes exeite respiration, and this may be tried if a battery 1s at
hand.

[n the anzemic variety do not allow any blood to escape from the cord,
but, on the contrary, do not ligate it until the pulsations have ceased,
The other procedures in the order described above may be tried in this
variety just as in the cyanotic.

Describe the methods of artificial respiration.

(1) Sylvester’s.~—The child is laid upon its back with its shoulders
slichtly elevated. The physician, standing at the head, grasps the arms
at the elbows and alternately raises them above the head and depresses
them against the sides of the chest. This produces inspiration and ex-
piration. This is preferable to all the others, as less exposure of the in-
fant is necessary. While being performed nearly the entire body may
be wrapped in a warm blanket.

(2) Sehultze's.—The child is taken in both hands with the head point-
ing toward the operator. The fingers lie across the back at the scapulse,
with the thuinbs against the sides and front of the chest. The face looks
upward. Lifting it from the bed m this manner, the head and lower
part of the trunk and extremities fall backward. The diaphragm is de-
pressed, and the traction of the head elongates the chest wall. Inspira-
tion results. Then, by swinging the child so that it doubles upon itself,
the head and lower extremities fall forward, the infant rests upon the
thumbs, and expiration takes place. By repeating these movements an-
other complete respiration is produced.

(3) Direct pressure with the palms of the hands and fingers against
the sides and front of the thorax.

J-Ilun;r other methods are deseribed, but the above are those generally
s,

What signs indicate further efforts at resuscitation hopeless ?
An absence of the heart-sounds for a minute or two; no response to
external irritations; absence of all reflexes.
[Until all methods have been thoroughly tried, we should not cease our
efforts at resuscitation, as, many times, twenty minutes or a halt hour may
elapse before any indications of’ life become apparent.
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How long, after all feetal heart-sounds have disappeared from over
the abdomen, there is still a possibility of reviving the infant is a ques-
tion difficult to decide. If they have been previously distinet, but absent
for more than five or eight minutes before birth, there is little hope of re-
suscitation.

NURSING.

How frequently should the infant be nursed ? and when may it
be weaned?

During the first month a healthy full-term child may be allowed to
nurse nine or ten times during each twenty-four hours. This may be
divided something after this fashion: at six, eight, ten, and twelve in the
morning, and at two, four, six, and eight in the afternoon. During the
night 1t may require one or two nursings, the howrs depending upon when
it awakens. It should never remain at the breast longer than fwenty
minutes, and oftentimes ten or fifteen will be sufficient.

After the first month the intervals between the feedings should he
lengthened to two and a half hours, and by the end of the second month
to three, with perhaps no nursing during the night—at least not more
than one.

At the end of seven or eight months five nursings a day are all that
are necessary.

It is difficult to know exactly the proper time for weaning the infant
from the breast, but in the vast majority of cases it should be done at
the end of the twelfth or fourteenth month. It may be eradually ac-
complished by giving the child some suitable food three or four months
before nursing 1s stopped entirely.

DISEASES OF THE NEWBORN.

; Describe spina bifida.

It 18 a tumor situated over some portion of the spine, and contains
cerebro-spinal fluid and the meninges of the cord. It is caused by an
absence of the arches of one or more of the vertebrae.

Synmiptoms.—As a rule, it is found as a fluetuating tumor at the lower
vart of the spine. Tt may or may not be covered by skin. On causing
che child to ery the tumor enlarges, and becomes smaller on compressing
it. Pressure may be followed by cerebral symptoms. Hydrocephalus
is often associated with it.

Prognosis.—Grave; its termination is usually death, preceded by an
uleeration of the sac, rupture, escape of the fluid, and convulsions.
(Cases oceasionally are cured.

Treatment.—It small and showing no tendency to inerease in size,
simply protect it from the irritation of the clothing. If large or increas-
ing in size, surgical interference is necessary. The sac may be punctured
it one side of the median line to prevent injuring the cord, and part of
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the fluid withdrawn. Then cover with a soft pad, and repeat the opera-
tion at intervals of a few days until all the fluid is removed. lodine is
injected into the sac by some. It is nsual to use 1 or 2 parts of’ iodine,
and the same of iodide of potassium, to 20 or 30 parts of water. Some
of the fluid is withdrawn, the pedicle compressed, so that the iodine
solution does not enter the canal, and the solution slowly injected. After
remaining a short time it is withdrawn. The injection may have to be
repeated several times.

Describe congenital cyanosis.

It zenerally begins a few hours after birth, but may not show itself

]fJ?n;la week or more, and consists in a bluish appearance of the entire
Oay.

(ruses.—Many theories as to its etiology have been advanced. Most
believe it to be due to a malformation of the heart and large vessels in
its vicinity from lack of development, thus preventing the flow of blood
to and from the lungs.

Symptoms.—The skin is dusky or purplish in color, and more so after
exercise. At rest it assumes more nearly its normal hue; generally
most marked about the face and lips. Disorders of digestion, constipa-
tion, or diarrhecea are usually present. and the child remains small and
er}rly nourished. The bodily temperature is almost invariably subnormal.
I'he heart’s action is usually irregular, and becomes very frequent on
slight exertion. Palpitation is generally present. Irregular murmurs
may be heard over the heart. The respiration is inereased in frequency.
There mayv be cedema of the limbs.

Prognosis.—Not good ; most die very early.

Treatment.—Rest and quiet, good hygienic surroundings, proper cloth-
ine. nutritions and easily digested food are of most importance. Coun-
ter-irritation over the chest in the way of mustard pastes or brisk rub-
bing is nseful. Brandy or digitalis may be of benefit. Inhalations of
oxyeen sometimes relieve urgent symptoms.

How would you treat an ophthalmia or purulent conjunctivitis
in the newborn ?

Two or three drops of a gr. v to the ounce solution of nitrate of silver
should be dropped in the eye, and may be repeated once or twice daily
for several days if the affection be severe. Thorough and frequent
cleansing of the inflamed eye with a strong solution of boracie acid or a
very weak solution of bichloride of mercury is very essential. Every
twenty minutes or half an hour is not too frequent. Ice-cloths should
be constantly applied. These must be changed often, that they may be
kept cold. Active and thorough treatment begun in time will almost
invariably result in the saving of the eyes.

Is mastitis a frequent disease of the newborn?
It occasionally occurs. The glands, one or both, become swollen, red,
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tender, and hot. There is associated with the local symptoms some tem-
perature and irritability and fretfulness of the infant. The disease usu-
ally oceurs in very young infants, generally within the first two or three
weeks of Dife.

No tr eatment, more than covering with cotton to prevent irritation of
the clothing, is required. The child shonld never be l]]"ﬂlll}uldttd
squeezed, or rubbed. If an abscess forms—which is exc
must be ﬂan{.{l Use very weak solutions of carbolic acid or blchlnrldL
rif mercury, as children are extremely susceptible to poisoning by these
arugs.

Describe the accidents occurring to the umbilicus after separa-
tion of the cord.

(1) Hemorrhage.—This nsually takes place at the time the cord be-
comes detached—namely, from the fifth to the seventh day—though it
may occur at the base of the cord any time after birth. The most fre-
quent cause is the hemorrhagic diathesis or haemophilia.  This diathesis
may be due to syphilitic taint.
slight jaundice in many cases precedes the hemorrhage,
which ocenrs ag an oozing from the umbiliens.  This continues until the
child dies from exhaunstion on account of the loss of blood, or if checked
purpurie spots appear over the body. There may be hemorrhages from
the nose, or into the abdominal cavity, the stomach, or the intestines.

The prognosis is unfavorable. Recoveries are rare.

Treatment.—Styptics may be tried: of these the liquor ferri subsul-
phatis is best. A piece of cotton saturated with the solution is pressed
against the bleeding surface and held there for a few minutes. If this
does not succeed in stopping the hemorrhage, two needles may be passed
through the numbiliens at right angles and a silk suture wound around
each in the form of the ficure 8. These must be removed i in Six or
eight hours and an antiseptic dre%mnyr applied. Plaster of Paris is some-
times used in this way: A thick 1‘:1}','[:1" 1s allowed to harden over the um-
biliens, and then held in place by the binder. Brandy must be given in
small doses as a eardiae stimulant. Even if the hemorrhage is checked
at the nmbilicus, it is likely to appear elsewhere, so that any treatment
avails little.

(2) Vegetations at the umbilicus frequently appear after the cord has
desiccated and dropped off. They are simply exuberant granulations,
and are to be treated as such by ripping them off or touching them
with nitrate of silver; or they may be tied off. (are must be taken to
differentiate this mndltmn from an umbilical hernia, which may be
readily done by its smaller size, appearance, and irredueibility.

(3)" Umbilical Hernia.—This may appear within the first few weeks
of life, but usually not until later.

The treatment consists in the reduction of the tumor, and the applica-
tion over the opening of a moderate-sized wooden button, held in place
by two strips of adhesive plaster crossed in the centre.
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What is icterus meonatorum ?

It 1s a yellow discoloration of the skin.

(arueses.—Duodenitis, congenital malformation or obliteration of the
bile-ducts, hereditary syphilis, and changes in the blood not well under-
stood. It generally appears on the second or third day, and disappears
within a week or ten days i the vast majority of cases.

As a rule no treatment is required.  If evidences of syphilis are pres-
ent, this must be treated, and inflammatory conditions of tLe duodenum—
which must be extremely rare—require treatment.

What are the causes and symptoms of tetanus in the newborn ?
Bad hygienic surroundings and exposure to wet or cold are the frequent
causes. The disease generally begins during the first week of life, and
may be, usually is, preceded by no premonitory symptoms.  The first thing
noticed is an inability to nurse, and upon examination a rigidity of the
muscles of the jaw is found. This extends over the body until all or
nearly all the voluntary muscles become involved. Opisthotonos is
generally developed, and respiration so interfered with that ¢yanosis re-
sults. There are periods when some relaxation oceurs and the symp-
toms improve. Deglutition is so painful and difficult that, even though
food is put into the mouth, the infant cannot swallow. KExhaustion and
emaciation progress rapidly, and death follows in a short time.

Is there any treatment for the disease?

Many remedies have been used, but none with any great suecess.
("hloral. the bromides, or opium for controlling the spasms may all be
tried. They may be given by the rectum if the child eannot swallow.
Brandy to combat the exhaustion is indicated from the beginning. This
is an extremely rare disease now, though some years ago it was very com-
mon.

How may septic infection enter the child’s system ?

Generally through the umbilicus from inflammations and ulcerations
here, or through the numbilical vein, thongh cases are recorded where the
infections must have oceurred through sores and injuries over other por-

tions of the body.
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BURNETT (CHARLES H.).

THE EAR: ITS ANATOMY, PHYSI-

OLOGY AND DISEASES. A Practical Treatise for the Use of

Students and Practitioners,

Second edition.
580 pages, with 107 illustrations.

In one 8vo. volume of
Cloth, $4; leather, $5.

CARTER (R. BRUDENELL) AND FROST (W, ADAMS). OPIH-

THALMIC SURGERY.
Chnical Manuals, page 25.

CASPARI (CHARLES JR.).
For Students and Pharmacists.

680 pages, with 288 illustrations.

The author’s duties as Professor
of Theory and Practice of Pharmacy
in the Maryland College of Phar-
macy, and his contact with students
made him aware of their exact
wants in the matter of a manual.

His work 1is admirable, and the |

A TREEATISE ON HUMAN PHYSI-
: In one octavo volume of 921 pages,
Just ready, Cloth, $4.25; leather, $5.25, net.

CHAPMAN (HENRY C.).
OLOGY. New (2d) edition.
with 595 illustrations.

In one
pages, with 91 engravings and one plate.

A TREATISE ON

ocket-size 12mo. volume of 559
Cloth, $2.25. BSee Series of

PHARMACY.
In one handsome oetavo volume of
Cloth, $4.50.

student who eannot understand must
be dull indeed. The hook is full of
new, clean, sharp illustrations, which
tell the story frequently at a glance.
The index is full and aceurate.—
National Druggist.

_ In every respect the work fulfils [ mirable work of reference for the
its promise, whether as a complete | physician.—North Carolina Medical
treatise for the student or as an ad- | Journal.

CHARLES (T. CRANSTOUN).

THE ELEMENTS OF PHYSIO-

LOGICAL AND PATHOLOGICAL CHEMISTRY. Octavo, 451
pages, with 38 engravings and 1 colored plate. Cloth, $3.50.

CHEYNE (W. WATSON). THE TREEATMENT OF WOUNDS,

ULCERS AND ABSCESSES.
Cloth, $1.25.

One will be surprised at the
amount of practical and useful in-
formation 1t contains; information
that the practitioner is likely to

CHEYNE (W. W.) AND BURGHARD (F. F.)

TREATMENT.

need at any moment.
devoted to uleers and abscesses are

In one 12mo. volume of 207 pages.

The sections

indispensable to any

hysician.—
The Charlotte Medical

ournal.
SURGICAL

In six octavo volumes, illustrated. Volume 1, 299
pages and 66 engravings, just ready.

Cloth, $3.00 net,

CLARKE (W. B.) AND LOCKWOOD (C. B.). THE DISSECTOR’S

MANUAL.

In one 12mo. volume of 396 pages, with 49 engravings.

Cloth, $1.50. See Students’ Series of Manuals, page 27,
CLELAND (JOHN). A DIRECTORY FOR THE DISSECTION OF

THE HUMAN BODY.

In one 12mo. vol. of 178 pages. Cloth, $1.25.

CLINICAL MANUALS. See Series of Clinical Manuals, page 25,

CLOUSTON (THOMAS S.). CLINICAL LECTURES ON MENTAL
DISEASES. New (5th) edition. In one octavo volume of 750 pages,

with 19 colored plates.

Cloth, $4.25, net.

Just ready.

JEE~Forsom’s dbstract of Laws of U.S. on Custody of Insane, octavo,
$1.50, is sold in conjunction with CYouston on Mental Diseases for

$5.00, net, for the two works,
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CLOWES (FRANK). AN ELEMENTARY TREATISE ON PRACTI-
CAL CHEMISTRY AND QUALITATIVE INORGANIC ANALY-
SIS. From the fourth English edition. In one handsome 12mo.
volume of 387 pages, with 55 engravings, Cloth, $2.50.

COAKLEY (CORNELIUS G.). THE DIAGNOSIS AND TREAT-
MENT OF DISEASES OF THE NOSE, THROAT, NASO-
PHARYNX AND TRACHEA. In one 12mo. volume of about 400
pages, fully illustrated. Preparing,

COATES (W, E,, JR.. A POCKET TEXT-BOOK OF BACTE-
RIOLOGY AND HYGIENE. In one handsome 12mo. volume of
about 350 pages, with many illustrations. Shortly. Lea's Series of
Poclet Text-books, edited by BERN B. GALLAUDET, M. D. See
page 18.

COATS (JOSEPH). A TREATISE ON PATHOLOGY. In one vol.
of 829 pages, with 339 engravings. Cloth, $5.50; leather, $6.50.

COLEMAN (ALFRED). A MANUAL OF DENTAL SURGERY
AND PATHOLOGY. With Notes and Additions to adapt it to Amer-
ican Practice. By THOS. C. STELLWAGEN, M.A., M.D., D.D.S. Inone
handsome octavo vol. of 412 pages, with 331 engrmmgs Cloth, $3.25.

COLLINS (C. P.). A POCKET TEXT-BOOK OF MEDICAL
DIAGNOSIS. In one handsome 12mo. volume of about 350 pages,
with many illustrations.  Shortly. L#’s Series of Pocket Text-books,
edited by BERN B. GALLAUDET, M. D. See page 18.

COLLINS (H. D.) AND ROCKWELL (W. H.). A POCKET
TEXT-BOOK OF PHYSIOLOGY. In one handsome 12mo. volume
of about 300 pages, with many illustrations. [fn press. Lea's Series of
Pocket Text-books, edited by BERN B. GALLAUDET, M. D. See page18.

CONDIE (D. FRANCIS). A PRACTICAL TREATISE ON THE DIS-
EASES OF CHILDREN. Sixth edition, revised and enlarged. In
one large 8vo. volume of 719 pages. Cloth, $5.25 : leather, $6.25.

CORNIL (V.). SYPHILIS: ITS MORBID ANATOMY, DIAGNO-
SIS AND TREATMENT. Translated, with Notes and Add:tmns by
J. HENRY C. SiMES, M.D. and J. WILLIAM WHITE, M.D. In one
8vo. volume of 461 pages, with 84 illustrations. CIﬂth, $3.75.

CROCKETT (M. A.). A POCKET TEXT-BOOK OF DISEASES
OF WOMEN. In one handsome 12mo. volume of about 350 pages,
with many illustrations. Shortly. Lea’s Series of Pocket Text-books,
edited by BERN B. GALLAUDET, M. D. See page 18.

CROOK (JAMES K.) ON MINERAL WATERS OF THE
UNITED STATES. Octavo, 575 pages, Justready. Cloth, $3.50, net.

CULBRETH (DAVID M. R.). MATERIA MEDICA AND PHAR-
MACOLOGY. In one handsome octavo volume of 812 pages, with
445 illustrations. Cloth, $4.75.

CUSHNY (ARTHUR R.). TEXT-BOOK OF PHARMACOLOGY.
Handsome 8vo., 728 pages, with 47 illus. Just ready. Cloth, $3.75, net,
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DALTON (JOHN C.). A TREATISE ON HUMAN PHYSIOLOGY.
Seventh edition. Octavo, 722 pages, with 252 engravings. Cloth,
$5; leather, $6.

DOCTRINES OF THE CIRCULATION OF THE BLOOD. In
one handsome 12mo. volume of 293 pages. Cloth, $2.

DAVENPORT (F. H.). DISEASES OF WOMEN. A Manual ot
Gynecology. For the use of Students and Practitioners. New
(3d) edition. In one handsome 12mo. volume of 387 pages, with 150
illustrations. = Cloth, $1.75, net. Just ready.

DAVIS (EDWARD P.). A TREATISE ON OBSTETRICS. FOR
STUDENTS AND PRACTITIONERS. In one very handsome
octavo volume of 546 pages, with 217 engravings and 30 full-page
plates in eolors and monochrome. Cloth, $5; leather, $6.

— — s —— ———

From a practical standpoint the thoroughly scientific and brilliant
work is all that could be desired. A  treatise on obstetries. —Med. News.

DAVIS (F. H.). LECTURES ON CLINICAL MEDICINE. Second
edition. In one 12mo. volume of 287 pages. Cloth, $1.75.

DE LA BECHE'S GEOLOGICAL OBSERVER. Inonelarge octavo
volume of 700 pages, with 300 engravings. Cloth, $4.

DENNIS (FREDERIC S.) AND BILLINGS (JOHN S.). A S8YS-
TEM OF SURGERY. In contributions by American Authors.
Complete work in four very handsome octavo volumes, containing
3652 pages, with 1585 engravings and 45 full-page plates in colors
and monochrome. Per volume, cloth, $6.00; leather, $7.00; half
Morocco, gilt back and top, $8.50. For sale by subscription only.
Full prospeetus free on application to the publishers.

It is worthy of the position which | American surgery and is thoroughly
surgery has attained in the greai practical.—Annals of Surgery.
Republic whence it comes. — T%he| No work in English can be con-
London Lancet. ' sidered as the rival of this.—The

It may be fairly said to represent American Journal of the Medical
the most advanced condition of Sciences.

DERCUM (FRANCIS X., EDITOR). A TEXT-BOOK ON
NERVOUS DISEASES. By American Authors. In one handsome
octavo volume of 1054 pages, with 341 engravings and 7 colored
plates. Cloth, $6.00; leather, $7.00. Net.

Representing the actual status of| The work is representative of the
our knowledge of its subjects, and | best methods of teaching, as devel-
the latest and most fully up-to-date oped in the leading medical colleges
of any of its eclass.—Jour. of Amer- | of this country.—Adlienist and Neu-
ican Med. Association. rologist.

The most thoroughly up-to-date, The best text-book in any lan-
treatise that we have on this subject. guage.—The Medical Fortnightly.
—American Journal of Insanity.

DE SCHWEINITZ (GEORGE E.). THE TOXIC AMBLYOPIAS.
Their Classification, History, Symptoms, Pathology and Treatment.
Very handsome octavo, 240 pages, 46 engravings, and 9 full-page
plates in colors. Limited edition, de luxe binding, $4. Net.
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DRAPER (JOHN C.). MEDICAL PHYSICS. A Text-book for Stu-
dents and Praetitioners of Medicine. In one handsome octavo volume
of 734 pages, with 376 engravings. Cloth, $4.

DRUITT (ROBERT). THE PRINCIPLES AND PRACTICE OF
MODERN SURGERY. A new American, from the twelfth London
edition, edited by STANLEY Boyp, F.R.C.S. In one large octavo
volume of 965 pages, with 373 engravings. Cloth, $4; leather, $5.

DUANE (ALEXANDER). THE STUDENT'S DICTIONARY OF
MEDICINE AND THE ALLIED SCIENCES. New edition. Com-
prising the Pronunciation, Derivation and Full Explanation of Medi-
cal Terms, with much Collateral Deseriptive Matter, Numerous Tables,
ete. Square octavo of 658 pages. Cloth, $3.00; half leather, $3.25;
full sheep, $3.75. Thumb-letter Index, 50 cents extra.

DUDLEY (E. C.). THE PRINCIPLES AND PRACTICE OF
GYNECOLOGY. Handsome octavo of 652 pages, with 422 illustra-
tions in black and colors. Cloth, $5.00, net ; leather, $6.00, net, Just
ready.

The book can be safely recom- |tice of modern gynecology.—Tlnter-
mended as a complete and reliable | national Medical Magazine.,
exposition of the principles and prac-

DUNCAN (J. MATTHEWS). CLINICAL LECTURES ON THE
DISEASES OF WOMEN. Delivered in St. Bartholomew's Hospital.
In one octavo volume of 175 pages. Cloth, $1.50.

DUNGLISON (ROBLEY). A DICTIONARY OF MEDICAL SCI-
ENCE. Containing a full explanation of the various subjects and
terms of Anatomy, Physiology, Medical Chemistry, Pharmacy, Phar-
macology, Therapeutics, Medicine, Hygiene, Dietetics, Pathology, Sus-
gery, Ophthalmology, Otology, Laryngology, Dermatology, Gynecol-
ogy, Obstetrics, Pediatrics, Medieal Jurisprudence, Dentistry, ete., ete.
By RopLEY DuxcLisoN, M.D., LL. D., late Professor of Institutes
of Medicine in the Jefferson Medieal College of Philadelphia. Edited
by RicHARD J. DuNGLISON, A. M., M. D. Twenty-first edition, thor-
oughly revised and greatly enlarged and improved, with the Pronuncia-
tion, Accentuation and Derivation of the Terms. With Appendix.
In one magnificent imperial octavo volume of 1225 pages. Cloth, $7;
leather, $8. Thumb-letter Index for quick use, 75 cents extra.

The most satisfactory and authori- | scarcely be measured.— Med. Record.

terms.— The Charlotte Med. Journal. | 1 nusually clear and concise. The
Covering the entire field of medi- book is whullg' satisfactory.— Uni-
eine, surgery and the collateral wversity Medical Magazine.
sciences, its range of usefulness can
DUNHAM (EDWARD K.). MORBID AND NORMAL HIS-
TOLOGY. Oectavo, 450 pages,with 363 illustrations, Cloth, $3.25, net.
Just ready.
The best one-volume text or refer- | of published in America.— Virginia
ence book on histology that we know | Medical Semi-Monthly.
EDES (ROBERT T.). TEXT-BOOK OF THERAPEUTICS AND -

MATERIA MEDICA. In one 8vo. volume of 544 pages. Cloth, $3.50 ;
leather, $4.50.

EDIS (ARTHUR W.). DISEASES OF WOMEN. A Manual for
Students and Practitioners. In one handsome 8vo. volume of 576 pages,
with 148 engravings. Cloth, $3; leather, $4.
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EGBERT (SENECA). A MANUAL OF HYGIENE AND SANI-
TATION. In one 12mo. volume of 359 pages, with 63 illustrations.
Just ready. Cloth, Netf, $2.25.

It is written in plain language, | ligence. The writer has adapted it
and, while primarily designed for |to Ameriean conditions, and his
physicians, 1t ean be studied with  suggestions are, above all, practical.
profit by any one of ordinary intel- | —The New York Medical Jowrnal,

ELLIS (GEORGE VINER). DEMONSTRATIONS IN ANATOMY.
Eighth edition. Oectavo, 716 pages, with 249 engravings. Cloth,
$4.25 ; leather, $5.25.

EMMET (THOMAS ADDIS). THE PRINCIPLES AND PRAC-
TICE OF GYNECOLOGY. Third edition. Octavo, 880 pages, with
150 original engravings. Cloth, $5; leather, 6.

ERICHSEN (JOHN E.). THE SCIENCE AND ART OF SUR-
GERY. Eighth edition. In two large oetavo volumes containing
2316 pages, with 984 engravings. Cloth, $9; leather, $11.

ESSIG (CHARLES J.). PROSTHETIC DENTISTRY. See American
Text-Books of Dentistry, page 2.

EVANS (DAVID J.). A POCKET TEXT-BOOK OF OBSTETRICS.
in one handsome 12mo. volume of about 300 pages, with many illustra-
tions. Cloth, $1.50, net. Shortly. Lea’s Series of Pocket Text-books,
edited by BERN B. GALLAUDET, M. D. See page 18.

FARQUHARSON (ROBERT). A GUIDE TO THERAPEUTICS.
Fourth American from fourth English edition, revised by FRANK
WoopBURY, M.D. In one 12mo. volume of 581 pages. Cloth, $2.50.

FIELD (GEORGE P.). A MANUAL OF DISEASES OF THE
EAR. Fourth edition. In one octavo volume of 391 pages, with 73
engravings and 21 colored plates. Cloth, $3.75.

FLINT (AUSTIN). A TREATISE ON THE PRINCIPLES AND
PRACTICE OF MEDICINE. Seventh edition, thoroughly revised
by FREDERICK P. HENRY, M.D. In one large 8vo. volume of 1143
pages, with engravings. Cloth, $5.00; leather, $6.00.

. The work has well earned itslead- | The best of American text-books
ing place in medical literature.— on Practice.—dmer. Medico-Surgical
Medical Record. Bulletin.

A MANUAL OF AUSCULTATION AND PERCUSSION; of
the Physical Diagnosis of Diseases of the Lungs and Heart, and of
Thoracic Aneurism. Fifth edition, revised by James C. WiLson, M. D.
In one handsome 12mo. volume of 274 pages, with 12 engravings.
A PRACTICAL TREATISE ON THE DIAGNOSIS AND
TREATMENT OF DISEASES OF THE HEART. Second edition
enlarged. In one octavo volume of 550 pages. Cloth, $4.

A PRACTICAL TREATISE ON THE PHYSICAL EXPLO-
RATION OF THE CHEST, AND THE ‘DIAGNOSIS OF DIS-
EASES AFFECTING THE RESPIRATORY ORGANS. Second
and revised edition. In one octavo volume of 591 pages. Cloth, $4.50.

—— MEDICAL ESSAYS. In one 12mo. vol. of 210 pages. Cloth, $1.38.

——— ON PHTHISIS: ITS MORBID ANATOMY, ETIOLOGY, ETC.
A Series of Clinical Lectures. In one 8vo. volume of 442 pages.
Cloth, $3.50.
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AN

FOLSOM (C. F.).

Cloth, $1.50.

ABSTRACT OF
ON CUSTODY OF THE INSANE.
With Clouston on Mental Diseases (new edition, see

STATUTES OF U. 8.
In one 8vo. vol. of 108 pages.

page 6) $5.00, net, for the two works,
FORMULARY, POCKET, see page 32,

FOSTER MICHAEL).

leather, $5.50.

Ungquestionably the best book that
ean be placed in the student’s hands,
and as a work of reference for the
busy physician it can scarcely be
excelled.—The Phila. Polyclinic.

FOTHERGILL (J. MILNER).
BOOK OF TREATMENT.
volume of 664 pages.

FOWNES (GEORGE).

ISTRY (INORGANIC AND ORGANIC).

bodying WATTS' Physical and
12Zmo. volume of 1061
plate,

Third edition.
Cloth, $3.75; leather, $4.75.

A MANUAL OF ELEMENTARY CHEM-

{)agus,
Cloth, $2.75; leather, $3.25.

A TEXT-BOOK OF PHYSIOLOGY. New
(6th) and revised American from the sixth English edition.
large octavo volume of 923 pages, with 257 illustrations.

In one
Cloth, $4.50;

This single volume contains all
that will be necessary in a college
course, and all that the physician
will need as well.—Dominion Med.
Monthly.

THE PRACTITIONER’'S HAND-
In one handsome octavo

Twelfth edition. Em-
Inorganic Chemistry. In one royal
with 168 engravings, and 1 colored

FRANKLAND (E.) AND JAPP (F.R.). INORGANIC CHEMISTRY.
In one handsome octavo volume of 677 pages, with 51 engravings and

2 plates.
FULLER (EUGENE).

Cloth, $3.75; leather, $4.75.
DISORDERS OF

THE SEXUAL OR-

GANS IN THE MALE. In one very handsome octavo volume of
238 pages, with 25 engravings and 8 full-page plates. Cloth, $2.

Itis an interesting work, and one
which, in view of the large and
profitable amount of work done in
this field of late years, is timely and
well needed.—Medical Fortnightly.

tive and brings views

of sound
pathology and rational treatment to
‘many cases of eexual disturbance
whose treatment has been too often
fruitless for good. — Annals of

The book is valuable and instrue- | Surgery.
FULLER (HENRY). ON DISEASES OF THE LUNGS AND AIR

PASSAGES.

Their Pathology,

Physical Diagnosis, Symptoms and

Treatment. From second English edition. In one 8vo. volume of 475

pages. Cloth, $3.50.

. GALLAUDET (BEERN B.). A

POCKET TEXT-BOOK ON SUR-

GERY. Inone handsome 12mo. volume of about 400 pages, with many

illustrations, Nhortly,
BERN B. GALLAUDET, M. D,

Lea’s Series of Pocket Text-books, edited by
~ee page 18,

GANT (FREDERICK JAMES). THE STUDENT’S SURGERY. A
Multum in Parvo. In one square octavo volume of 845 pages, with
159 engravings, Cloth, $3.75.

GIBBES (HENEAGE). PRACTICAL PATHOLOGY AND MORBID
HISTOLOGY. Octavo, 314 pages, with 60 illustrations, Cloth, $2.75.

GIBNEY (V. P.). ORTHOPEDIC SURGERY. For the use of Practi-
tioners and Students. In one 8vo. vol. profusely illus. Preparing.
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GERRISH (FREDERIC H.). A TEXT-BOOK OF ANATOMY.
By American Authors. Edited by Frederie H. Gerrish, M. D. Inone
imp. octavo volume of 915 pages, with 950 illustrations in black and
colors. Just ready. Clth, $6.50; flexible waterproof, $7; leath., $7.50, net.

In this, the first representative treatise on Anatomy produeed in Ameriea,
no effort or expense has been spared to unite an authoritative text with the
most suceessful anatomieal pietures which have yet appeared in the world.

The editor has secured the co-operation of the professors of anatomy in
leading medical colleges, and with them has prepared a text conspicuous
for its simplicity, unity and judicious selection of such anatomical facts as
bear on physiology, surgery and internal medicine in the most compre-
hensive sense of those terms. The authors have endeavored to make a
book which shall stand in the place of a living teacher to the student, and
which shall be of actual serviee to the practitioner in his elinieal work,
emphasizing the most important subjeets, clarifying obsecurities, helping
most in the parts most difficult to learn, and illustrating everything by all

available methods.

GOULD (A. PEARCE).
vol., of 589 pages.

GRAY (HENRY).

SURGICAL DIAGNOSIS.
Cloth, $2. See Student’s Series of Manuals, p. 27.

ANATOMY, DESCRIPTIVE AND SURGICAL.

In one 12mo.

New and thoroughly revised American edition, mueh enlarged in text,
and in engravings in black and colors. In one imperial oetavo volume
of 1239 pages, with 772 large and elaborate engravings on wood. Price

of edition with illustrations in colors: cloth, $7; leather, §8.

Price

of edition with illustrations in black : cloth, $6 ; leather, $7.

This is the best single volume
upon Anatomy in the English
language.— University Medical Mag-
azine.

Giray’s Anatomy affords the student
more satisfaction than any other

treatise with which we are familiar,
— Buffulo Med. Journal.

The most largely used anatomical
text-book published in the English
language.—Annals of Surgery.

Particular stress is laid upon the

practical side of anatomical teach-

ing, and especially the Surgical
Anatomy.— Chicago Med. Recorder.

Holds first place in the esteem of
both teachers and students.—The
Brooklyn Medical Journal.

The foremost of all medical text-
books.—Medical Fortnightly.

Gray's Anatomy should be the
first work which a medical student
should purchase, nor should he be
without a copy tflmughﬂut his pro-
fessional career.— Pittsburg Medical
Review.

GRAY (LANDON CARTER). A TREATISE ON NERVOUS AND
MENTAL DISEASES. For Students and Practitioners of Medxmpe.
New (2d) edition. In one handsome octavo volume of 728 pages, with

172 engravings and 3 colored plates,

An up-to-date text-book upon
nervous and mental diseases com-
bined. A well-written, terse, ex-
plicit, and authoritative volume
treating of both subjects is a steg in
the direction of popular demand.—
The Chicago Clinical Review.

The descriptions of the various

Cloth, $4.75; leather, $5.75.

diseases are accurate and the symp-
toms and differential diagnosis are
set before the student in such a way
as to be readily comprehended. The
author’s long experience renders his
views on therapeuties of great value.
-—The Journal of Nervous and Men-
tal Disease.
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GREEN (T. HENRY). AN INTRODUCTION TO PATHOLOGY
AND MORBID ANATOMY. New (Sth) American from the eighth
London edition. In one handsome octavo volume of 582 pages, with
216 engravings and a colored plate. Cloth, $2.50, net. Just ready.

A work that is the text-book of | of the day—as much so almost as
robably four-fifths of all the stu- | Gray's Anatomy. It is fully up-to-
ents of pathology in the United | date in the record of fact, and so pro-
States am{) Great Britain stands in | fusely illustrated as to give to each
no need of commendation. The work | detail of text sufficient explanation.
precisely meets the needs and wishes | The work is an essential to the prae-
of the general practitioner.—The titioner—whetherassurgeon orphys-
American Practitioner and News. |ician. It is the best of up-to-date

Green’s Pathology is the text-book | text-books.— Virginia Med. Monthly.

GREENE (WILLIAM H.). A MANUAL OF MEDICAL CHEM-
ISTRY. For the Use of Students. Based upon BowMAN'S Medical
Chemistry. In one 12mo. vol. of 310 pages, with 74 illus. Cloth, $1.75.

GROSS (SAMUEL D.). A PRACTICAL TREATISE ON THE DIS-
EASES, INJURIES AND MALFORMATIONS OF THE URINARY
BLADDER, THE PROSTATE GLAND AND THE URETHRA.
Third edition. Oectavo, 574 pages, with 170 illustrations Cloth, $4.50.

GRINDON (JOSEPH). A POCKET TEXT-BOOK OF SKIN
DISEASES., In one handsome 12mo. volume of 350 pages, with
many illustrations. Shortly. Lea’s Series of Pocket Text-books, edited
by BERN B. GALLAUDET, M. D. See page 18.

HABERSHON (8. 0.). ON THE DISEASES OF THE ABDOMEN
Second American from the third English edition. In one octavo vol-
ume of 554 pages, with 11 engravings. Cloth, $3.50.

HALL (WINFIELD S.) TEXT-BOOK OF PHYSIOLOGY. Octavo
about 500 pages, richly illustrated. Jn press.

HAMILTON (ALLAN MCLANE). NERVOUS DISEASES, THEIR
DESCRIPTION AND TREATMENT. Second and revised edition.
In one octavo volume of 598 pages, with 72 engravings. Cloth, $4.

HARDAWAY (W.A.). MANUAL OF SKIN DISEASES. New (2d)
edition. In one 12mo. volume of 560 pages, with 40 illustrations and
2 plates. Cloth, $2.25, net. Just ready.

The best of all the small books to | day clinical experience. His great
recommend to students and praeti- strength is in diagnosis, deseriptions
tioners. Probably no one of our | of lesions and e&Feciﬂll}* in treat-
dermatologists hashad a wider every- | ment.—Indiana Medical Journal,

HARE (HOBART AMORY). PRACTICAL DIAGNOSIS. THE
USE OF SYMPTOMS IN THE DIAGNOSIS OF DISEASE. New
(4th) edition. In one octavo volume of 623 pages, with 205 engravings

and 14 full-page colored plates.

It is unique in many respects, and
the author has introduced radieal
changes which will be welcomed by
all. Anyone who reads this book
will become a more acute observer,
will pay more attention to the simple

yet indicative signs of disease, and |

Cloth, $5.00, net. Just ready.

he will beeome a better diagnosti-
cian. This is a companion to Prac-
tical Therapeutics, by the same
author, and 1t is difficult to conceive
of any two works of greater practical
utility.—Medical Review.
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HARE (HOBART AMORY). A TEXT-BOOK OF PRACTICAL
THERAPEUTICS, with Special Reference to the Application of Reme-
dial Measures to Disease and their Employment upon a Rational
Basis. With articles on various subjects by well-known specialists,
New (7th) and revised edition. In one octavo volume of 776 pages.

Cloth, $3.75, net ; leather, $4.50, net.

Its classifications are inimitable, | it can be readily used in connection
and the readiness with which any- | with Hare’s Practical Diagnosis.
thing can be found is the most won- | For the needs of the student and
derful achievement of the art of in- general practitioner it has no equal,
dexing. This edition takes in all | —Medical Sentinel.
the latest discovered remedies.— | The bestplanned therapeutic work
The St. Lowis Clinique, of the century.—American Prac-

The great value of the work lies |titioner and News.
in the fact that precise indications | It is a book precisely adapted to
for administration are given. A |the needs of the busy J)mctitiﬂner,

ecomplete index of diseagses and | who ean rely upon finding exaectly

remedies makes it an easy reference | what he needs.—The National Med-
work. It has been arranged so that | ical Review.

HARE (HOBART AMORY) ON THE MEDICAL COMPLICA-
TIONS AND SEQUELE OF TYPHOID FEVER. Octavo, 276
pages, 21 engravings and two full-page plates. Just ready. Cloth,
52,40, net.

A very valuable production. One | read with great profit.— Cleveland

of the very best products of Dr. | Journal of Medicine.
Hare and one that every man can

HARE (HOBART AMORY, EDITOR). A SYSTEM OF PRAC-
TICAL THERAPEUTICS. In a series of contributions by eminent
practitioners. In four large octavo volumes eomprising about 4500
pages,with about 550 engravings. Vol. IV., just ready. For sale by sub-
seription only. Iull prospectus free on application to the Publishers.
Regular price, Vol. IV., cloth, $6; leather, $7; half Russia, $8.
Price Vol. IV. to former or new subscribers to complete work, eloth,
$5 ; leather, $6 ; half Russia, 7. Complete work, cloth, $20; leather,
$24 ; half Russia, $28.

The great value of Hare's System of Practical Therapeutics has led to a
widespread demand for a new volume to represent advances in treatment
made sinee the publication of the first three, More than fulfilling this
request the Editor has secured contributions from practically a new corps
of equally eminent authors, so that entirely fresh and original matter is
ensured. The plan of the work, which proved so successful, has been fol-
lowed in this new volume, which will be found to present the latest devel-
opments and applieations of this most practical branch of the medical art.
The entire System is an unrivalled encyclopzdia on the practical parts of
medicine, and merits the great success it has won for that reason.
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HARTSHORNE (HENRY). ESSENTIALS OF THE PRINCIPLES
AND PRACTICE OF MEDICINE. Fifth edition. In one 12mo,
volume, 669 pages, with 144 engravings, Cloth, $2.75.

A HANDBOOK OF ANATOMY AND PHYSIOLOGY. In one

12mo. volume of 310 pages, with 220 engravings. Cloth, $1.75.
——— A CONSPECTUS OF THE MEDICAL SCIENCES. Comprising

Manuals of Anatomy, Physiology, Chemistry, Materia Medica,

Prae-

tice of Medicine, Surgery and Obstetries. Second edition. In one royal

12mo. vol. of 1028 pages, with 477 illus.

Cloth, $4.25; leather, $5.

HAYDEN (JAMES R.). A MANUAL OF VENEREAL DISEASES,

New (2d) edition.
gravings. Cloth, $1.50, net.

It is practical, concise, definite
and of sufficient fulness to be satis-
factory.—Chicago Clinical Review.

This work gives all of the prac-
tically essential information about
the three venereal diseases, gon-
orrheea, the chancroid and syphilis.
In diagnosis and treatment it 1s par-

HAYEM (GEORGES) AND HARE (H. A.).

| ticularly

In one 12mo. volume of 304 pages, with 54 en-
Just ready.

thorough, and may be
relied upon as a guide in the man-
agemenf of this class of diseases.—
Northwestern Lancet.

It is well written, up to date, and
will be fonnd very useful.—Inter-
national Medical Magazine.

PHYSICAL AND

NATURAL THERAPEUTICS. The Remedial Use of Heat, Elee-
tricity, Modifications of Atmospheric Pressure, Climates and Mineral

‘Waters.

This well-timed up-to-date volume
is particularly adapted to the re-
quirements of the general praeti-
tioner. The section on mineral
waters is most scientific and prac-
tical. Some 200 pages are given up
to electricity and evidently embody
the latest scientific information on
the subjeet. Altogether this work

is the clearest and most practical aid |

to the study of nature’s therapeutics
that has vet come under our obser-
vation.— The Medical Fortnightly.

For many diseases the most potent
remedies lie outside of the materia
mediea, a fact yearly receiving wider

HERMAN (G. ERNEST).

Edited by Prof. H. A. HARE, M. D.
of 414 pages,with 113 engravings.

FIRST LINES IN MIDWIFERY.

In one octavo volume

Cloth, $3.
recognition.  Within this large
range of applicability, physical

agencies when compared with dru
are more direct and simple in their
results. Medical literature has lon
been rich in treatises upon medica
agents, but an authoritative work
upon the other great branch of
therapeutics has until now been a
desideratum, The seetion on elimate,
rewritten by Prof. Hare, will, for
the first time, place the abundant
resources of our country at the in-
telligent command of Ameriean
practitioners. — The Kansas Chity
Medical Tndex.,

In

one 12mo. vol. of 198 pages, with 80 engravings. Cloth, $1.25. See
Student’s Series of Manuals, page 27,

HERMANN (L.). EXPERIMENTAL PHARMACOLOGY. A Hand-
book of the Methods for Determining the Physiologieal Actions of

Drugs.

Translated by RopErT MEADE SMITH, M.D. In one 12mo.

volume of 199 pages, with 32 engravings. Cloth, $1.50.
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HERRICK (JAMES B.). A HANDBOOK OF DIAGNOSIS. In
one handsome 12Zmo. volume of 429 pages, with 80 engravings and 2
colored plates. Cloth, $2.50.

Excellently arranged, practical, microscopical examination to be em-
coneise, up-to-date, and eminently ployed in each class. The technique
well fitted for the use of the prac-  of blood examination,ineluding color

titioner as well as of the student.— | analysis, is very eclearly stated.
Chicago Med. Recorder. | Uranalysis receives adequate space

This volume accomplishes its ob- and care.—New York Med. Journal.
jects more thoromghly and com-| We eommend the book not only to

pletely than any similar work yet the undergraduate, but also to the
ublished. Each section devoted to ' physician who desiresa ready means
Hiseases of special systems is pre- of refreshing his knowledge of diag-
ceded with an exposition:of the | nosisin the exigencies of professional
methods of physical, chemical and  life.—Memphis Medizal Monthly.

HILL (BERKELEY). SYPHILIS AND LOCAL CONTAGIOUS
DISORDERS. In one 8vo. volume of 479 pages. Cloth, $3.25.

HILLIER (THOMAS). A HANDBOOK OF SKIN DISEASES.
Second edition. In one royal 12mo. volume of 353 pages, with two
plates. Cloth, $2.25.

HIRST (BARTON C.) AND PIERSOL (GEORGE A.). HUMAN
MONSTROSITIES. Magnificent folio, containing 220 pages of text
and illustrated with 123 engravings and 36 large photographic plates
from nature. In four parts, price each, $5. Limited edition. For sale
by subscription only.

HOBLYN (RICHARD D.). A DICTIONARY OF THE TERMS
USED IN MEDICINE AND THE COLLATERAL SCIENCES.

In one 12mo. volume of 520 double-columned pages. Cloth, $1.50;
leather, $2.

HODGE (HUGH L.). ON DISEASES PECULIAR TO WOMEN
INCLUDING DISPLACEMENTS OF THE UTERUS. Second and
revised edition. In one 8vo. vol. of 519 pp., with illus. Cloth, $4.50.

HOFFMANN (FREDERICK) AND POWER (FREDERICK B.).
A MANUAL OF CHEMICAL ANALYSIS, as Applied to the
Examination of Medicinal Chemiecals and their Preparations. Third
edition, entirely rewritten and much enlarged. In one handsome octavo
volume of 621 pages, with 179 engravings. Cloth, $4.25.

HOLMES (TIMOTHY). A TREATISE ON SURGERY. Its Prin-
eiples and Practice. A new American from the fifth English edition.
Edited by T. PIcKERING Pick, F.R.C.8. In one handsome octavo vol-
ume of 1008 pages, with 428 engravings. Cloth, $6; leather, $7.

—— A SYSTEM OF SURGERY. With notes and additions by various
American authors. Edited by Joun H. PAckKArD, M. D. In three
?qr{ handsome 8vo. volumes containing 3137 double-columned pages,
with 979 engravings and 13 lithographie plates. Per volume, clot ,%6
leather, $7 ; half Russia, $7.50. For sale by subscription only.

*
r
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HORNER (WILLIAM E.). SPECIAL ANATOMY AND HIS-
TOLOGY. Eighth edition, revised and modified. In two large 8vo.
volumes of 1007 pages, containing 320 engravings. Cloth, $6.

HUDSON (A.). LECTURES ON THE STUDY OF FEVER. In one
octavo volume of 308 pages. Cloth, $2.50.

HUTCHISON (ROBERT) AND RAINY (HARRY). CLINICAL
METHODS. A GUIDE TO THE PRACTICAL STUDY OF
MEDICINE. In one 12mo. volume of 562 pages, with 137 engrav-
ings and 8 colored plates. Cloth, $3.00.

A comprehensive, clear and re- | medical knowledge which receive
markably up-to-date guide to clinieal | recognition, we mention Widal’s
diagnosis,  The illustrations are test for typhoid and the Neuron
plentiful and excellent. As exam- | theory of the nervous system.—
ples of the more recent additions to | Moentreal Medical Journal.

HUTCHINSON (JONATHAN). SYPHILIS. In one pocket-size 12mo.
volume of 542 pages, with 8 chromo-lithographie plates. Cloth, $2.25.
See Series of Clinical Manuals, p. 25.

HYDE (JAMES NEVINS). A PRACTICAL TREATISE ON DIS-
EASES OF THE SKIN, New (4th) edition, thoroughly revised.
In one octavo volume of 815 pages, with 110 engravings and 12 full-
page plates, 4 of which are colored. Cloth, $5.25; leather, $6.25.

This edition has been carefully re- as practical. —The American Jour-
vised, and every real advance has mnal of the Medical Sciences.
been recognized. The work answers| It is the best ome-volume work
the needsof the general practitioner, that we know. The student who
the specialist, and the student.—Z%he gets this book will find it a useful
Ohio Med. Jour. investment, as it will well serve him

A treatise of exceptional zllerit;Whm he goes into practice.—Far-

characterized by conscientious eare 9''\'¢ Medical Semi-Monthly.

Sl s A full and thoroughly modern
i?;}_!_ ?FJE?::&E aceuracy. — Bugfalo ! text-book on dermatology. — The

| Pittsburg Medical Review.

A complete exposition of our| It is the most practical hand-
knowledge of eutaneous medicine as book on dermatology with which we
it exists to-day. The teaching in- are aequainted.—ZThe Chicago Med-
culcated throughout is sound as well ' ical Recorder.

JACKSON (GEORGE THOMAS). THE READY-REFERENCE
HANDBOOK OF DISEASES OF THE SKIN. New (3d) edition.
In one 12mo. volume of 637 pages, with 75 illustrations and a colored
plate. Just ready. Cloth, $2.50, net.

As a student’s manual, it may be| Without doubt forms one of the
considered beyond eriticism. The best guides for the beginner in der-
book is singularly full. —St. Lowis matology that is to be found in the
Medical and Sergical Jovrnal, | English language.—Medicine.

JAMIESON (W. ALLAN). DISEASES OF THE SKIN. Thid

edition. In one oetavo volume of 656 pages, with 1 engraving and 9
double-page echromo-lithographiec plates. Cloth, $6.
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JEWETT (CHARLES). ESSENTIALS OF OBSTETRICS. In one
12mo, volume of 356 pages, with 80 engravings and 3 colored plates.
Cloth, $2.25. Just ready.

An exceedingly useful mannal for | ing it in attractive and easi]f: tangi-
student and practitioner. The au- ble form. The book is well illus-
thor has succeeded unusually well | trated thronghout.—Nashville Jowr,
in condensing the text and in arrang- | of Medicine and Surgery.

THE PRACTICE OF OBSTETRICS. By American Authors.
One large octavo volume of 763 pages, with 441 engravings in black
and colors, and 22 full-page colored plates. Just ready. Cloth,
£5.00, net ; leather, $6.00, net.

A clear and practical treatiseupon | the book abounds. The work is
obstetries by well-known teachers of | sure to be popular with medieal
the subject. A special feature of students, as well as being of extreme
this work would seem to be the value to the practitioner. — The
excellent illustrations with which | Medical Age.

JONES (C. HANDFIELD). CLINICAL OBSERVATIONS ON
FUNCTIONAL NERVOUS DISORDERS. Second American edi-
tion. In one octavo volume of 340 pages. Cloth, $3.25.

JULER (HENRY). A HANDBOOK OF OPHTHALMIC SCIENCE
AND PRACTICE. Second edition. In one octavo volume of 549
ages, with 201 engravings, 17 chromo-lithographie plates, test-types of
Jaeger and Snellen, and Holmgren’s Color-Blindness Test. Cloth,
$5.50; leather, $6.50.

The volume is particularly rich in | color blindness, ete. The sections
matter of practical value, such as devoted to treatment are singularly
directions for diagnosing, use of full and concise.—Medical Age.
instruments, testing for glasses, for |

KING (A.F.A.). A MANUAL OF OBSTETRICS. Seventh edition.
In one 12mo. volume of 573 pages, with 223 illustrations. Cloth,
$2.50.

From first to finish it is thoroughly | eyelopedias.  The well-arranged
practieal, coneise in expression, well index renders the book useful to
illustrated, and ineludes a statement | the practitioner who is in haste to
of nearly every fact of importance refresh his memory. — Virginiu
diseussed in obstetric treatises or | Medical Semi-Monthly.

KIRK (EDWARD C.). OPERATIVE DENTISTRY. Handsome
octavo of 700 pages, with 751 illustrations. Just ready. See American
Text-Books of Dentistry, page 2.

We have only the highest praise | tempted. We can heartily recom-
for this valuable work. It is replete | mend it to the profession.—The
in every particular, and surpasses Olio Dental Jowrnal,
anything of the kind heretofore at- |

KLEIN (E.). ELEMENTS OF HISTOLOGY. New (5th) edition. In
one 12mo. volume of 506 pages, with 206 engravings. Just ready.
Cloth, $2.00, net. See Student’s Series of Manuals, page 27.

It is the most complete and con- | This work deservedly occupies a
cise work of the kind that has yet | first place as a text-book on his-
emanated from the press.—The Med- | tology.— Cunadian Practitioner.
ical Aqge,
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LANDIS (HENRY G.). THE MANAGEMENT OF LABOR. In one
handsome 12mo. volume of 329 pages, with 28 illus. Cloth, $1.75.

LA ROCHE (R.). YELLOW FEVER. In two 8vo. volumes of 1468
pages. Cloth, §7.

LAURENCE (J.Z.) AND MOON (ROBERT C.). A HANDY-
BOOK OF OPHTHALMIC SURGERY. Second edition. In one
octavo volume of 227 pages, with 66 engravings. Cloth, $2.75.

LEA’'S SERIES OF POCKET TEXT-BOOKS, edited by BERN
B. GALLAUDET, M. D. Covering the entire field of Medicine in a
series of 16 very handsome cloth-bound 12mo. volumes of 350-450
pages each, profusely illustrated. Compendious, elear, trustworthy and
modern. The following volumes constitute the series,

CoATes' Bacteriology and Hygiene. BROCKWAY'S Anﬂtnm}'. COLLINS
and RocKWELL’s Physiology. MARTIN and ROCKWELL’S Chemistry
and Physics. NicHors and VarLg's Histology and Pathology.
SCHLEIF'S Materia Medica, Therapeutics, Medica Latin, ete. MALS-
BARY'S Practice of Medicine. COLLINS’ Diagnosis. PoTTs’ Nervous
and Mental Diseases. GALLAUDET'S ?urgen LikEs’ Genito-
Urinary and Venereal Diseases. GRINDON’S Dermatology, BALLEN-
GER and WIPPERN'S Diseases of the Eyve, Ear, Throat and Nose.
Evaxs’ Obstetrics. CROCKETT'S Gynecology. TUeTTLE’S Diseases of
Children.

For separate notices see under various authors’ names,

LEA (HENRY C.). A HISTORY OF AURICULAR CONFESSION
AND INDULGENCES IN THE LATIN CHURCH. In three
octavo volumes of about 500 pages each. Per volume, cloth, $3.00.

CHAPTERS FROM THE RELIGIOUS HISTORY OF SPAIN;
CENSORSHIP OF THE PRESS; MYSTICS AND ILLUMINATI-
THE ENDEMONIADAS; EL SANTO NINO DE LA GUARDIA;
BRIANDA DE BARDAXI. 12mo., 522 pages. Cloth, $2.50.

FORMULARY OF THE PAPAL PENITENTIARY. In one
octavo volume of 221 pages, with frontispiece, Cloth, $2.50.

—— SUPERSTITION AND FORCE; ESSAYS ON THE WAGER
OF LAW, THE WAGER OF BATTLE THE ORDEAL AND
TORTURE. Fourth edition, t]mmughl{ revised. In one hand-
some royal 12mo. volume of 629 pages. oth, $2.75.

STUDIES IN CHURCH HISTORY. The Rise of the Temporal
Power—Benefit of Clergy—Excommunication. New edition. In one

handsome 12mo. volume of 605 pages. Cloth, $2.50.

AN HISTORICAL SKETCH OF SACERDOTAL CELIBACY
IN THE CHRISTIAN CHURCH. Second edition. In one hand-
some octavo volume of 685 pages. Cloth, $4.50.

LEHMANN (C.G.). A MANUAL OF CHEMICAL PHYSIOLOGY.
In one 8vo. volume of 327 pages, with 41 engravings. Cloth, $2.25.
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LIKES (SYLVAN H.). A POCKET TEXT-BOOK OF GENITO-
URINARY AND VENEREAL DISEASES. In one handsome
12mo. volume of about 350 pages, with many illustrations. Shartiy.
Lea’s Series of Poclet Text-books, edited by BERN B. GALLAUDET,
M. D. See page 18,

AND THOMPSON (W. GILMAN,
EDITORS). A SYSTEM OF PRACTICAL MEDICINE. In
Contributions by Various American Authors. In four very hand-
some octavo volumes of about 900 pages each, fully illustrated in
in black and colors. Complete work now ready. Per volume, cloth,
$5; leather, $6; half Moroceo, $7. For sale by subscription only.
Full prospectus free on application to the Publishers. See American
System of Praetical Medicine, page 2.

LOOMIS (ALFRED L.)

LUFF (ARTHUR P.). MANUAL OF CHEMISTRY, for the use of
Students of Medicine. In one 12mo. volume of 522 pages, with 36
engravings. Cloth, $2. See Student’s Series of Manuals, page 27.

LYMAN (HENRY M.). THE PRACTICE OF MEDICINE. In one
very handsome octavo volume of 925 pages, with 170 engravings.
Cloth, $4.75; leather, $5.75.

Complete, concize, fully abreast of Practical, systematic, complete and
the times and needed by all students well balanced.—Chicago Med. Re-

and practitioners.— Univ. Med. Mag. | corder.
Anexceedingly valuable text-book. '

A TREATISE ON FEVER. In one octavo
Cloth, $2.25.

LYONS (ROBERT D.).
volume of 362 pages.

MACKENZIE (JOHN NOLAND). ON THE NOSE AND THROAT.
Handsome octavo, about 600 pages, richly illustrated. Preparing.

MAISCH (JOHN M.), A MANUAL OF ORGANIC MATERIA
MEDICA. New (7th) edition, thoroughly revised by H. C.C. MAISCH,
Ph. G., Ph. D. Inone very handsome 12mo. volume of 512 pages, with
285 engravings. Just ready. Cloth, $2.50, net,

Used as text-book in every college
of J)harmaejr in the United States
and recommended in medical col-
leces.—American Therapist.

Noted on hoth sides of the Atlantie
and esteemed as much in Germany as

in Ameriea. The work has no equal.
— Dominion Med. Monthly.

The best handbook upon phar-
macognosy of any published in this
country.—Boston Med. & Sur. Jonr.
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MALSBARY (GEORGE E.. A POCKET TEXT-BOOK OF
THEORY AND PRACTICE OF MEDICINE. In one handsome
12mo. volume of about 350 pages. Shortly. Lea’s Series of Pocket
Text-books, edited by BERN B. GALLAUDET, M. D. See page 18.

MANUALS. BSee Student’s Quiz Series, page 27, Student’s Series of
Manuals, page 27, and Series of Clinical Manuals, page 25.

MARSH (HOWARD). DISEASES OF THE JOINTS. In one 12mo.
volume of 468 pages, with 64 engravings and a colored plate. Cloth, $2.
See Series of Clinical Manuals, page 25.

MARTIN (EDWARD). A MANUAL OF SURGICAL DIAGNOSIS.
In one 12mo. velume of about 400 pp., fully illustrated. Preparing.

MARTIN 1‘“"ALTONj AND ROCKWELL (WM. H,). A POCKET
TEXT-BOOK OF CHEMISTRY AND PHYSICS. In one hand-
some 12mo. volume of about 350 pages, with many illustrations.
Shortly. Lea's Neries of Pocket Text-books, edited by BERN B.
GALLAUDET, M. D. See page 18.

MAY (C. H.). MANUAL OF THE DISEASES OF WOMEN. For
the use of Students and Practitioners. Second edition, revised by L.
S. Rau, M. D. In one 12mo. volume of 360 pages, with 31 engrav-
ings, Cloth, $1.75.

MEDICAL NEWS POCKET FORMULARY, see page 32.

MITCHELL (S. WEIR). CLINICAL LESSONS ON NERVOUS
DISEASES. In one 12mo. volume of 209 , With 19 engravings
and 2 colored plates. Cloth, $2.50. Of the mndrﬂl numbered copies
with the Author’s signed title page a few remain; these are offered
in green cloth, gilt top, at $3.50, net.

The book treats of hysteria, recur- | contractions, rotary movements in
rent melancholia, disorders. of sleep, | the feeble mlnded etc. Few ecan
choreie m:wLants false sensations speak with more authnnty than the

of cold, ataxia, hE]'n]]'.ile_{l{! pain,
trLatment of sentlm ervthromelal- |
gia, reflex ﬂcuhrueumals, hysterie |

MITCHELL (JOHN K.
JURIES OF NERVES

author.— The Journal of the Ameri-
can Medical Association.

REMOTE CONSEQUENCES OF IN-
AND THEIR TREATMENT.

In one

handsome 12mo. volume of 239 pages,with 12 illustrations. Cloth, $1.75.

Injuries of the nerves are of fre-
quent oceurrence in private practice,
and often the cause of intractable
and painful conditions, conse-
quently this volume is of especial
interest, Doector Mitchell has had |

MORRIS (MALCOLM).

edition.

MULLER (J.).

In one 12mo. volume of 601 pages
graphic plates and 26 engravings.

PRINCIPLES OF PHYSICS AND METEOROL-

access to hospital records for the last
thirty years, as well as to the
covernment documents, and has
skilfully utilized his uppurhlmtieu
—The Med, Age.

DISEASES OF THE SKIN. New (2d)
with 10 echromo-litho-
Cloth, é;3‘3'5 net, Just ready.

OGY. In one large 8vo. vol. of 623 pages, with 538 cuts. Cloth, $4.50.
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MUSSER (JOHN H.). A PRACTICAL TREATISE ON MEDICAL
DIAGNOSIS, for Students and Physicians. New (3d) edition, thor-
oughly revised. In one octavo volume of about 1000 pages, with about
220 engravings and 48 full-page colored plates. [fn press.

Notices of previous edition are appended.

We have no work of equal value
in English. — University Medical
Magazine. !

His descriptions of the diagnostic
manifestations of diseases are accu-
rate, This work will meet all the
requirements of student and physi-
cian.— The Medical News.

From its pages may be made the
diagnosis of every malady that
afflicts the human body, .including
those which in general are dealt
with only by the speecialist.—Noréh-
western Lancet.

NATIONAL DISPENSATORY.

It so thoroughly meets the precise
demands incident to modern research
that it has been adopted as a leading
text-book by the medical colleges
of this country.—North American

| Practitioner.

Occupies the foremost place as a
thorough, systematic treatise.— Ohio
Medicatl Jowrnal.

The best of its kind, invaluable to
the student, general practitioner and

teacher.— Wontreal Medical JJournal.

See Stillé, Maisch & Caspari, p. 27.

NATIONAL FORMULARY. See Stillé¢, Maisch & Caspari’s National

Dispensatory, page 27.

NATIONAL MEDICAL DICTIONARY. See Billings, page 4.

NETTLESHIP (E.). DISEASES OF THE EYE. New (5th) American

from sixth English edition, thoroughly revised.

of 521

By far the beststudent’s text-book
on the subject of ophthalmology and
is conveniently and conecisely ar-
ranged.—The Clindical Review.

It has been conceded by ophthal-
mologists generally that this work
for compactness, practicality and
clearness has no superior in the

NICHOLS (JOHN B.) AND VALE (F. P.).
BOOK OF HISTOLOGY AND PATHOLOGY.

In one 12mo. volume

pages, with 161 engravings, and 2 colored plates, test-types,
formulse and color-blindness test,

Cloth, $2.25. Just ready.

English language. — Journal of
Medicine and Science.

The present edition is the result
of revision both in England and
America, and therefore contains the
latest and best ophthalmological
ideas of both continents.—The Phy-
sician and Surgeon.

A POCKET TEXT-
In one handsome

12mo. volume of about 350 pages, with many illustrations. In press.
Lea’s Series of Pocket Text-books, edited by BERN B. GALLAUDET,

M. D. See page 18.

NORRIS (WM. F.) AND OLIVER (CHAS. A.). TEXT-BOOK OF

OPHTHALMOLOGY.
engravings and 5 colored plates.

A safe and admirable guide, well
nalified to furpish a working
nowledge of ophthalmology. —
Johns Hopkins Hospital Bullelin.,
It is practical in its teachings.
We unreservedly endorse it as the

In one octavo volume of 641 pages, with 357

Cloth, $5; leather, $6.

best, the safest and the most ecompre-
hensive volume upon the subject that
has ever been offered to the Amer-
ican medical public.—dnnals of
Ophthalmology and Otology.
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OWEN (EDMUND,).

SURGICAL DISEASES OF

CHILDREN.

In one 12mo. volume of 525 pages, with 85 engravings and 4 colored

plates. Cloth, $2.

PARK (ROSWELL).

See Series of Clinical Manuals, page 25.

A TREATISE ON SURGERY BY AMERI-
CAN AUTHORS. New and condensed edition.

Just ready. In one

royal octavo volume of about 1250 pages, with about 600 engravings

and 37 full- age lates.

Cloth, $6.00, wnet; leather, $7.00, net,

Je=This work is also published in a larger edition, comprising two
volumes. Volume 1., General Surgery, 799 pages, with 356 Engmvin%s
II.,

and 21 full-page plates, in colors and monochrome.
Special Swrgery, 800 pages, with 430 engravin
plates, in colors and monochrome.

$5.50, net.

The work is fresh, elear and practi-
cal, covering the ground thoroughly
yet briefly, and well arranged for
rapid reference, so that it will be of
special value to the student and busy

ractitioner. The pathology is

road, clear and scientifie, while the
suggestions upon treatment are
clear-cut, thoroughly modern and
admirably resourceful. —Johns Hop-
king Hospital Bulletin,

The latest and best work written
upon the seience and art of surgery.
Columbus Medical Journal, :

The illustrations are almost en-
tirely new and executed in such a

PARK (WILLIAM H.).
SURGERY.

PARRY (JOHN 8S.).

EXTRA-UTERINE PREGNANCY,

Volume
and 17 full-page
Per volume, cloth, $4.50 ; leather,

way that they add great force to the
text.—The Chicago Medical Re-
corder. .

The wvarious writers have em-
bodied the teachings accepted at
the present hour.— The North Amer-
ican Practitioner.

Both for the student and praecti-
tioner it is most wvaluable. It is
thoroughly practical and yet thor-
oughly scientifiec.—Medical News.

A truly modern surgery, not only
in pathology, but also in sound
surgical therapeutics. — New Or-
leans Med. and Surgical Jowrnal.

BACTERIOLOGY IN MEDICINE AND
12mo., about 550 pages, fully illustrated. JIn press.

ITS

CLINICAL HISTORY, DIAGNOSIS, PROGNOSIS AND TREAT-

MENT.

PARVIN (THEOPHILUS).
STETRICS. Third edition,
677 pages, with 267 engravings
leather, $5.25.

In the foremost rank among the
most practical and scientific medical
works of the day.—Medical News.

Ii +rm|ka gecond to none in the
English language.—Annals of Gyne-
cology and Pedratry.

The book is complete in every de-

partment, and contains all the neces-
sary detail required by the modern

In one octavo volume of 272 pages. Cloth, $2.50.

THE SCIENCE AND ART OF OB-
In one handsome octavo volume of

and 2 colored plates. Cloth, $4.25;

practising obstetrician, — Interna-
tional Medical Magazine.

Parvin’s work is practieal, con-
cise and comprehensive. We com-
mend it as first of its class in the
English language.—Medical Fort-
nightly.

t 18 an admirable text-book in
every sense of the word.— Nashville

Journal of Medicine and Surgery.
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PEPPER'S SYSTEM OF MEDICINE. See page 3.

PEPPER (A.J.). FORENSIC MEDICINE. In press. See Student's
Series of Munuals, page 27.

SURGICAL PATHOLOGY. In one 12mo. volume of 511 pages,
with 81 engravings, Cloth, $2. See Student’s Series of Manuals, p. 27.

PICK (T. PICKERING). FRACTURES AND DISLOCATIONS.
In one 12mo. volume of 530 pages, with 93 engravings., Cloth, $2.
See Series of Clinical Manuwals, page 25.

PLAYFAIR (W. 8.). A TREATISE ON THE SCIENCE AND
PRACTICE OF MIDWIFERY. Seventh American from the ninth
English edition. In one octavo volume of 700 pages, with 207
engravings and 7 plates. Cloth, $3.75 net; leather, $4.75, net. Just
readiy.

In the numerous editions which obstetrician. It holds a place among
have appeared it has been kept con- | the ablest English-speaking authori-

gtantly in the foremost rank. It is|ties on the obstetric art.—Buffalo
a work which can be conscientiously | Medical and Surgical Jowrnal.,

recommended to the profession.—| An epitome of the science and
The Albany Medical Annals. !Eractice of midwifery, which em-
This work must oceupy a fore- | bodies all recent advances. — The

most place in obstetric medicine as
a safe guide to both student and |

THE SYSTEMATIC TREATMENT OF NERVE PROSTRA-
TION AND HYSTERIA. In one 12Zmo. volume of 97 pages.
Cloth, $1.

POCKET FORMULARY, see page 32,
POCKET TEXT-BOOKS, see page 18,

POLITZER (ADAM). ATEXT-BOOK OF THE DISEASES OF THE
EAR AND ADJACENT ORGANS. BSecond American from the
third German edition. Translated by OscaAr Dopp, M. D., and
edited by Ste Wirriam DaLpy, F. R.C.8. In one octavo volume of
748 pages, with 330 original engravings. Cloth, $5.50.

The anatomy and physiology of  ment are clear and reliable. We
each part of the organ of hearing  ean confidently recommend it, for it
are carefully considered, and then  contains all tbat is known upon the
follows an enumeration of the dis- | subject.—ZLondon Lancet.
eases to which that special part of| A safe and elaborate guide into
the auditory apparatus is especially  every part of otology.—American
liable. The indications for treat- | Jouwrnal of the Medical Sciences.

POTTS (CHARLES S.). A POCKET TEXT-BOOK OF NERVOUS
AND MENTAL DISEASES. In one handsome 12Zmo. volume of
about 450 pages. Shortly. Lea’s Series of Pocket Text-books, edited by
BERN B. GALLAUDET, M. D. BSee page 18.

PROGRESSIVE MEDICINE, see page 32.

PURDY (CHARLES W.). BRIGHT'S DISEASE AND ALLIED
AFFECTIONS OF THE KIDNEY. In one octavo volume of 288
pages, with 18 engravings. Cloth, $2.

Medical Fortnightly.
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PYE-SMITH (PHILIP H.).

DISEASES OF THE SKIN.

In one

12mo. vol, of 407 pp., with 28 illus., 18 of which are colored. Cloth, $2.

QUIZ SERIES.
RALFE (CHARLES H.).

See Student’s Quiz Series, page 27.
CLINICAL CHEMISTRY.

In one

12mo. volume of 314 pages, with 16 engravings. Cloth, $1.50. See
Student’s Series of Manuals, page 27, .

RAMSBOTHAM (FRANCIS H.). THE PRINCIPLES AND PRAC-
TICE OF OBSTETRIC MEDICINE AND SURGERY. In one
imperial oetavo volume of 640 pages, with 64 plates and numerous

engravings in the text.

Strongly bound in leather, $7.

REICHERT (EDWARD T.). A TEXT-BOOK ON PHYSIOLOGY.
In one handsome octavo volume of about 800 pages, richly illustrated.

Preparing.
REMSEN (IRA).

THE PRINCIPLES OF THEORETICAL CHEM-

ISTRY. New (5th) edition, thoroughly revised. In one 12mo. vol-

ume of 326 pages. Cloth, $2.

A clear and concise explanation
of a difficult subject. We cordially
recommend it.—T'he London Lancet.

The book is equally adapted to the
student of chemistry or the praeti-
tioner who desires to broaden his
theoretical knowledge of chemistry.
—New Orleans Med. and Surg. Jour.

The appearance of a fifth edition

of this treatise isin itself a guarantee |

RICHARDSON (BENJAMIN WARD).
In one octavo volume of 729 pages.

CINE.
ROBERTS (JOHN B.).

that the work has met with general
favor. This is further established
by the fact that it has been trans-
lated into German and Italian. The

 treatise is especially adapted to the

laboratory student. It ranks unusu-
ally high among the works of this

' elass. This edition has been brought

fully up to the times.—American
Medico-Surgical Bulletin.

PREVENTIVE MEDI-
Cloth, 84 ; leather, $5.

THE PRINCIPLES AND PRACTICE OF
MODERN SURGERY. New (2d) edition.

In one octavo volume of

about 800 pages, with about 500 engravings. Shortly.

THE COMPEND OF ANATOMY. For use in the Dissectin

Room and in preparing for Examinations, In one 16mo. volume o

196 pages.
ROBERTS (SIR WILLIAM).

Limp eloth, 75 cents.

A PRACTICAL TREATISE ON

URINARY AND RENAL DISEASES, INCLUDING URINARY

DEPOSITS. Fourth American from the fourth London edition.
one very handsome 8vo. vol. of 609 pp., with 81 illus.

ROBERTSON (J. MCGREGOR,).

In
Cloth, $3.50.

PHYSIOLOGICAL PHYSICS.

In one 12mo. volume of 537 pages, with 219 engravings. Cloth, $2.
See Student’s Series of Manuals, page 27.

ROSS (JAMES).

A HANDBOOK OF THE DISEASES OF THE

NERVOURS SYSTEM. In one handsome octavo volume of 726 pages,

with 184 engravings.

Cloth, $4.50 ; leather, $5.50.

SAVAGE (GEORGE H.). INSANITY AND ALLIED NEUROBSES,
PRACTICAL AND CLINICAL. In one 1Zmo. volume of 551

with 18_typical engravings. Cloth, $2. See Series of Clinéoal M.

uals, page 25.
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SCHAFER (EDWARD A.. THE ESSENTIALS OF HISTOL-
OGY, DESCRIPTIVE AND PRACTICAL. For the use of Students.
New (5th) edition. In one handsome octavo volume of 359 pages,
with 392 illustrations. Cloth, $3.00, net.  Just ready.

Nowhere else will the same very | The most satisfactory elementary
moderate outlay seeure as thoroughly | text-book of histology in the Eng-
useful and interesting an atlas of | lish language.— The Boston Med. and
structural anatomy.— T%he American | Sur. Jour.

Journal of the Medical Sciences.

A COURSE OF PRACTICAL HISTOLOGY. New (2d) edition.
In one 12mo. volume of 307 pages, with 59 engravings. Cleth, $2.25.

SCHLEIF (WILLIAM). MATERIA MEDICA, THERAPEUTICS,
PRESCRIPTION WRITING, MEDICAL LATIN, ETC. 12mo.,
352 pages. Cloth, $1.50, net. Just ready. Lea's Series of Poclet
Text-books. Edited by BERN B. GALLAUDET, M. D. See page 18,

SCHMITZ AND ZUMPT'S CLASSICAL SERIES. Advanced
Latin Exercises. Cloth, 60 ets. Schmidt’s Elementary Latin Exer-
cises, Cloth, 50 cents. Sallust, Cloth, 60 cents. Nepos. Cloth, 60
cents. Virgil. Cloth, 85 cents. Curtius. Cloth, 80 cents.

SCHOFIELD (ALFRED T.). ELEMENTARY PHYSIOLOGY
FOR STUDENTS. In one 12mo. volume of 380 pages, with 227
engravings and 2 colored plates. Cloth, $2.

SCHREIBER (JOSEPH). A MANUAL OF TREATMENT BY
MASSAGE AND METHODICAL MUSCLE EXERCISE, Octavo
volume of 274 pages, with 117 engravings.

SENN (NICHOLAS). SURGICAL BACTERIOLOGY. Second edi-
tion. In one octavo volume of 268 pages, with 13 plates, 10 of which
are colored, and 9 engravings., Cloth, ?52.

SERIES OF CLINICAL MANUALS. A Series of Authoritative
Monographs on Important Clinical Subjeets, in 12mo. volumes of about
550 pages, well illustrated. The following volumes are now ready:
YEO0 on Food in Health and Disease, new (2d) edition, $2.50; CARTER
and Frost’'s Ophthalmic Surgery, $2.25; HUTCHINSON on Syphilis,
$2.25; MARsH on Diseases of the Joints, $2; OWEN on Surgieal Dis-
eases of Children, $2; P1ck on Fracturesand Dislocations, $2; SAVAGE
on Insanity and Allied Neuroses, $2.

For separate notices, see under various authors’ names.

SERIES OF STUDENT'S MANUALS. See page 27.

SIMON (CHARLES E.). CLINICAL DIAGNOSIS, BY MICRO-
SCOPICAL AND CHEMICAL METHODS. New (2d) edition. In
one very handsome octavo volume of 530 pages, with 135 engravings
and 14 full-page colored plates. Cloth, $3.50. Just ready.

This book thoroughly deserves its | In all respeets entirely up to date.
success. Itisa very complete, authen- | —Medical Record.
tiec and useful manual of the miecro- | The chapter on examination or
scopical and chemical methods | the urine is the most ecomplete and
which are employed in diagnosis. | advanced that we know of in the
Very excellent colored plates illus- | English language.— Canadian Prac-
trate this work,—New York Medical |titioner.
Journal.
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SIMON (W.). MANUAL OF CHEMISTRY. A Guide to Lectures
and Laboratory Work for Beginners in Chemistry. A Text-book
specially adapted for Students of Pharmacy and Medicine. New (6th)
edition. In one Svo.volume of 536 pages, with 46 engravings and 8
plates showing colors of 64 tests. Cloth, $3.00, net. Just ready.

It is difficult to see how a better  the covers of thisbook.—The North-
book eould be constructed. No man  western Lancet.
who devotes himself to the practice  Its statements are all clear and its
of medicine need know more about teachings are practical.— Virginia
chemistry than is contained between' | Med. Monthly.

SLADE (D. D.). DIPHTHERIA; ITS NATURE AND TREAT-
MENT. Second edition. In one royal 12mo. vol., 158 pp. Cloth, $1.25.

SMITH (EDWARD). CONSUMPTION ; ITS EARLY AND REME-
DIABLE STAGES. In one 8vo. volume of 253 pp. Cloth, $2.25.

SMITH (J. LEWIS). A TREATISE ON THE DISEASES OF IN-
FANCY AND CHILDHOOD. Eighth edition, thoroughly revised
and rewritten and much enlarged. In one large 8vo. volume of 983
{)ages, with 273 engravings and 4 full-page plates. Cloth, $4.50;
eather, $5.50.

A safe guide for students and phy- | The most com lete and satisfac-
sicians.— The Am. Jour. of Obstetrics. | tory text-book with which we are

For years the leading text-book on | acquainted. —American Gynecologi-
children’s diseases in America.— | cal and Obstetrical Journal.

Chicago Medical Recorder,

SMITH (STEPHEN). OPERATIVE SURGERY. Second and thor-
oughly revised edition. In ome octavo volume of 892 pages, with
1005 engravings. Cloth, $4 ; leatber, $5.

One of the most satisfactory works | dium for the modern surgeon.—Bos-
on modern operative surgery vet |ton Medical and Surgical Journal,
published. Tli‘le book is a compen- |

SOLLY (S. EDWIN). A HANDBOOK OF MEDICAL CLIMA-
TOLOGY. In one handsome octavo volume of 462 pages, with en-
gravings and 11 full-page plates, 5 of which are in colors. Cloth, $4.00.
Just readsy.

A clear and lucid summary of an accurate observer and practical
what is known of climate in relation | therapeutist.—Maryland Med. Jour.
to its influence upon human beings. | Every practitioner of medicine
— The Therapeutic Gazetle, should possess himself of a copy and

The book is admirably planned, | study it, and we are sure he will
clearly written,and the author speaks | never regret it.—=St. Lowis Medical
from an experience of thirty years as | and Surgical Jowrnal.

STILLE (ALFRED). CHOLERA ; ITS ORIGIN, HISTORY, CAUS-
ATION, SYMPTOMS, LESIONS, PREVENTION AND TREAT-
MENT. In one 12mo. volume of 163 pages, with a chart showing
routes of previous epidemies. Cloth, $1.25.

THERAPEUTICS AND MATERIA MEDICA. Fourth and
revised edition. In two octavo volumes, containing 1936 pages.
Cloth, $10; leather, $12.
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STILLE (ALFRED), MAISCH (JOHN M.) AND CASPARI
(CHAS. JR.). THE NATIONAL DISPENSATORY: Containing
the Natural History, Chemistry, Pharmacy, Actions and Uses of
Medicines, including those recognized in the latest Pharmacopeeias of
the United States, Great Britain and Germany, with numerous refer-
ences to the French Codex. TFifth edition, revised and enlarged,
including the new U. 8. Pharmacopeeia, Seventh Decennial Revision.
With Supplement containing the new edition of the National Formu-
lary. In one magnificent imperial octavo volume of about 2025 pages.
with 320 engravings. Cloth, $7.25; leather, $8. With ready reference
Thumb-letter Index. Cloth, $7.75 ; leather, $8.50.

STIMSON (LEWIS A.). A MANUAL OF OPERATIVE SURGERY.
New (3d) edition. In one royal 12mo. volume of 614 pages, with 306
engravings. Cloth, $3.75.

A useful and praetical guide for| The book is worth the price for the
all students and practitioners.—Am. | illustrations alone.—Ohio Medical
Jouwrnal of the Medical Seiences. Jowrnal.

STIMSON (LEWIS A.). A TREATISE ON FRACTURES AND

DISLOCATIONS. In one handsome octavo volume of 831 pages,
with 326 engravings and 20 plates. Just ready. Cloth, $5.00, net;
leather, $6.00, net,

Préeminently the authoritative| Taken asa whole, the work is the
text-book upon the subject. The | best one in English to-day.—5t.
vast experience of the author gives | Lowis Medical and Surgical Jowrnal.
to his conelusions an unimpeachable | Pointed, practical, comprehensive,
value. The work is profusely il- | exhaustive, authoritative, well writ-
lustrated. It will be found indis- tem and well arranged.—Denver
pensable to the student and the prae- | Medical Times.
titioner alike.—The Medical Age.

STUDENT'S QUIZ SERIES. Thirteen volumes, convenient, author-
itative, well illustrated, handsomely bound in cloth. 1. Anatomy
(double number); 2. Physiology; 3. Chemistry and Physics; 4. Histol-
ogy, Pathology, and Bacteriology; 5. Materia Medica and Thera-
peuties ; 6. Practice of Mediecine ; 7. Surgery (double number); 8. Genito-
Urinary and Venereal Diseases; 9. Diseases of the Skin; 10. Diseases
of the Eye, Ear, Throat and Nose; 11. Obstetrics; 12. Gynecology ;
13. Diseases of Children. Price, $1 each, except Nos. 1 and 7,
Anatomy and Surgery, which being double numbers are priced at
$1.75 each. Full specimen circular on application to publishers.

STUDENT'S SERIES OF MANUALS. 12mos. of from 300-540
pages, profusely illustrated, and bound in red limp eloth. HERMAN'S
First Lines in Midwifery, $1.25; LUFF's Manual of Chemistry, $2;
BRUCE’s Materia Medica and Therapeutics (sixth edition), $1.50. net,
BELL’s Comparative Anatomy and Physiology, $2; ROBERT-
SON’s Physiological Physics, $2; GovLp’s Surgical Diagnosis, $2;
KLEIN'S Elements of Histology (5th edition), $2.00, net ; PEPPER’S
Surgical Pathology, $2; TREVES' Surgical Applied Anatomy, $2;
RALFE’S Clinical Chemistry, $1.50; and CLARKE and LOCKWOOD’S
Dissector’s Manual, $1.50. The following is in press: PEPPER’S
Forensic Medicine.

For separate notices, see under various author’s names.
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STURGES (OCTAVIUS). AN INTRODUCTION TO THE STUDY
OF CLINICAL MEDICINE. In one 12mo. volume. Cloth, $1.25.

SUTTON (JOHN BLAND). SURGICAL DISEASES OF THE
OVARIES AND FALLOPIAN TUBES. Including Abdominal

Pregnancy. In one 12mo. volume of 513 pages, with 119 engravings
and 5 colored plates. Cloth, 3.

TAIT (LAWSON). DISEASES OF WOMEN AND ABDOMINAL
SURGERY. In two handsome octavo volumes Vol. I. contains 546
pages and 3 plates. Cloth, $3.

TANNER (THOMAS HAWKES) ON THE SIGNS AND DIS-
EASES OF PREGNANCY. From the second English edition. In

one octavo volume of 490 pages, with 4 colored plates and 16 engrav-
ings. Cloth, $4.25.

TAYLOR (ALFRED S.). MEDICAL JURISPRUDENCE. New
American from the twelfth English edition, specially revised by CLARK
BELL, Esq., of the N. Y. Bar. In one 8vo. vol. of 831 pages, with 54
engrs. and 8 full-page plates. Cloth, $4.50; leather, $5.50 Just ready.

To the student, as to the physician, | nesses, it strongly behooves them to
we would say, get Taylor first, and | be prepared according to the prinei-
then add as means and inclination ples and practice everywhere ac-
enable you.—American Practitioner | cepted. The work will be found to
and News. 'be thorough, authoritative and

It is the authority accepted as modern.—Albany Law Journal,
final by the courts of all English-  Probably the best work on the
speaking countries. This is the im- subject written in the English lan-
portant eonsideration for medical | guage. The work has been thor-
men, since in the event of their oughly revised and is up to date.—
being summoned as experts or wit- | Pacific Medical Journal.

ON POISONS IN RELATION TO MEDICINE AND MEDI-
CAL JURISPRUDENCE. Third American from the third London
edition. In one octavo volume of 788 pages, with 104 illustrations,
Cloth, $5.50; leather, $6.50.

TAYLOR (ROBERT W.). THE PATHOLOGY AND TREAT-
MENT OF VENEREAL DISEASES. New (2d) edition. In one
very handsome octavo volume of about 700 pages, with about 200 en-
gravings and 6 colored plates. [In press.

Notices of previous edition are appended.

By long odds the best work on |diseases that has in recent years ap-
venereal gisea,ses.—Lum‘w{Hs Medi- | peared in English.—American Jour-
cal Monthly. nal of the Medical Sciences.

In the observation and treatment It isa veritable storehouse of our
of venereal diseases his experience knowledge of the venereal diseases.
has been greater probably than that | It is commended as a conservative,
of any other practitioner of this con- | practical, full exposition of the
tinent.— New York Medical Journal. | greatest value. —Chicago Clinical

The clearest, most unbiased and | Review.
ably presented treatise as yet pub-| The best work on venereal dis-
lisheci) on this vast subject.—The eases in the English language. It
Medical News. is certainly above everything of the

Decidedly the most important and | kind.—The St. Louis Medical and
authoritative treatise on venereal | Surgical Journal,
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TAYLOR (ROBERT W.). A PRACTICAL TREATISE ON SEX-
UAL DISORDERS IN THE MALE AND FEMALE. In one
8vo. vol. of 448 pp., with 73 engravings and 8 colored plates. Cloth,
$3. Net.

The author has presented to the | followed, will be of unlimited value
profession the ablest and most scien- to both physician and patient.—
tific work as yet published on sexual Medical News,
disorders, and one which, if earefully |

A CLINICAL ATLAS OF VENEREAL AND SKIN DISEASES.
Including Diagnosis, Prognosis and Treatment. In eight large folio
parts, measuring 14 x 18 inches, and comprising 213 beautiful figures
on 58 full-page chromo-lithographic plates, 85 fine engravings and 425
Eages of text. Complete work now ready. Price per part, sewed in

eavy embossed paper, $2.50. Bound in one volume, half Russia,
£27 ; half Turkey Moroceo, $28. For sale by subscription only. Address
the publishers. Speeimen plates by mail on receipt of ten cents.

TAYLOR (SEYMOUR). INDEX OF MEDICINE. A Manual for
the use of Senior Students and others. In one large 12mo. volume of
802 pages. Cloth, $3.75.

THOMAS (T. GAILLARD) AND MUNDE (PAULF.). A PRAC-
TICAL TREATISE ON THE DISEASES OF WOMEN. Sixth
edition, thoroughly revised by Paur F. MuxpkE, M. D. In one

large and handsome octavo volume of 824 pages, with 347 engravings.
Cloth, $5; leather, $6.

LeA BroTrHERS & Co,, PHILADELPHIA AND NEW YORK.

The best practical treatise on the
subject in the English language.
It will be of especial value to the
general practitioner as well asto the
specialist. The illustrations are very
satisfactory. Many of them are new

and are particularly clear and attrac- |

This work, which has already gone
through five large editions, and has
been translated into French, Ger-
man, Spanish and Italian, is the
most practical and at the same time
the most complete treatise upon the
subject.—The Archives of Gynecol-

tive.—Boston Med. and Swr. Jour. | ogy, Obstetrics and Pediatries,

THOMPSON (SIR HENRY). CLINICAL LECTURES ON DIS-
EASES OF THE URINARY ORGANS. Second and revised edi-
tion. In one octavo vol. of 203 pp., with 25 engravings. Cloth, $2.25.

THE PATHOLOGY AND TREATMENT OF STRICTURE
OF THE URETHRA AND URINARY FISTULZ. From the
third English edition. In one octavo volume of 359 pages, with 47
engravings and 3 lithographic plates. Cloth, $3.50.

THOMSON (JOHN). DISEASES OF CHILDREN. In one crown
octavo volume of 350 pages, with 52 illus. Cloth, $1.75, net. Just ready.,

TODD (ROBERT BENTLEY). CLINICAL LECTURES ON CER-
TAIN ACUTE DISEASES. In one 8vo. vol. of 320 pp., cloth, $2.50.

TREVES (FREDERICK). OPERATIVE SURGERY. In two
8vo. vols, containing 1550 pp., with 422 illus, Cloth, $9; leath., $11.

A SYSTEM OF SURGERY. In Contributions by Twenty-five
English Surgeons. In two large octavo volumes, Vol, I., 1178 pages,
with 463 engravings and 2 colored plates. Vol. II., 1120 pages, with
487 engravings and 2 colored plates. Complete work, cloth, $16.00.
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TREVES (FREDERICK). SURGICAL APPLIED ANATOMY. In
one 12mo. volume of 540 pages, with 61 engravings. Cloth, $2. See
Student’s Series of Manuals, page 27.

TUTTLE (GEORGE M.). A POCKET TEXT-BOOK OF DISEASES
OF CHILDEEN. In one handsome 12mo. volume of about 300 pages,
with many illustrations. Shortly. Lea's Series of Pocket Text-books,
edited by BErN B. GALLAUDET, M. D. See p 18.

VAUGHAN (VICTOR C.) AND NOVY (FREDERICK G.).
PTOMAINS, LEUCOMAINS, TOXINS AND ANTITOXINS,
or the Chemical Factors in the Causation of Disease. New (3d) edition.
In one 12mo. volume of 603 pages. Cloth, $3.

The work has been brought down | The present edition has been not
to date, and will be found entirely | only thoroughly revised throughout
satisfactory.—Journal of the Ameri- | but also greatly enlarged, ample
can Medical Association. consideration being given to the new

The most exhaustive and most re-  subjects of toxins and antitoxins.—
cent presentation of the subject.— | 7ri-State Medical Journal.
American Jour. of the Med. Sciences.

VISITING LIST. THE MEDICAL NEWS VISITING LIST for 1899.
Four styles: Weekly (dated for 30 Fa.tients}; Monthly (undated for
120 patients per month); Perpetual (undated for 30 patients each
week); and Perpetual (undated for 60 patients each week). The 60-
patient book consists of 256 pages of assorted blanks, The first three
styles contain 32 pages of important data, thoroughly revised, and
160 pages of assorted blanks. Each in one volume, price, $1.25.
With thumb-letter index for quick use, 25 cents extra. Special rates
to advance-paying subseribers to THE MEDICAL NEWS or THE
AMERICAN JOURNAL OF THE MEDICAL SCIENCES, or both. See p.32.

WATSON (THOMAS). LECTURES ON THE PRINCIPLES AND
PRACTICE OF PHYSIC. A new American from the fifth and
enlarged English edition, with additions by H. HARTSHORNE, M. D.
In two large 8vo. vols. of 1840 pp., with 190 euts. Cloth, $9 ; leather, $11.

WEST (CHARLES). LECTURES ON THE DISEASES PECULIAR
TO WOMEN. Third American from the third English edition. In
one octavo volume of 543 pages. Cloth, $3.75; leather, $4.75.

ON SOME DISORDERS OF THE NERVOUS SYSTEM IN
CHILDHOOD. In onesmall 12mo. volume of 127 pages. Cloth, $1.

WHARTON (HENRY R.). MINOR SURGERY AND BANDAG-
ING. New (4th) edition. In one 12mo. volume of 594 pages, with
502 engravings, many of which are photographie. Just ready. $3.00,
net. Notiees of previous edition are appended.

We know of no book which more
thoroughly or more satisfactorily

work of ready reference for sur-
geons.— North Amer. Practitioner.

covers the ground of Minor Surgery
and Bandaging.—Brooklyn Medical
Jouwrnal.

Well written, conveniently ar-
ranged and amply illustrated. It
covers the field so fully as to render
it a valuable text-book, as well as a

The part devoted to bandaging is
perhaps the best exposition of the
subject in the English langnage, It
can be highly commended to the
student, the practitioner and the
specialist,—The Chicago Medical
Recorder.
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DREN. In one 12mo. volume of 629 pages, with 18 illustrations.
Just ready. Cloth, $2.50, net.

The descriptions of symptoms are | diagnoses, prognosis, complications,
full, and the treatment recommended | and treatment. The work is up to
will meet general approval, Under | date in every sense.—The Charlotte
each disease are given the symptoms, | Medical Jowrnal,

WILSON (ERASMUS). A SYSTEM OF HUMAN ANATOMY.
A new and revised American from the last English edition. Illustrated
with 397 engravings. In one octavo volume of 616 pages. Cloth, $4;
leather, $5.

THE STUDENT'S BOOK OF CUTANEOUS MEDICINE. In
one 12mo. volume, Cloth, $3.50.

WINCKEL ON PATHOLOGY AND TREATMENT OF CHILDBED.
Translated by JaAmEs R, CHADWICK, A. M., M.D. With additions
by the Author. In one octavo volume of 484 pages. Cloth, $4,

WOHLER'S OUTLINES OF ORGANIC CHEMISTRY. Translated
from the eighth German edition, by IRA REMSEN, M.D. In one
12mo. volume of 550 pages. Cloth, $3.
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Critical Reviews for Practitioners of Medicine and Surgery. In eon-
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each. Cloth, $1.50. In combination with THE MEDICAL NEWS and
THE AMERICAN JOURNAL OF THE MEDICAL SCIENCES, 75 cents.

YEO (I. BURNEY). FOOD IN HEALTH AND DISEASE. New
(2d) edition. In one 12mo. volume of 592 zpages, with 4 engravings.
Cloth, $2.50. See Series of Clinical Manuals, page 26.

We doubt whether any book on | work of Dr. Yeo’s. The value of
dietetics has been of greater or more | the work is not to be overestimated.
widespread usefulness than has this | —New York Medical Jowrnal,
much-quoted and much-consulted

—— A MANUAL OF MEDICAL TREATMENT, OR CLINICAL
THERAPEUTICS. Two volumes containing 1275 pages. Cloth, $5.50.

ORTHOPEDIC SURGERY. In one S8vo.

YOUNG (JAMES K.).
Cloth, $4; leather, $5.

volume of 475 pages, with 286 illustrations.

In studying the different chapters,
one is impressed with the thorough-
ness of the work. The illustrations
are numerous—the book thoroughly
practical —Medical News.

It is a thorough,a very compre- |

hensive work upon this legitimate

surgical specialty and every page
abounds with evidences of prae-
ticality. It is the clearest and most
modern work upon this growing de-
partment of surgery.—7The Chicago
Clinical Review.
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