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PREFACE

Maxy years have elapsed since a treatise devoted entirely to Operative
Midwifery has appeared in the English language.

In venturing to consider the subject in these pages, I have
constantly had before me two standard works. 1 refer to Barnes’
‘ Lectures on Obstetric Operations ' and Herman’s ¢ Difficult Labour,’
the former a classie in obstetric literature, the latter a most valuable
companion at the bedside.

As will be seen, I have followed very much the same lines as
Barnes, whose ‘lectures ™ have always appeared to me nearly perfect.
Much, however, has happened since the publication of the last edition
in 1886. At that time antisepsis and asepsis in midwifery were only
beginning to be discussed ; abdominal palpation for the diagnosis of
presentations and positions of the ftus was practised by only a few ;
the revival of symphysiotomy had newly begun ; the modern operation
of Casarean section had been deseribed by Singer only a year or two
previously ; while operations upon the pregnant or parturient woman
for abdominal and pelvie tumours were had recourse to only in the
most desperate circumstances. Indeed, the changes that have taken
place have their parallel only in the revival that followed the seientifie
teaching of Ambroise Paré.

In considering the various pathological conditions causing dystocia
and the methods of dealing with them, I have tried, as far as possible,
to indicate what is becoming more apparent every day, that the art
of midwifery ean no longer be considered a subdivision of medicine,
but must be regarded as a branch of surgery requiring a thorough
knowledge of surgical principles.

I trust it shall be found that due credit has been given to those
who have specially advanced the art of obstetries in recent years.
The names of many who have thus distinguished themselves in this
and other countries are mentioned throughout the text, but it is im-

possible to avoid overlooking some, and to them I offer my apologies,
vii
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For actual assistance rendered, I desire to thank espeecially Dr. J. W.
Ballantyne, of Edinburgh, for kindly contributing the chapter on
dystocia cansed by double monsters; Dr. Riddell, of the Glasgow
toyal Infirmary, for his note on pelvie radiography ; and Dr. Dickie,
my assistant at the Western Infirmary, for revising and correcting the
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OPERATIVE MIDWIFERY

CHAPTER 1

CONSIDERATION OF DYSTOCIA IN GENERAL-—CLASSIFICATION
OF DYSTOCIA

Wrex all the most distinguished writers of obstetric treatises in the
past have failed to give an absolutely satisfactory definition of dystocia,
it may be fairly assumed that the task is impossible. That this should
be s0 18 not to be wondered at when the other condition of normal
labour or entocia ean only be deseribed by eumbersome details of its
phenomena. Fortunately, a definition is not essential to an under-
standing of dystocia. One is not long in obstetric practice until one
forms an idea of the condition ; indeed, it might prevent a full appre-
ciation of the fact that Nature in parturition, although generally
following a certain course, refuses to be trammelled by hard-and-fast
rules. It is important for the accoucheur to remember this, and to
appreciate within what limits she may be allowed a free hand. The
mistake 1s too often made of forgetting this and of interfering with
Nature, when, with a little patience, it would have been unnecessary.

But if it is of great importance that the accoucheur should
appreciate the natural variations of parturition, it is equally im-
portant that he should recognize when Nature is at fault and requires
assistance, and that he should do this as early as possible. He must
never presume that a parturition is normal. He must not be content
until he has satisfied himself that it is not abnormal. This attitude
must be assumed in every labour. Again and again one sees how
failure to do this results in ecomplications being overlooked until they
cannot be remedied, and the child’s, and even, occasionally, the mother’s,
life is sacvificed or greatly endangered.

Another matter which the accoucheur should ever bear in wmind
1s the limitations of the different operative procedures. Repeatedly
i the last few years cases have been admitted to the Glasgow

1



2 OPERATIVE MIDWIFERY

Maternity Hospital where the medical attendant has failed absolutely
to appreciate this. Most of these cases have been examples of con-
tracted pelvis or impacted shoulder presentation. It would appear as
if the accoucheur considered it a disgrace not to be able to accomplish
delivery by forceps or by version, and so he has recourse to unjustifiable
forece. As I shall point out in the following pages, the employment
of unjustifiable force is always wrong; it may often be followed by no
trouble—indeed, it may even appear to be quite suceessful—but in hun-
dreds of cases it results in more or less serious consequences, and it is
absolutely unseientific. It almost invariably means that the operation
is unsuitable or is being badly performed. I cannotdeny that oceasion-
ally one is compelled to exert a degree of force which is justifiable
owing to exceptional cireumstances. These cireumstances, however,
will be referred to in their proper places. Here I would only remark
that when an undue amount of force in the extraction of the child is
employed it should only be exerted in the interests of the child. If
the child is dead or dying, delivery should be completed by diminish-
ing the bulk of the child by embryulcia. It is quite profitless to drag
a dead child out of the parturient canal with diffienlty, when by
performing eraniotomy one could extract it with great ease. In a
difficult labour, therefore, the accoucheur must carefully observe the
condition of the child. He must never sacrifice it, if, with safety to the
mother, he can save it, but he must effect the delivery in the easiest
manner should 1t succumb.

Naturally, the relative claims of mother and child frequently
require to be considered in cases of dystocia, and nothing taxes so
much the judgment of the accoucheur as giving each its proper place,
for their interests are often antagonistic. Let me illustrate this by
two simple examples. In placenta pravia by rapidly dilating the
cervix and extracting the child a large proportion of children will
be saved, but by doing so one submits the mother to very great danger;
on the other hand, by bringing down a foot, one does the safest thing
for the mother, but not the best for the child. Again, take a case of
contracted pelvis where labour has been allowed to proceed to an
advanced stage and many vaginal examinations have been made. If
the child 1s still alive, Ciesarean section will almost certainly result in
its life being saved, but the danger of sepsis to the mother will be
enormous, while if eraniotomy is performed the child will be sacrificed,
but the mother probably rescued. Only experience and a quiet con-
sideration of all the circumstances will teach the obstetrician how to
act. No hard-and-fast rules can be laid down, and different obstetri-
cians, of equal ability, knowledge, and experience, may act differently
under the same circumstances. The obstetrician must ever avoid taking



CLASSIFICATION OF DYSTOCIA 3

up an extreme position and becoming a partisan for or against any
particular treatment. Progress in obstetries has been much retarded
in all ages by those who have unfortunately adopted such an attitude.
When one finds equally distinguished obstetricians holding absolutely
different views, it 1s almost certain that the right i1s with none.
Personally, 1 know of no recognized obstetric operation which has not
its place and may not be practised with advantage under certain con-
ditions, and [ consider that obstetrics has been greatly advanced by
the revival of symphysiotomy, by the introduction of Dossi's metal
dilator, and by vaginal Ciesarean section.

There are three factors which influence labour  the jorces, the
ehild, and the passage—and no attitude towards dystocia could be
sounder than attempting to estimate in every case how far each of
these factors is disturbed. This is often difficult, especially in the
miner forms of dystocia, for sometimes more than one, and indeed all
three, are at fault. The obstetrician, however, must carefully consider
all, and relegate to each its proper place. The easiest explanation of
a delay or difficulty is to blame the forces—the factor which is most
indefinite and most difficult to exactly estimate. For this very reason,
therefore, and because it 1s the least serious, the aceoucheur should
not rest satisfied with attributing the trouble to it until he has made
certain that neither of the other two factors is disturbed. This matter
will be more fully considered in the next chapter.

jut labour may be further disturbed by aceidents to the parturient,
such as rupture of the uterus; by hiemorrhage, such as that which
is assoclated with placenta prievia: by displacements of the uterus,
such as retroversion, all "of which, and many other complications
considered in these pages, the accoucheur must be alert to appre-
ciate and deal with. I'requently he has to do this with all celerity
under conditions not too favourable and with very inadequate assistance.
Appreciating this fully, I have tried, in considering all complications,
not only to deseribe the ideal treatment of the particular condition, but
also, when such a treatment is impossible, to indieate the best course
to follow under the cireumstances.

There remains, however, another group of cases where the factors
of labour may or may not be disturbed, but where operative interfer-
ence becomes necessary in the interests of the mother or child, because
the mother’s or child's vitality shows signs of progressive weakness,

In the case of the mother, where actual disease such as valvular
disease of the heart, phthisis, hyperemesis, ete., are not present, it will
be found almost without exception that one or more of the factors of
labour is disturbed. In this connexion it must be remembered that
women bear labour very differently, and that consequently, with some

1—3



1 OPERATIVE MIDWIFERY

it will be necessary to interfere earlier than with others. Generally
speaking, the cardiac condition, as indicated by the pulse, is a fair
guide. To have the full benefit of this guide, however, one must
know beforehand the ordinary rate and character of the pulse, for I
have found it by no means uncommon to get a pulse-rate of 90 or 100
quite early in labour—indeed, even during the later weeks of pregnancy.
A steadily rising pulse-rate is of most value, and must always be
looked upon as a danger signal. The same applies to a steadily rising
temperature and inereasing restlessness.

I have only referred to the early indications for interference, and
have not mentioned tetanie econtraction of the uterus, tenderness over
the lower uterine segment, and the appearance of Bandl's ring.
Without doubf, these also are indications for immediate delivery. = As
we shall see, when rupture of the uterus is being considered, they are
symptoms of the very greatest seriousness. DBut they should never
be allowed to develop ; the uterus should be emptied long before they
make their appearance.

As regards the child, a steady slowing of the feetal heart, especially
when the rate decreases to about 100, always points to the child’s
life being in danger. At such a time one finds the cardiac sounds much
affected by the uterine contractions. At all times they are very much
slower during the contractions, but if the child’s vitality is undisturbed
they immediately return to the ordinary rate as the contractions pass
off. When they return slowly, and especially when they are irregular,
there is no time to lose if the child is to be saved.

The escape of meconium in all presentations other than the breech
is another danger signal on the side of the child. No doubt small
quantities of meconium are frequently discharged into the amnionic
cavity even during pregnancy, but its free escape during labour,
unless the child’s cardiac condition is absolutely satisfactory, calls for
speedy delivery.

Very strong and irregular fietal movements also frequently precede
the death of the feetus during labour. With the mother very restless
and suffering from the pains of labour, however, such a symptom is
seldom of much practical value. We must depend, therefore, almost
entirely upon the condition of the fecetal heart. If the labour is at all
protracted, the accoucheur must auscultate the feetal heart frequently ;
he must note its rate and character, and how it is affected by the
uterine contractions.



CHAPTER II
DYSTOCIA THE RESULT OF FAULTS IN THE FORCES

Undue Strength of the Forces—Precipitate Labour—Inefficiency
of the Forces.

Ir the question were asked, What is the commonest cause of minor
dystocia and delay in labour ? without doubt the answer would at once
be given—I'aults in the expulsive forces. DBut, while such an answer
is quite correct, all who have had much experience of obstetric practice
must admit, that very frequently such an explanation is given too
readily and without sufficient consideration. It is so simple and vague
that one is tempted to be satisfied with it, whenever the cause of the
dystocia is not strikingly apparent. 1 have frequently found the
real cause some little departure from the normal in the pelvie cavity
or in the position or attitude of the child, so much so that I think
it a good rule to attribute delay and difficulty in labour only to faults
in the forces, when one has absolutely satisfied oneself that the fault
18 not in the passage or passenger.

In approaching this subject of the foreces as a factor of dystocia,
one is arrested at the very outset, by the fact that there is no standard
for, or means of, estimating the forces. With dystocia associated with
the passage and passenger, we shall see that it is quite otherwise, for
by investigation and careful consideration the degree of difficulty may
be fairly correctly surmised.

I have said that there is no means of estimating the forces. DBy
that, I mean, there is no practical method of doing so beyond the
simple expedient of applying a hand over the abdomen and estimating
the frequency, duration, and effect of the uferine contractions. One
cannot measure the forces, and say that one has a force of so many
millimetres of mercury too little or too much.

There have been many attempts to measure the forces of labour.
Duncan and Poppel, for example, estimated the vesistance of the
membranes to a bursting force. Others attempted to measure them
by attaching a dynamometer to the forceps, and so estimating

[
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PRECIPITATE LABOUR 7

the amount of force required to extract the child. It 1s, however, un-
necessary to discuss results obtained by such methods, for it is at
once apparent that no exactness could possibly be obtained by such
devices.

The earliest and most scientifically construeted instrument for
calculating the uterine force is the tokodynamometer of Schatz
(Fig. 1), deseribed some forty vears ago.! By means of it, and its
modifications, many interesting observations and tracings have been
made by different observers, showing the features of normal and
abnormal uterine contractions. In recent years Schiffer® has given
this subjeet special econsideration, and by means of his instrument has
also made many tracings. Schiiffer’s instrument (Fig. 2) has the
advantage of being more easily applied, although, of course, one cannot

Fic. 2. —Schatler's Pelotts,

estimate the uterine contractions so accurately with it, as with Schatz’s
and similar instruments. Schiffer states that in the interval of the
contractions the pressure is 5 millimetres of mercury, and during the
contractions it varies from S0 to 220 miilimetres. He also considers
that the power of the uterine contractions and auxiliary forces is about
equal. DBut although such instruments and investigations are of decided
scientific interest (Fig. 3), they are, at present, of no practical value.
In practice one can only estimate the efficiency of the forces of
labour by the progress made.

The expulsive forces may be abnormal in two ways: they may be
unusually strong or they may be unusually feeble and ineffective.
Although excessively strong uterine contractions and the resulting
condition of precipitate labour does not, properly speaking, come
under the head of dystocia, it is a subject, regarding which, it is per-
missible to say a word. The first striking feature of precipitate labour
as one encounters it in practice, is the fact that it is peculiar to certain
individuals. This is due not only to the strength of the uterine

U Arehae f. Gyn., Bds. iii. and xxvii.
? ‘ Experimentelle Untersuchungen iiber Wehenthitigkeit,” Berlin, 1896,



8 OPERATIVE MIDWIFERY

contractions, but also, and even in greater part, to the slight resist-
ance offered by the soft parts of the parturient canal. Very frequently
such patients state that they have had only ‘one or two pains,’
which shows that the process of dilatation, usually accompanied
by much suffering, oceasionally does not set up nervous phenomena
termed  pain.’

The ordinary dangers of precipitate labour are familiar to every
one, rupture of the perineum, post-partum h@morrhage, injuries to
the child. In addition, there has oecasionally followed a subeutaneous
emphysema, and still more rarely fracture of the sternum. Both
these complications are considered in Chapter XXXVI. Walthard®
points out that emphysema is very rare in precipitate labour.
Certainly, the two cases I have had experience of followed labours

Fic. 3.—Uterine Contractions registered by Schiiffer’s Instrument.

in ‘which the bearing-down efforts were prolonged and of unusual
severity.

We are more concerned here, however, with the other condi-
tion, in which the expulsive forces are feeble and ineffective. As the
expulsive forces consist of two component parts, the uterine con-
tractions and the auxiliary forces, it is natural to expect that labour
may be profracted sometimes by one, sometimes by the other, and
oceasionally by both being at fault.

[Uterine eontractions, to be effective, should possess three character-
istics. They should occur at regular but not too long intervals, they
should be strong, and they should be sustained. As labour advances
these features should become more decided. Sometimes all three are
at fault, but the most frequent cause of delay is the weakening and
cessation of the contractions just when they should continue.

Uterine inertia may be primary or secondary. Primary uterine
inertia is due to the inherent weakness of the uterine muscle or to
errors in its innervation. It may also be the result of some reflex

! Winckel's ¢« Handbuch,' 1905, Bd. ii., Teil iii., p. 2094,



INEFFICIENCY OF THE FORCES 4

irritation inhibiting the action of the muscular contractions. Secondary
uterine inertia, on the other hand, results from the musele becoming
tired and worn out. Primary uterine inertia may be easy of explana-
tion, as in cases where the uterus is known to be digeased from
chronic metritis, or tumours; is overdistended by an excessive
quantity of liquor amnii or more than one feetus; or has its con-
tractions inhibited by some reflex irritation, such as retention of
urine, premature rupture of membranes, ete. In very many cases
1t 15 extremely difficult to aecount for the inertia, and in such errors
in development and innervation are vaguely spoken about. Although,
however, one cannot always give a reason for the inertia, one can at
least say that it is not necessarily found in cases of general debility.
Nor is it a characteristic of individuals of feeble muscular develop-
ment ; indeed, it has been my experience to find it more commonly in
the strong and athletic than in those of poor museunlar physique. It
is often a feature of labour in young primipare, and is not infre-
quently seen in old primipare, probably as the result of inereased
resistance in the soft parts. In the cases of decided uterine malfor-
mation which have been under my care it has not been a striking
feature, although others have observed it in such cases.

With secondary uterine inertia it is quite different. Here, one has
to deal with forces which up to a certain point were acting quite
satisfactorily, but which for some reason gave ount. If there has
been a prolonged labour, and especially if there has been some
abnormality in passage or fwetus, one can readily understand this, for
muscle cannot go on contracting indefinitely, it becomes exhausted.
The time at which the uterine musecle becomes fatigned varies in
different individuals; sometimes it oceurs early, sometimes late.
Many speak vaguely of defective innervation in such cases, and elaim
that this results from congestion of the lower part of the uterns and
cervix. Certainly it is not uncommon in cases of premature rupture
of the membranes, and generally contracted pelves, in both of which
the presenting head presses unduly on the lower part of the uterus.

In the second stage of labour, when the expulsive forces are feeble,
the uterus is often blamed, when, as a matter of fact, the fault is more
in the auxiliary forces. One repeatedly sees regular, strong, and even
frequent uterine contractions cease when they should continue. In
such eases it will invariably be found that the auxiliary forces, the
abdominal and other museles concerned, are at fanlt. It 1s not
uncommon in very stout individuals and in those with pendulous
abdomens, and feeble or widely separated recti. Again, it is very
common in nervous and execitable women, and in those who bear
pain badly or feel pain acutely. DBut the expulsive forces are some-
































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































