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4 ROTUNDA MIDWIFERY FOR NURSES

(3) The adaptation or fitting of the baby to the
bony canal (pelvic canal) through which it has to pass.
This adaptation is known as the Mechanism of Labour.

(4) The attention of the midwife to herself. This in-
cludes an account of her instruments and other apparatus,
her bag, her nursing dress, the need of cleanliness, anti-
septies, and how to clean herself and her kit after she has
attended a case.

(5) The attention of the midwife to the mother and
her surroundings. This includes an account of the way
of insuring that a house is healthy, a room clean and well
ventilated ; a description of the general principles of
healthy living (known under the term of hygiene) and
the advice that should be given to a pregnant patient.

(6) A full account of the conduction of normal labour.

(7) The conduction of the normal lying-in period.

(8) The abnormalities of pregnancy, viewed mainly
from the practical point as to what the midwife really
must know, but extended to points that will interest her
in midwifery and enable her to understand the doctor’s
treatment.

(9) The abnormalities of labour on the same principles
with full accounts of the conduction of breech delivery,
the treatment of post-partum hamorrhage and other prac-
tical matters, which a midwife must know thoroughly.

(10) The abnormalities of the lying-in period.

(11) The insanities of the reproductive period.

(12) The baby, treated fully, for the more nurses know
about babies the better.

In this way we shall cover all the subjects needed
for the Rotunda Certificate, or for the examinations of
the Central Midwives Board, and I hope toenable you to
get a grasp of the subject that will make you careful,
cleanly and judicious nurses and midwives.
























12 ROTUNDA MIDWIFERY FOR NURSES

embryo or feetus floats in the liquor amnii and no
better means of guarding the delicate life against injury
could be imagined. The liquor amnii itself is enclosed
by the amnion (see diagram, p. 10). The amnion lines
the inner surface of the chorion. The two together are
known as the MEMBRANES, and with the liquor amnii they
are known as the BAG OF WATERS. _

We have now seen how conception takes place, how
the female sexual organs are adapted for this ; how the
ovum grows, how it gets nourishment, how it gets rid
of its waste products, and how it is protected from injury
by the liquor amnii.

DEFINITION OF PRINCIPAL TERMS USED

(ConcepTiON.—The union of male and female elements ;
also called fertilization.

SPERMATOZOON.— The male element.

Ovum.—The egg or female element.

Ovaries.—The organs which contain the ova.

Tt FaLpLoriaNn Tuses.—The tubes into the trumpet
mouths of which the ova drop and along which they

pass to the womb.

FerTiLizep Ovum.—The ovum which, owing to union
with a spermatozoon, is capable of growth. It grows
from the tiny egg to the full-term baby ; the placenta and
membranes, for all these, except the maternal sinuses
of the placenta, are developed from the ovum and therefore
collectively are still called the ovum.

Tue Urervus.—The organ in which the fertilized ovum
is nourished. _

Tue Bopy of tHE Urterus.—The upper two-thirds
of the uterus, which expands and grows to allow -of the

growth of the fertilized ovum, '

Tae Neck or THE Urkrus.—The lower one-third of
the uterus, which does not grow or expand. Its canal,
the cervical canal, keeps closed until childbirth.

InTERNAL Os.—The mouth of the cervical canal tl_mt
opens into the uterine cavity. It is kept closed during
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Frequent Micturition.—Relations of Womb and Vagina to
Bladder and Urethra.—The bladder lies just in front of the
uterus, the channel from the bladder to the outside, called
the urethra (owruthra—Gr. passage for urine), lies in front
of the channel from the uterus to the outside, namely the
vagina, and the mouth of the urethra lies in front of the
vulva.

It is scarcely surprising then that whilst the growing
uterus is in close relation to the bladder its growth
should disturb its neighbour.  Consequently when the
woman is pregnant she passes her water more frequently
than she usually does. After the end of the third lunar-
month the uterus rises by its growth out of the pelvis
into the abdomen, whereas the bladder stays in the pelvis.
Consequently the growing uterus no longer presses on the
bladder and the frequent passing of urine ceases.

Blueing and Increased Moisture of the Vulva and Vagina.—
In describing the nutrition of the ovum you were told that
the decidua was spongy and full of blood. Now blood
is the nourishing fluid of the body. The womb in pregnancy
has to grow very fast. In ten months it actually gets
about twenty-five times as big as it was. Naturally such
extraordinarily rapid growth as this is requires a greatly
increased quantity of blood which makes the body and cervix
soft. Now the walls of the vagina partake in this flush of
blood. They increase in thickness and are much more full
of blood.

The consequence of all this is, that the vulva and vagina
become violet or blue and the veins become so full of blood
that when you look you see them standing out. They are
also twisted and knotted, or in medical language varicose.
You have only to twist a handkerchief tightly round your
wrist to understand this. The veins stand out and many
veins appear that you cannot see before. They look like
knotted cords and the blood that fills them makes them
look blue.

This blueing of the vulva and vagina is often noticeable
in the second month of pregnancy and gets more marked
in the later months, After the fourth month, the colour is
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tic of a watch smothered under a pillow. If you count it,
you will find the heart beats much more quickly than does
your own. If you count your own pulse you will find
it is probably between seventy and eighty, but if you count
the feetal heart you will find it beats between 120 and 160
times per minute, in fact, so fast that it is difficult to count.
Sometimes by putting your ear to the abdomen, you hear
the mother’s heart-beats. If you take her pulse at the
wrist whilst you are listening, you will find the two beats
occur the same number of times, whereas the feetal heart-
beat will be quite differentin rhythm, and almost certainly
much faster, and so you can distinguish it.

Fuxic SovrrLe.—Perhaps when you are listening for the
feetal heart you will hear a blowing sound like the rapid
puff of a distant engine. You remember the feetal blood
is pumped along the umbilical vessels to the placenta.
Sometimes as the blood passes, its passage makes this
blowing sound, which is known as the umbilical souffle,
or funic souffle, the funic (funis—Latin, a cord) being
another name for the umbilical cord. The sound, there-
fore, occurs at the same time as the sound of the feetal
heart-beat, that is, between 120 and 160 times in the minute.

OrHER SoUNDS.—Other sounds that you may hear when
you have your ear to the abdomen are the gurgling of gas
in the bowels, a sharp tap caused by the feetus kicking
against the wall of the uterus, or the uterine souffle, with
which we deal later,

The Movements of the Feetus.—When you are watching
the abdomen you can sometimes see a limb of the child
move. What you see is a wavy motion usually at the
fundus or upper part of the uterus. If your hand is laid
on the uterus you will often feel the movement of the
feetus quite distinctly. Sometimes the mother feels the
movement at the same time.

Feetal Parts.—A more thorough account of how to feel
for the various parts of the feetus will be given in the
chapter of the conduction of normal labour.

When you want to feel or palpate the feetal parts you
should lay the palms of your hands flat on the prominent
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with each maternal heart-beat, if the patient has
missed five or more periods, and if the breasts are
large, you can be almost sure that the patient is
pregnant.

(2) Similarly, if you find this tumour hardens and then
gets softer whilst you are feeling it and you get a
history of missed periods, and you find large breasts,
your patient is very probably pregnant.

(3) The secondary areola, if you see it, is strong evidence
of pregnancy, if the history of pregnancy and size
of the uterus correspond.

PREDICTION OF THE DATE OF LABOUR

There are three ways in which you can predict more or
less accurately when the child will be born ; (1) from the
cessation of the menses ; (2) from quickening ; (3) from
the height of the uterus.

(1) From the Cessation of the Menses.—Take the last day
of the last monthly period, count three months back and
add seven days. For example, if the patient was last
unwell from September 3 to September 8, 1906, counting
back three months from September 8, makes June 8,
adding seven days makes June 15, 1907, the probable date
of delivery, pregnancy lasting for 280 days. As a matter
of fact, the exact length of pregnancy varies, but it is very
unlikely that this date will be more than a week before
or a week after the actual date of labour, and this is about
as accurate as prophecy can be.

(2) From Quickening.—Quickening occurs about the
eighteenth or twentieth week. Pregnancy lasts on average
forty weeks. Therefore, you add between twenty and
twenty-two weeks to the date of quickening. As you
see, this is not so accurate as the first method, but you
should see whether the date calculated from quickening
corresponds to that from the cessation of the menses.

(3) From the Height of the Uterus.—On p. 22 is a diagram
and table showing you the height of the uterus at the
different months., This is the method you should rely on,
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with the windows closed and heavily curtained and the
room brightly lit. You get sleepy and yawn, or you get
a headache and feel weary. You go early to bed
to a room with the window closed and curtained and
no fire burning to help ventilation. You sleep long and
heavily and you wake feeling tired and stupid, with no
appetite and a headache. All this is due to your not
having had enough fresh air. A continuance of this lack of
fresh air makes a woman lose energy, lose her appetite,
become subject to headachcs, get sore throats and become
anemic, a condition of health the opposite of what
you wish in a woman, who is about to become a
mother.

Therefore it is of great importance that you should
recommend your patients plenty of fresh air, and to make
your advice of practical value, you must know something
about ventilation. I may add, too, that your own health
will suffer if you allow the patient’s room, in which you
sit, to be badly ventilated.

VeNTILATION.—The principle upon which ventilation
depends is that hot air is lighter than cold. It is precisely
the same that causes the world’s ventilation by winds. The
hot air rises, and cold air flows in to take its place. The
air breathed out with expiration, the air arising from
gas or lamp flame, even the air of putrefaction is warm
air and is lighter than unused air in cool countries, and
therefore the foul air rises to the top of a room, until it
is cool, when it will sink and mix with the air of the rest
of the room.

If the top of the window is opened, the warm foul air
will rise out of it and escape. Cooler air flows into the
room to take its place. This may come through the door,
in which case it is house air and not fresh air. If the
window is also opened at the bottom, fresh air will take the
place of the foul air. If there is a draught, the inlet may
be too small, so try opening the window a little wider.
This then is the chief principle of ventilation, to have
a high outlet for foul air and a low inlet for fresh air.
This you can well manage in temperate weather by having
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method of warming a room artificially, because of the
excellent ventilation it affords as well as heat. Other
methods are stoves and hot-water pipes, which have the
disadvantage of making the air dry. A dish of water
should be placed near a stove, for the water evaporates
and keeps the atmosphere moist. A convenient tem-
perature is 60° F., a temperature you can tell roughly
by the fact that the room feels neither too hot nor too
cold. Artificial lighting is effected by electric, gas or
lamp light. Of these, electric light is the healthiest.
Incandescent is healthier than the naked gas flame.

Abundant daylight is essential to a healthy household.
Air, light and sunlight are all purifiers of the world. Light,
especially sunlight, directly kills microbes, air makes
the minute putrefying matter that constantly floats in
inhabited rooms innocuous. So then have big windows,
plenty of light, sunlight if possible, for which the room
should face south-west, and plenty of fresh air. Good
health will be the reward.

(5) Exercise and Clothing.—Exercise is essential to good
health, and a pregnant woman must not cease from taking
plenty of exercise. Some sensitive women hide from
public gaze. Some go to the country whilst carrying their
baby, and this is very wise, for the country is healthier
and quieter than the town.

Clothing is usually managed by the patient. None of
it should be tight, and corsets should be laid aside during
pregnancy. Corsets press on the swelling womb below
and the swelling breasts above.

(6) Food.—The care of the public food supply is under
the sanitary authorities. A cool, dry larder is the only
house precaution.

What is she to eat, the pregnant woman will ask you ?
Answer her that she can eat anything she can digest,
but only at meal times. Do not let her destroy her
natural appetite by drinking milk between meals. She
is apt to eat too much, under the idea of keeping her
strength up. Never recommend her alcohol in any form.
It is quite outside the province of a nurse to recommend
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know the process of labour in its details and varieties,
both for examination purposes and because a proper
understanding is of great practical use to you.

You probably have sometimes wondered how such a
big thing as a baby could be born without serious damage
to the mother. As a fact the fit of the feetus to the par-
turient canal is always a close one and sometimes is so close
or faulty that the child cannot be born naturally. It is
with this fit or adaptation of the child to the parturient
canal that these four chapters deal.

In the present chapter, I will deal with the expulsive
forces and the parturient canal itself. In Chapter VI the
foetus will be described. In Chapter VII will be described
the various adaptations of the feetus to the opening or
inlet of the parturient, before the passage of the feetus
has begun. These adaptations are known as the POSITIONS
and PRESENTATIONS of the feetus. In Chapter VIII will be
described the various adaptations of the feetus to the
parturient canal during its passage. They are known as
the MEcHANISMS OF LABOUR.

The placenta and membranes are rolled up small and
easily expelled. Consequently a description of the after-
birth and the third stage of labour will not now be given
but will be found in Chapter XIII.

Difficulty of the Subjects.— Y ou are sure to find the processes
of labour difficult to understand and to remember. All
medical students thrash out the difficulties of presentations
and mechanisms with the feetal skull and pelvis, and you
should use those given to your general sitting-room to
master this essential knowledge.

THE EXPULSIVE FORCES AND THE PARTURIENT
CANAL

The Expulsive Forces.—The chief force that opens the
cervical canal and pushes the feetus out is the force of
the uterus. The uterus is provided with thick muscular
walls, so that it can do this, and the force of its inter-
mittent contractions are very powerful. They are not
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of waters is
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canal each time
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bag of waters

bursts when the canal is fully or nearly fully dilated and
the head is pushed down to keep the canal open.

This opening of the canal is painful. Hence the inter-
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Fig. 12.—The normal bony pelvis.

Os Innominatum.—WHY so0 CALLED ?  Anatomists
usually try to get some word from Greek or Latin

txasl of [l o

SocKel

Ischium  cichlage |...m:[inn ol Pubic bowes

F1a. 13.—The normal bony pelvis.

which describes the shape of the bone, but so puzzling is
the shape of this bone that they were obliged to call 1t the
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middle line in a firm joint known as the pubic symphysis
(symphysis—Greek, a natural joining), and form the front
wall of the pelvie canal.

The Sacrum.—The sacrum is the large wedge-shaped
bone which is wedged in between the two iliac bones and
joins with them in the two sacro-iliac joints. It forms the
posterior (Latin, behind) wall of the pelvic canal. Its
upper border is made prominent from the fact that the
spine that joins it bends backwards. It is consequently
known as the sacral promontory (see p. 38).

The Coceyx.—The coccyx, the remnant of the tail bones,
is a little bone joined to the tip of the sacrum by the movable
sacro-coccygeal joint. Owing to the free movability of this
joint the coceyx is easily pushed back out of the way by the
advancing feetus and is therefore of no particular interest.

The Obstetrical Pelvis.—(Obstetrical is another word for
midwifery, and an obstetrician is a doctor who attends
a midwifery case. Curiously enough in the Latin it means
an obstructor.) The obstetrical pelvis is divided, for the
sake of description, into two parts, the false and true
pelvis.

The False Pelvis.—The false pelvis is formed by the large
wings of the ilium. It has very little to do with labour,
other than tending to direct the feetal head over the inlet
of the true pelvis. The hollow made by the concavity of
each iliac wing is known as an iliac fossa.

The True Pelvis or Pelvic Canal.—THE INLET OR BRIM.
If you look at the picture of the Pelvis on p. 41, which
shows the pelvis in the position it assumes when the
woman is standing upright, you can look down the cavity or
canal to which the bones ot the pelvis form a wall. You
also see a definite rim to the entrance to this canal. The
rim is formed by the upper border of the pubic bones in
front. At the sides the rim is formed by ridges known as
the ileo-pectineal ridges, and posteriorly the rim is formed
by the upper border of the sacrum.

This rim runs round the INLET OF THE PELVIS and is of
great importance in midwifery.

THE PLANE OF THE INLET. If you fitted a piece of flat
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THE ANTERO-POSTERIOR OR TRUE CONJUGATE DIAMETER
is the diameter that stretches across the inlet from the
middle of the sacral promontory to the nearest, part of
the pubic symphysis. It measures 4 in. '

THE OBLIQUE DIAMETERS stretch from one sacro-iliac
joint obliquely across the inlet to a little prominence of
bone known as the pectineal eminence. They each
measure 5 ins,

THE TRANSVERSE DiaMETER.—The transverse diameter
is the! greatest width of the inlet of the pelvis. It

F16. 16.—The outlet of the pelvis as seen from below.
A P, Antero-posterior diameter.
T T, Transverse diameter.

measures 5 ins., but owing to bulky musecles which cover
the bone on either side, it is actually a little less than the
oblique diameters. *
Measurements of the Cavity.—They are of no practical
importance. Antero-posterior, oblique and transverse

are all about 41 in.
Measurements of the Outlet.—THE ANTERO-POSTERIOR

DIAMETER stretches from the tip of the sacrum to the
lower border of the symphysis pubis. It measures 5 in.






CHAPTER VI
LABOUR—THE F@&ETUS

The Feetal Skull.—The second factor in the easy passage
of the feetal head is the size of the feetal head itself. It
18 now necessary for you to learn and remember the
anatomy and measurements of the feetal skull.

Anatomy.—The feetal skull is composed of the face,
the base and the cranium. The bones of the face are
many. The base is the ring of firm bones that joins the
head to the spine and forms'a foundation from which
the bony encasement of the brain or cranium springs.
The bones of the face and base are of no importance to
the midwife, but she must know the names of the five
bones which make up almost the entire bulk of the
cranium. The figures will help you to understand the
different names, but both the anatomy of the pelvis and
the feetal skull you will learn far more quickly, if you
handle the bones and constantly go over the different
names. In fact you will find it exceedingly difficult to
properly grasp this process of labour unless you can follow
it step by step with a feetal skull and pelvis.

The five bones are: 1, the occipital ; 2, the two parietal ;
3, the two frontal.

THE OCCIPITAL BONE (occiput—Latin, back of the head)
is the bone at the back of the head, the bone upon which
the head rests when one lies on one’s back.

THE TWO PARIETAL BONES (parietalis—Latin, belonging to
walls) are in front of the occipital bone and form the main
part of the vertex or vault of the skull. On either side

they form the two bosses of bone known as the PARTETAL
44
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Importance of the Sutures and Fontanelles in Labour.—The
sutures and fontanelles are useful because they enable
the head to be squeezed into a smaller bulk as it passes
through the pelvic canal. The fontanelles are closed
by pressure during the passage and the pliant membrane
of the sutures enables the edge of one parietal bone to
overlap the other, and both parietal bones to overlap
the edge of the occipital bone and the edge of the frontal
bones. Similarly the frontal suture enables the edge of
one frontal to overlap the edge of the other. This over-
lapping decreases the bulk of the head.

Moulding of the Head.—There is yet another way in which
the width of the head can be diminished during its passage.
The bones of the cranium are not hard, like adult bones,
as you will see if you take a feetal skull. When they
are pressed upon by the hard bony walls of the pelvie
canal they are squashed in a little and the part that is
not pressed on bulges as compensation. You will notice
the alteration in shape of the head of a baby by moulding,
whenever labour has been prolonged.

Shape and Dimensions of the Fcetal Skull, and their Signifi-
cance.—Moulding can only alter to a slight extent the
shape of the feetal skull. To understand labour it is neces-
sary to have an accurate knowledge of its shape and
dimensions.

The foetal head is more or less egg-shaped. Balance the
feetal head on the top of its head with the tip of the chin
its highest point and you will see this. It is like balancing
an egg on its end.

Its greatest length you will see is from the point on the
sagittal suture between the fontanelles, but somewhat
nearer the anterior than the posterior to the tip of the chin.

This measurement from the vertex to the chin is known
as the VErRTICO MENTAL DIAMETER and measures about
5 ins.

Still keeping the feetal skull balanced you see the greatest
measurement from back to front will be from a point below
the occipital protuberance—the knob you can readily feel
on your own occipital bone where the neck joins the head—
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SUBOCCIPITO FRONTAL DIAMETERS respectively. The first
averages 3} ins., the second 4 ins.

The greatest measurement from side to side you will
see is between the two parietal eminences. This is known
as the INTERPARIETAL DIAMETER and measures 3} ins.

Thus you see the feetal skull may be described as more or
less eqg-shaped, its greatest length being from chin to vertex
and measuring 5 ins., its greatest measurement from before
back between 33 and 4 ins., and its greatest measurement from
side to side 33 ins.

Now every one knows how to fit an egg into an egg-cup.
Nature fits the feetal head
into the pelvic brim much
as an egg is fitted into an
egg-cup : namely, its length
is at right angles to the
plane of the brim or inlet,
and the girth represented
by the suboccipito breg-
matic and interparietal
diameters are encircled by
the rim of the inlet.

To allow of this, the
VERTEX of the feetal skull

Fic. 19.—The antero-posterior must be the first part of

diameters of the feetal head. the feetus to enter the

brim (see Fig. 18, p. 47), and
the head must be flexed on the neck, so that the chin of the
feetus touches the chest. This is by far the commonest
position for the feetal head to take with regard to the
pelvie brim.

Now if you turn the egg upside down, it will also fit into
the egg-cup. So, too, if you turn the feetal head upside
down and make the chin and rAcE enter the brim first, the
feetal head will have no difficulty in fitting into the brim.

But to allow of this the feetal head must be extended on
the neck (see Fig. 18, p. 47).

But if you put the egg with its length across the brim of
the egg-cup, it would not enter the egg-cup.
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width between the iliac bones, the INTER-ILIAC OR BIS-TLIAC
DIAMETER, which measures 3% ins. and the distance
between the back of the sacrum and the front of the pubis,
the SACRO-PUBIC DIAMETER, which measures 21 ins.
The real difficulty in delivery is the passage of the head,
which, when the child is born breech first instead of head
first, is known as the AFTERCOMING HEAD.

TABLE OF F(ETAL MEASUREMENTS.

Tue Forrarn HEeap.

THE BIPARIETAL DIAMETER is the distance between the
parietal eminences on either side, and measures 3% ins.

TaE BiTEMPORAL DIAMETER is the distance between the
side of one temple and the side of the other, and measures
31 ins.

Tue Suvpoccreito-BreEeMaTIC DIAMETER, from below
(sub—Latin, below) the occipital protuberance to the bregma
or anterior fontanelle, measures 3} ins.

THE SUBOCCIPITO-FRONTAL DIAMETER, from below the
occipital protuberance to the forehead, measures 4 ins.

Tae OccrpITO-FRONTAL DIAMETER, from the oceipital
protuberance to the forehead, measures 4} ins.

TaE VERTICO-MENTAL DIAMETER (mentum—Latin, chin),
from the vertex to the chin, measures 5 ins.

TaE CERVICO-VERTICAL DIAMETER, from the neck below
the chin to the vertex, measures 4} ins.

THE CERVICO-BREGMATIC DIAMETER, from the neck below
the chin to the bregma, measures 3% ins.

THE BREECH.

TaE INTER-ILTAC DIAMETER is the greatest width between
the iliac bones. It measures 3§ ins.

THE SAcRO-PUBIC DIAMETER, from the back of the sacrum
to the front of the pubis, measures 2} ins.
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Vertex II you get by spinning the child round a guarter
of a circle and so alter its PosITION so that the back of the
feetus is now in front and to the right. The vertex
PRESENTS, the head is FLEXED, the LIk is longitudinal, but
the posiTION is back forward and to the riGHT.

Fic. 20.—Vertex 1. Fig. 21.—Vertex 11.

Vertex III you get by spinning the child round another
quarter of a circle in the same direction. The vertex
PRESENTS, the head is FLEXED, the LIE is longitudinal, but
the POSITION is with the feetal back BACKWARDS and to the
right.

Vertex IV you get by spinning the child round the last
quarter of a circle in the same direction. The vertex
PRESENTS, the head is FLEXED, the LiE longitudinal, the
POSITION is with the feetal back backwards and to the LEFT.

From these four vertex presentations and ])usitiﬁns
you can easily reckon out the other presentations and
positions. 3E s

Brow Presentation and Positions.—Put the child in the
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first vertex position
and slightly extend
the head so that the
head is neither flexed
nor extended. You
will notice that the
brow of the child is
now the most ad-
vanced part. of the
feetus, in other words,
the brow presents.
This is the Brow I
position. The brow
PRESENTS, the head is
NEITHER FLEXED NOR
EXTENDED, the LIE is
longitudinal, the posi-
TIoN is with the back
forward and to the left.

Fre. 22.—Vertex I11.

Similarly, Brow II can be got from Vertex II, Brow

l—---_._—__ 3

Fic. 23.—Vertex IV.

IIT from Vertex 111,
and Brow IV from
Vertex 1IV.

Face Presentation and
Positions.— Again put
the child in the first
vertex position and
fully extend the head.
You will notice now
that the face presents.
This i1s Face I posi-
tion. The face PRE-
SENTS, the head is
EXTENDED, the LIE is
longitudinal and the
POSITION is with the
feetal back forwards
and to the left. Face
IT can be similarly got
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from Vertex II, Face III from Vertex III, Face IV from
Vertex 1V.

Transverse Presentation and Positions.— Put the child in the
first vertex position and push the child’s head up into the
left iliac fossa or flank. You notice now that the arm,
shoulder or side of the chest PrRESENTS, the FLEXION OR
EXTENSION of the head outside the brim is of no moment, the

Fic. 24.—Brow II.

LIE is TRANSVERSE OR OBLIQUE, and,the PosiTiON is with
the back forward and to the left. The position is Trans-
verse 1. Similarly you can get Transverse I by pushing
the head of Vertex II into the right iliac fossa or flank,
Transverse 1II from Vertex III, and Transverse IV from
Vertex 1V. iy

Breech Presentation and Positions.—Put the child in the first
vertex position and completely reverse it. You now
notice the breech PRESENTS, THE FLEXION OR EXTENSION
of the head outside the brim is of no moment (as a fact, it is
kept flexed by the fundus), the L1E is longitudinal, and the
pPoSITION i8 with the feetal back to the left and front. The
position is that of Breech I. Reverse Vertex Il and you get
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Vertex II becomes Brow II. Brow presents, lie longitu-
dinal, back in front and to right.

Vertex III becomes Brow III. Brow presents, lie longi-
tudinal, back behind and to right.

Vertex IV becomes Brow IV. Brow presents, lie longi-
tudinal, back behind and to left.

Fully extend the head :—

Vertex 1 becomes Face I. Face presents, lie longi-
tudinal, back in front and to left.

Vertex II becomes Face II. Face presents, lie longi-
tudinal, back in front and to right.

Fia. 26.—Transverse L.

Vertex III becomes Face III. Face presents, lie longi-
tudinal, back behind and to right.

Vertex IV becomes Face IV. Face presents, lie longi-
tudinal, back behind and to left.

Push the head into the iliac fossa or loin to which the

feetal back is directed :—

Vertex I becomes Transverse I. Shoulder as a rule
presents, lie transverse, back in front and to left.

Vertex IT becomes Transverse II. Shoulder as a rule

presents, lie transverse, back in front and to right.






CHAPTER VIII
LABOUR-__MECHANISM

Reasons of Flexion of the Head which make the Vertex
Present.—Any of you who are interested in natural history
must have wondered at the adaptation of a creature or
organ to its circumstances. Take the hand for example.
You can hardly imagine a more wonderful and useful thing
than the well-trained hand. Therefore, you will not be
surprised to hear that as vertex presentation is the best
and easiest mode of delivery, nature has so arranged that
it shall also be the commonest. The means by which this
is arranged are two .— :

1. If you look at a feetal skull you will notice that the
occiput slopes, whereas the forehead presents a prominent
brow. When the head is pushed down into the inlet or brim,
the fit 1s always a close one and so the passage of the head is
resisted. The sloping occiput slips down more easily than
the prominent forehead, and consequently the posterior
fontanelle or part of the vertex near it becomes the most
advanced part of the feetus and presents.

2. Again, if you look at the feetal head you will see that
there is more of the feetal head in front of the joint with the
spine than behind. You know, too, the lever action of a
swing. Imagine the feetal head a swing, the front part
the longer arm, the back the shorter. If you hung an
ounce weight on the forehead and an ounce weight on the
occiput the forehead would be weighed down and the head
would flex. This is just what happens, for the resisting soft
parts of the undilated pelvic canal, as the feetus is pushed

down by the uterus, press on the head with equal force. Con-
; 54
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2. The second is an oblique uterus. As you see from
the diagram, in an oblique uterus, one that falls over to the
left or right side of the mother’s abdomen, the face may
actually be over the brim from the beginning and so readily
get pushed down first. Obviously for this to happen the
uterus must fall over to the side, from which the back of
the feetus is directed.

Mechanisms of the Various Presentations.—The knowledge
of the last three chapters will enable you to understand
the mechanisms by which the child is born according to
the 'manner in which it presents.

Fra. 29.—Diagrams to show the action of an oblique uterus in
producing extension.

The Mechanism of Vertex Presentations.—As the uterus
pushes the feetus down, the resistance offered by the undi-
lated pelviec canal makes the head flex. At the brim the
suboccipito bregmatic or suboccipito-frontal diameter
lie in one or other oblique diameter (of the inlet). Butat
the outlet the antero-posterior diameter is the longer,
being 5 ins. It is an advantage, then, for the feetal head to
pass the outlet with the suboccipito bregmatic diameter,
antero-posterior. This is managed by the action of the
muscles which form a sort of floor to the pelvie cavity and
are known as the muscles of the pelvic floor. These
muscles push the most advanced part of the feetus to
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the majority of cases the head flexes fully, the occiput be-
comes the most advanced part of the feetus and is pushed
by the muscles of the pelvic floor to the front. The cases
are just ordinary vertex presentations.

Sometimes, however, when flexion is incomplete, the
forehead is as advanced, or more advanced, than the occiput
and is turned to the front. The forehead fixes against
the pubic bone, and the occipito-frontal diameter of 41
ins. has to pass the antero-posterior diameter of 5 ins. This
is difficult and may require a doctor’s help. Sometimes,
however, with the forehead fixed against the pubic bone,
the occiput is born by flexion and then the forehead is
born. :

The movements are then : (1) descent throughout ; (2)

partial flexion ; (3) internal rotation of forehead to the
front ; (4) flexion ; (5) restitution ; (6) external rotation ;
(7) birth of trunk and limbs.
~ The Mechanism of Brow Presentations.—When the brow
presents the mento-vertical diameter of 5 ins. would
have to lie in one oblique diameter of 5 ins. The
presentation must change to vertex or face, if the head is
to pass the inlet at all. In brow cases this is what happens,
either the head flexes or extends above the brim or a doctor
has to bring about delivery in some other way. A small
child may in very rare cases be born as a brow presentation,
if the pelvis is extra large, for you must remember that
these measurements are only average measurements, that
is to say, a large number of female pelves and feetal heads
have been measured and an average struck. They are not
strictly exact for each individual case.

The Mechanism of Face Presentations.—The head is extended
either because of contracted pelvis or oblique uterus, the
face descends and the chin becomes the most advanced
part of the feetu. The chin, therefore, is pushed to the
front and comes under the pubic arch. The head then
flexes and so the occiput sweeps over the posterior border
of the vulva and the head is born.

The movements, therefore, are : (1) descent throughout ;

(2) extension ; (3) rotation of chin to the front; (4)
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Flexion is then not quite so complete and delivery therefore
a little more difficult.

The Mechanism of Transverse Presentations.—There is no
mechanism to transverse presentations, for the feetus cannot
be born without the doctor’s help.

In rare cases dead children that are limp and children

«Caput succedaneum.

Fic. 32. Fia. 33.
Caput succedaneum and moulded Diagram of forces that produce
head of Vertex I. after delivery moulding.

that are not full-grown are delivered without help, but
these cases are so rare that you need not consider them
as practical possibilities.

Moulding of the Head and the Caput Succedaneum (caput, head
—Latin ; succedaneum—taking the place of).—If you take
a large ball of putty and squeeze it in your hand, the putty
will bulge, where it is not in contact with your hand. If
you squeeze a wet sponge water will exude into that part
of the sponge which is not in contact with your hand.
This is the principle of moulding and the caput succe-
daneum. The head is squeezed, when pushed down, by the
unyielding walls of the pelvic canal. It bulges where it is
not in contact with those walls. The caput is formed by
the fluids of the squeezed tissues which are squeezed into the
tissues of the scalp that are not in contact with the walls of
the pelvic canal. The caput forms a puffy swelling in the






CHAPTER IX
CLEANLINESS—THE KIT

You are now equipped with sufficient knowledge of
pregnancy and labour to understand the practical part
of midwifery, namely the treatment of normal pregnancy,
of abnormal pregnancy, of normal or ordinary cases of
labour, and of abnormal or extraordinary cases of labour.

The first practical points that must engage your attention
are : (1) the supreme importance of cleanliness ; (2) your
kit and the care you must take of it.

- Natural Delivery.—Dr. Archibald Reid, a great authority
on Heredity, writes : * The parturitions of savage women
resemble those of the lower animals in their comparative
ease, the mother often resuming her duties immediately
after birth.”

The Need of Interference.—You see that interference in
childbirth is really not a natural thing. Unfortunately,
for various reasons into which I need r.u::nt enter, but reasons
mainly arising from the unnatural conditions that civiliza-
tion has imposed upon them, civilized women do not have
their children with the ease that most savage women
have them, and so interference, to be sure that all goes
well, and that there is no condition present dangerous
to either mother or child,.is often necessary.

But the less you interfere the better, and the principal
object of the Rotunda teaching is to train you to help
at or conduct, as it is called,  a normal delivery with as
little interference as possible, and also to discover if any
dangerous condition is present with as little interference

as possible. When you do feel it necessary to interfere
]






68 ROTUNDA MIDWIFERY FOR NURSES

recognize the danger of microbes and the precautions to
be taken against them.

You will wonder how man can oppose such tiny and
dangerous foes found in such countless millions. But
science has enabled him to guard against them, and this
he does by means of disinfection, a term applied to the
killing of microbes.

The principal disinfectants or means by which microbes
are killed are, in the order of their power : (1) boiling ;
(2) soap and water ; (3) chemical disinfectants like
solutions of carbolic acid, lysol, corrosive sublimate
(a salt of mercury),

Seamlh LOXR eyllin and creolin.
oy, St AN With these disin-
awanded in o ?::‘;‘E:‘_" 23 fectants we shall be

chains, called v, Staphy lacaces constantly dealing.
elvepfococey & ° Other Names for

Y Wat- ,‘:;::?d ~22y—. Microbes.— Microbes
s :‘d—- diplococei ;:,: v are also call e d
hu:ﬂa By :‘hnpul germs, bacteria,

: Wierobes . IMICTO-Organisms, or
Spwillae  sometimes  simply

Fia. 3+.—The various kinds of microbes. urganisma. Micro-

cocci, diplocoeei,
streptococci, staphylococei, bacilli and spirille are the
names of special forms of microbes, names which you
need not remember.

Some Rules of the Midwives Board.—Although I hope you
will all get copies of the rules of the Midwives Board, yet
I think it wise for me to quote some of them here to show
you how insistent they are on your cleanliness.

“ 1. The midwife must be scrupulously clean in every way,
because the smallest particle of decomposing matter may
set up puerperal (puerperium—Lat. puer, a boy ; parere, to
bear) fevers.

«« She must wear a dress of washable material, and over
it a clean washable apron.

« NoTg.—It is best to have the sleeves of the dress made
so that the midwife can tuck them well up above the
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no mistake. You will find it very convenient, for it is not
bulky. Carry it in a batist bag, in which you can boil
it.

Cleaning the Kit when you come Home from a Case.—You
should clean your kit as soon as you come home from a
case, even if you come home dead beat in the early hours
of the morning, for you may get another call and your
kit will not be ready.

To eclean it take the used instruments from out of the
batist in which you have rolled them.

If you have opened the bag containing the catheter,
scissors, and nozzle or that containing the nail brush and
finger-stalls, you must disinfect all their eontents whether

o mnelal

: ”
m @ qas

Fig. 36.—The Sterilizer.

you have used them or not, and the bag. I advise you to
have spare sets of bags, which you boil and hang upside
down until they are dry. Their insides will be * sterile,”
that is to say any microbes inside the bag will have
been killed by boiling.

The Sterilizer.—The best sterilizer you can have at home
is a small fish kettle which you put on to a gas stove.
You should have a pair of forceps to pick the boiling things
out of the sterilizer.

Sterilizing or Disinfecting Instruments.—Fill the fish kettle
a quarter to half full of water, add some washing soda to
the water—for a soda solution prevents steel instruments
from rusting—and Jlight the gas. Scrub the scissors
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all you have to do is to pack your kit. You are not delayed
by having to clean them.

Fortnightly Cleaning of Kit.—I recommend you once a
- fortnight to undertake a rigorous cleaning of your kit,
but if you are not attending many cases once a month is
sufficient. This thorough cleansing you must also undertake,
if you are attending a case that has blood poisoning or
other infectious disease. As you will have a doctor in
such a case you can ask his advice as to how you should
disinfect yourself and your apparatus. I tell you now
the advice I would personally give you.

I would advise you to clean your instruments and
appliances as I have already told you, only you should
boil the things for half an hour instead of five minutes.
" You should take out the inside lining of the bag and boil
that for half an hour. You should then take a bowl of
1-500 corrosive sublimate solution (two tabloids to the
pint), soak several large bits of cotton-wool in it for ten
minutes and wipe over the outside as well as the inside
of the leather bag. Take the bottles and wipe them
thoroughly with this wool soaked in corrosive sublimate.
Stand the thermometer case and thermometer in it.
Finally fill the Higginson’s syringe and let that soak in
it for several hours.

You should take a hot bath and pay especial attention
to washing your hair. After the bath put on fresh clothing.
If you use a Samway’s tin scrub it inside and out with
soap and water, wash away the soap and swab it inside
and out with corrosive sublimate solution (1-500).

If your last patient had severe blood poisoning, I
would even advise you after cleaning the bag to let it
dry and then to put it in the oven for half an hour at
such a heat that breadecrumbs on the floor of the oven
are faintly browned. Greater heat will destroy the
leather. . You should get a new packet of binder pins,
new gamgee tissue, linen and wool, and destroy the
old. Send your infected clothing to the Sanitary Author-
ity of the District to be disinfected.

Rules of the Midwives Board.—‘° Whenever a midwife has
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you to tell her what to get. Here is a list of her require-
ments.

2 mackintosh sheets for the bed, a yard and a half by a
yard.

12 sanitary woodwool towels,

2 large woodwool sheets.

(Gamgee tissue and absorbent cotton-wool.

3 enamelled basins, holding a pint each.

4 binders. A binder should be a yard and a quarter long
and three-quarters of a yard wide and made of strong
roller towel material. Women in good position
usually prefer the ready-made binders with straps and
buckles obtained from surgical instrument makers.

Of course, if the patient is poor, she will not be able to
buy these things. We will deal later with attendance on the
Very poor.

The Lying-in Room.—If you have any voice in the selection
of the room in which the patient is going to be confined,
the following are the points to which you should pay
attention. It must be a light, well-ventilated room, with a
south-west aspect, so that there is plenty of sun. Quiet
is another essential. There must be a fireplace, and the
fire must be laid, so that you can light it at once. For the
rest, dust is the great thing you have to avoid, for in dust
many microbes are found, and therefore the more dust
there is in the room, the more likelihood is there of microbes
reaching the patient.

Curtains, ornaments, pictures, heavy furniture, and
carpets, all harbour dust. For this reason curtains that can
be cleaned are preferable. Ornaments and pictures must
be dusted with a wet rag. Dusting with a dry duster
merely stirs up the dust, which then settles in another
part of the room. Cumbersome and heavy furniture
should be moved from the room. The carpet is swept
with damp tea leaves and the area round the bed covered
with linoleum, if possible. Remember then that a lying-in
room should be bright, sunny, airy, quiet and free of dust.

The Bed.— It is much more convenient to nurse a patient
in a single bed than in a double one. A single bed that
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throughout pregnancy, but as these contractions are not
painful, the woman is not conscious of them. The con-
tractions of labour pull open the internal and external os,
and the opening of the cervix causes pain in the hollow of
the back. Hence the contractions of labour, which give the
patient actual pain, are popularly known as “ the pains.” .
The transition from the painless to the painful state may be’
abrupt or gradual. Usually it is gradual, and the true pains .
are preceded by vague, inconstant pains in the pit of the
stomach, known as the rarLse pains. The false pains not
infrequently occupy the twenty-four hours preceding the
true onset of labour. The true pains are characterized by
the regular intervals between them and the pain being
in the back, not in the pit of the stomach.

How to distinguish a True Pain.— Y ou must tell your patient
to lie down on the bed with her abdomen exposed. Lay
your hands on her abdomen and talk to her to distract
her attention. You will notice the uterus harden with a
contraction and you notice at the same time that she
frowns or winces with pain. If she tells you that the pain
is on, and it is in her back, she is almost certainly in labour ;
in fact from a practical point of view she is in labour, for
exceptions, though they occur, are very uncommon.

If, however, you ask her a leading question, that is to
say when you feel the uterusharden,if you say ** Have you
a pain in your back ?” she will probably say * yes,”
whether she had a proper labour pain or not, and you will
be misled.

2. The Fixing of the Head between the Pains in a Multipara.—
In telling you about the mechanism of labour, you remem-
ber the head flexed and descended into the brim of the
pelvis. You also remember my description of the lower
uterine segment as that part of the uterus which was below
the greatest breadth and width of the head and therefore
had to expand to allow the head to pass. This descent of
the head leads to the expansion of the lower uterine seg-
ment. If the head does not descend into the brim, it does
not reach the lower uterine segment, which lies a little
below the level of the brim.
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But before leaving this subject of fixing of the head, you
must carefully remember that if the head (as in brow presen-
tation) cannot enter the brim, or if the child is transverse
or a breech, the head cannot and does not fix, although
labour 1is in progress. This is a very important peint,
this non-fixation of the head in the definite presence of
labour, to which I shall constantly return.

The method of telling whether the head is fixed will
be shortly described under Pawlik’s grip.

3. The Show.—Before the child is born, the vagina and
cervixsecreteslimymucus, which acts as a lubricant. Again,
when the internal os dilates the membranes which are

uq.mbrme?

F1c. 39.—Diagram to show detachment of membranes when the os opens.

attached to the uterine wall must get detached around
the dilating os or break as it dilates. They do actually
get ‘detached and in doing so there is a little blood lost.
This blood mixes with the slimy mucus that lubricates
the vagina and the two make up the “show,” and you
see that the show occurs only because labour has really
started.

To see the show turn the woman on her left side, separate
her thighs, and look at the vulva. If you see bloody slime
hanging about the vulva and vulval hair you can be sure
labour has started. Absence of the show, however, does
not mean that she is not in labour.

4. The Opening of the Internal Os.—lf you are not sure
whether the patient is in labour you will have to make a
vaginal examination to feel if the internal os is dilated or
not. Probably at all cases which you attend alone, you
will make this vaginal examination unless it is clear that the
baby will soon be born. There is no particular harm in
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the mons veneris on either side of the vulva are two thick
folds of skin and tissue covered with hair, which make
two lips to the vagina. They are known as the raBra
MAJORA (labium — Latin, a lip) or greater lips. To-
wards the back passage they are not so definite and
are in fact lost in a dense wedge of tissue, which separates
the vulva from the anus and is known as the PERINEUM.
Now, if you pull aside the labia majora, you will see two
small lips or folds again form inner boundaries of the
vagina. They are known as the LABIA MINORA. The labia
minora meet at a little rod-shaped body that lies in the
middle line at the upper part of the vulva and is known as
the cLITORIS.

The labia minora are very important. If you look at
them you will see their outer surface is formed by skin, but
their inner surfaces, which touch each other and close over
the opening of the vagina, look smooth and shiny. They
are, in fact, lined by a tissue that is a transition between
mucous membrane and skin, These surfaces are known
as the MUCO-CUTANEOUS SURFACES OF THE LABIA MINORA, and
they are of great importance in midwifery. Many microbes
dangerous to the mother are found on them, and therefore
upon the careful cleansing of the muco-cutaneous surfaces
of the labia minora her health when lying-in will largely
depend, for if they are not clean your fingers when
making a vaginal examination brush past them and carry
their microbes up to ‘the cervix. = This is their impor-
tance, and this must ever be in your mind when you make
vaginal examinations.

Separating the labia minora, you see they make
a sharp edge of thin skin, which forms the posterior or
lower border of the vaginal orifice and is known as the
rOURCHETTE. The fourchette nearly always gets torn in
primipare when the child’s head is being born. Above
and in front you will see the ENTRANCE OF THE URETHRA,
through which the urine passes from the bladder. It is
situated in the middle line half-way between the clitoris
and the entrance to the vagina. Finally the entrance to
the vagina is rimmed by a torn and irregular border of
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patient to get, or some earthenware dishes you can find
in the kitchen. '

Fill one with some bits of soap from which you have
washed the outer surface, some boiling water and a little
lysol and eighteen wipes made by rolling up pieces of
clean cotton-wool the size of the top of your thumb.

Fill the other with corrosive sublimate solution (1-1,000)
(one tabloid to a pint of water) and eighteen wipes of
cotton-wool. ;

Stand these two basins on a chair near the patient.

You now take the batist bag in which you carry the
nail brush and rubber finger-stalls, which you remember
you sterilized when cleaning your kit. For safety’s sake
I advise you to sink the bag and boil them again in the
saucepan for five minutes, and so kill any microbes that
might by chance have got into the bag since you sterilized
it. Upset the contents of the bag without touching them
into the basin of corrosive sublimate.

Take your piece of soap, wash off its outer surface, and
drop into the basin for soap and water.

Roll your sleeves up above your elbow.

You have now clean basins, clean jugs, clean water,
clean soap, a boiled scrubbing brush for washing your
hands, and wipes for cleaning the vulva.

Get the patient next to turn on her left side with her
hips well to the edge of the bed so that you will easily be
able to clean the vulva.

Put a piece of batist or mackintosh under her to prevent
wetting her clothes and have a small bath projecting
from under the bed into which you can throw the used
wipes.

]E'ick the brush out of the corrosive sublimate and
proceed to scrub your hands with soap and water. If
the water is hard a little lysol added to it will make it
soft. In the labour wards of the Rotunda we have a
sand glass which runs through in four minutes. Every
one has to wash their hands and forearms with soap and
water for this four minutes, and the nurses in the labour
ward will agree with me that four minutes seems a very
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hand and wipe the MUCO-CUTANEOUS SURFACES with the
remaining nine wipes from above down. Wipe away the
soap with the first six wipes in corrosive sublimate solution. -
Then use six wipes soaked in corrosive sublimate for
the outside vulva and five for the muco-cutaneous surfaces,
wiping from above down and using a wipe once only,
throwing it after use into the bath. Place the last wipe
between the muco-cutaneous surfaces of the labia minora
and leave it there. :

Rewashing Hands. The use of Finger-stalls or Gloves.— Y ou
. have slightly contaminated your hands whilst cleansing
the vulva, therefore rewash your hands; serubbing them
in the same basin by the same routine. Wash off the
soap and soak the hands in corrosive sublimate solution.
Now put rubber finger-stalls on to the index and middle -
fingers of the right hand.  Finger-stalls or gloves are always
used by nurses in the Rotunda. Their advantage is
that you can boil them and ensure all microbes being killed.
Their disadvantage is that you cannot be so sure as to
what you feel, until you have practice with them. I
leave it to you, whether you use them or not in private
work, your decision depending on the amount of skill
and self-reliance you gain during your training in hospital.
There is no particular danger in making a vaginal examin-
ation without a glove or finger-stalls provided you are
quite clean, but if you always use gloves when touching the
vulva or examining the vagina, your hands never get
soiled, and you are less likely to contaminate your patients.

Passing the Fingers into the Vagina.—Remove the cotton-
wool wipe. Lift the upper labium minus right up as
the patient lies on her left side with the fingers of
your left hand and so make the muco-cutaneous surfaces
gape. Pass the index and middle finger of your right
hand into the middle of the vaginal orifice so as to avoid,
as far as possible, touching the gaping surfaces.

Another good way of opening the labia minora is to
pass your left hand from the patient’s abdomen between
her thighs and open the labia with your finger and thumb,
as you see in the figure.






9  ROTUNDA MID WIFERY FOR NURSES

the edge of the os as far round &as you can.’ Sometimes you.
will have great difficulty in reaching. the os at all, for it is
in some cases high up in the posterior part of the vagina.

You can in these cases reach the cervix behind by pushing
your two fingers well up into the vagina. ,

When you feel the edge of the os, run your fingers round
il and estimate its size. You reckon its size by the number
of fingers, placed side by side, that you think you could pass
through it. Thus you have a ‘ one-finger 0s,” when you
could pass only one finger; a ‘ two-finger o0s,” when you
pass two fingers side by
side through it, and so’
on. .

A FULLY DILATED 08
is one that you cannot
feel at all because it is
above the greatest width
of the head, which has
passed through it.

Sometimes the anterior
lip of the cervix is caught
between the child’s head
and the pubic bone,

Os pulled up posteriorly. Anterior H‘ltlfm'ugh the rest of the
lip of the cervix stretched and thin. 08 is above the greatest

width”of the head. In
such a case by pushing the caught anterior lip up over the
head you make the os fully dilated.

TaeE MEMBRANES.—The feetus floats in the liquor amnii
contained in the bag of feetal membranes formed by the
amnion and chorion, which are so closely apposed as to
practically form one membrane. It is the bulging of
this bag of membranes through the os that helps to open
it. When the os is fully dilated, or nearly so, the mem-
branes break and some water escapes, for they are no
longer needed when the os is opened. Sometimes they
break earlier, and this is a disadvantage, for their power
of dilating the os by the evenly distributed pressure of

fluid is the best for the purpose.

Puhbes
Urethra
Vagina
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child’s hair. You feel the overlapping of the bones at
a suture as a long ridge. If you feel either hair or suture
you may be sure it is the head. Unless you feel these, the
presenting part may possibly be a breech, for this also feels
very hard. In nearly all cases you should feel a suture,
but sometimes when labour has been long and the mem-
branes are broken your sense of touch is interfered with by
the CAPUT SUCCEDANEUM (p.64). It isa sign that the headis
being tightly squeezed. It forms a pad of fluid between -
the head and your finger and obscures your-touch like the
unbroken bag of waters. Indeed you may mistake it
for the bag of waters. But you can move the relaxed
skin of membranes over the head and you cannot do this
with the skin over the caput succedaneum. Again, you
feel hair on the caput succedaneum. You can often see
the hair on the caput, if you open the vagina by separating
your two fingers in the vagina, and you may thus know
that the waters have broken.

Dragyosis orF PosrrioNn.—You can diagnose the position
by vaginal examination. It is better to do so by abdominal
examination, but if the head is well within the reach of
your fingers, you should be able to do it by vaginal ex-
amination. But I advise you to diagnose by abdominal
rather than vaginal palpation, so as to avoid prolonged or
needless vaginal examinations. The clue to the position in
a vertex presentation is the position of the fontanelles.
The posterior fontanelle you distinguish as the meeting-
place of three ridges or sutures, the anterior fontanelle
as the meeting-place of four ridges or sutures. There is
no membranous interspace, for this space is closed by
the squeezing together of the head bones during labour.

The posterior fontanelle is forwards and to the left
in Vertex I, forwards and to the right in Vertex II, back-
wards and to the right in Vertex III, backwards and to
the left in Vertex IV. The anterior fontanelle is of course
the reverse of these. When the head is in the canal
rotation to the front has occurred, and in both Vertex I
and Vertex IT you feel the posterior fontanelle in front

in the middle line.
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Significance of the Knowledge you have gained by Vaginal
Examination.—The show, if present, tells you the patient
is in labour, but its absence does not mean necessarily
that she is not in labour.

The size of the os will tell whether labour has begun,
or the stage of labour. A “ one-finger os” in a primipara
means that she is in labour, but the fact that you can get
one finger through the internal os in a multipara is not a
certain, but only a very probable, sign that labour has
started. The first stage is the time from the beginning of
labour to the full dilatation of the os. Therefore if the
os is not fully dilated, the patient is in the first stage of
labour, and its size will give you some indication as to how
far advanced she is in the first stage. If the os is fully
dilated the patient is in the second stage, which lasts from
full dilatation to the delivery of the child.

Feeling a head is reassuring. If you feel the head with
two fingers in the vagina, you can be happy about your
patient, for the baby is certainly lying in a good position. -

If you feel a large caput and the head does not advance
with the good pains, the head is certainly very tightly
squeezed, and the case is one for a doctor; but with these
cases | will deal later. -

If the head is in the brim you can diagnose the position, .
but if the head is in the canal rotation to the front has
taken place, and you can only tell that the case is Vertex |
or II or Vertex III or 1V, but you cannot tell between
Vertex I and II or between Vertex IIT and 1V. You
can, however, do so by abdominal palpation, with which
I shall now deal. ;

Your Patient is almost certainly in Labour :—

1. If the pains are in the back, are intermittent, and
{}ecm with hardening of the uterus.

. If the pains are as in (1) and there is a show.

3 If in a multipara there are pains and the head is
fixed.

4, If the internal os-admits.one finger.
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diifﬁculty you should desist rather than use force, but you
will seldom have difficulty, unless, as I say, you try to pass
it when the child’s head is so low that it will soon be born.

FiG. 46.—Diagram of catheter in bladder.

Pass it between the pains. If you pass it into the
vagina by mistake, reboil it before you pass it into the
urethra. When the urine has ceased to flow, withdraw it
slowly, pressing with your left hand over the abdomen
above the pubes so as to completely empty the bladder.

Palpation.—Warm your hands and place the palms flat
on the abdomen. Gently dip the pads of your finger
tips down on to the uterus. Gentleness accustoms the
abdominal muscles to the play of the fingers, which is
called palpation. For the sake of description and method,
four palpations are described : (1) fundal palpation, the
palpation of the feetal parts at the fundus; (2) umbilical
palpation, the palpation of the feetal parts in the neigh-
bourhood of and below the umbilicus ; (3) Pawlik’s grip,
a special grip for the presenting part ; (4) pelvic palpation,
by which you feel for any feetal part that has sunk into
the pelvis.

Fundal and Umbilical Palpations.—Sit on the side of the
bed facing the patient. Sit comfortably so that your
attention may be devoted to what you feel. Fold some
clothes over the patient’s chest, so as to prevent her

S
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Listening for the Feetal Heart.—To listen for the feetal heart,
apply your ear directly with light pressure to the abdomen
of the woman. You will hear it best over the back of the
child, and this fact confirms your diagnosis of the position.
It sounds like the rapid tick of a watch under a pillow.
Count it, and you will find it beats between 120 and 160
times per minute. Hold the pulse of the mother whilst
listening, lest you mistake her heart beat for the feetal
heart.

The Patient’s History.—Whilst you are palpating the
woman you should talk to her and find out about her past
health. Ask her whether she has been strong while carry-
ing the child ; when she was last unwell ; whether she
lost any blood during pregnancy, and if so, when. Find out
exactly when labour started. If she is a multipara ask her
about the ease or difficulty and length of previous labours.
Be careful not to alarm her by injudicious questions.

The Pulse and Temperature.—Next take her pulse and
temperature and make a note of them with the time when
they were taken. In taking the pulse remember that it is
often raised by nervousness. Feel the pulse for a little
before counting, so that it may have a chance to quiet
down.

Nature of the Pains.—Whilst you are examining your
patient you should also notice the nature and frequency of
the pains. In nervous patients, your presence sometimes
drives away the pains for a time, so ask her what they were
like and how frequent they were before you came.

The pains of the first stage, those that open the cervix
to full dilatation, differ a little from those of the second
stage, which push the child out through the parturient
canal.

The pains are intermittent, coming and going at intervals,
the length of which depends upon the progress of labour.
In the beginning of labour they may only come about once
in the hour or half-hour. Aslabour advances they become
more frequent until, just before the birth of the child.
contractions occur at intervals of two or three minutes.

The pains of the second stage differ from those in the
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know that the child is alive and lying normally. You
know how much the presenting head is flexed, and how
much it has sunk into the pelvic cavity. If the pains have
been strong, during your time with the patient, you may
have noticed some advance in the head. You find out
the frequency and strength of the pains. If you have
made a vaginal examination, you know how large the os is
and whether the waters have broken. You know whether
the bladder and rectum are full, and you must remember
that a full bladder or rectum are practically the only
obstruction to anormal labour. Youalso know if the patient
had a healthy pregnancy and whether her previous labours
were easy or difficult, quick or slow, if she is a multipara.

Attendance with a Doctor.—You will, I expect, frequently
attend a normal patient with a doctor. If you do so, he
will himself tell you what he expects done. Many doctors
do not like nurses to make vaginal examinations, therefore,
if you do not know him and have not seen him before you
were called to the case, do not make one.

Do all the rest that I have told you and write him a note
yourself as to information you have gained and he will
decide whether it is needful for him to come at once or not.

Make the same preparations as I described in the last
chapter that he may be able to make a vaginal examina-
tion when he comes. Get plenty of hot and cold water,
ete. Then prepare the patient’s dress and bed, so that all
" may be ready on his arrival.

When can you Safely Leave the Patient >—You are attending
the case yourself. Of course, if you are helping a doctor
you must wait till he comes, otherwise ask for instructions.

It is very difficult sometimes to know when to stay
and when to leave a patient. Sometimes a patient will
have feeble niggling pains, and the baby may not be born
for three or four days from the onset of labour. At other
times a primipara will deliver herself in a few hours from
the onset of labour.

In the majority of primipare the first stage lasts at least
twelve hours, in multipare it averages about six hours.

Judge then, as to the strength and nature of the pains,






CHAPTER XII

THE CONDUCTION OF NORMAL LABOUR
(continwed)

TREATMENT OF THE FIRST AND SECOND STAGES

The Stages of Labour.—You already know the stages of
labour, but I repeat them here, for your treatment
must be divided into that for the different stages.

THE FIrST STAGE is from the beginning of labour to
the full dilatation of the os. Its duration averages six
hours in a multipara and twelve hours in a primipara.

THE SECOND STAGE consists in the passage of the child
through the parturient canal and its expulsion from the
mother’s body. Its duration averages about two hours
in a primipara, but only about fifteen minutes in a multi-
para, for her parturient canal has been stretched and
dilated by previous childbirth.

Tre THIRD STAGE consists of the detachment of the
afterbirth (the placenta and membranes) from the uterus
and its expulsion from the mother’s body. This stage
in civilized women is hindered by the lying down position,
and therefore the midwife has to help the expulsion of
the afterbirth from the body.

TREATMENT OF FIRST STAGE

The description I give you of the conduction of normal
labour you can carry out in the majority of cases, for
you are usually called early and there is plenty of time.
In some cases you are called just as the baby is being
born, so that you have not time to make proper prepara-

tions for the comfort of the patient and for cleanliness.
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Have a large tin bath under the edge of the bed, into
which you can throw the used wipes, this will also
prevent blood and fluid running from the bed on to the
carpet.

You can put a piece of linoleum or drugget over the carpet
to protect it.

Basins. Hot and Cold Water.— The preparation of these
has already been given under preparations for a vaginal
examination.

Attendance on the Poor.—In the houses of the poor you
will not be able to make such careful preparations. Do
as much as you can. Upon the piece of batist you carry
in the bag the woman should lie when confined. It is
better than brown paper. Take a clean penny newspaper
and cover the table with it. It will be probably cleaner
than the surface of the table. Be especially careful in
scrubbing basins, jugs, or pails that are going to be used,
both inside and out with soap and water and flush them
well under a tap. Remember too that a large kettle is
the cleanest receptacle from which to douche, if this is
necessary at any stage of labour.

Douching before the Birth of the Child.— Douching before
the birth of the child is only to be undertaken by you
under one condition, namely when you see, find on your
vaginal fingers, or get a history of, a yellow vaginal dis-
charge, especially if accompanied by pain when the patient
passed her water.

Under normal conditions the natural protection of the
uterus, which I described on p. 85, is quite sufficient.
This yellow discharge is a disease and an unnatural con-
dition, and it is necessary that you should carefully cleanse
the vagina before the birth of the child, both for the mother’s
sake and for the sake of the child, for the yellow matter
gets into the child’s eyes and gives them acute inflammation.
In fact when a woman has a yellow vaginal discharge I
strongly advise you to call in a doctor. The ordinary
““ whites ”’ are of course of no moment. As, however,
you will very rarely have to douche the vagina in normal
labour, I have left the description of douching until we
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first stage, but she should take only light food such as
toast, tea, and eggs. She should not have alcohol. Some-
times she is sick in the first stage ; more often she is sick
in the second stage.

Pulse and Temperature.—Remember the pulse and tempera-
ture together are an excellent guide to the condition of
the patient. If you think she is not progressing as she
should, take her pulse and temperature (p. 102).

Vaginal Examinations.—Vaginal examinations are not
necessary in the first stage unless you make one to assure
yourself that everything is as you wish.

Abdominal Examinations.—You must learn to watch
the advance of labour by making abdominal examinations
and noticing the descent of the head. As the lower
uterine segment and cervix expand, the head sinks into
the pelvic brim, but the advance is not very great and
you need not bother your patient, unless labour is slow,
with abdominal examinations other than the first until
the waters break.

Artificial Rupture of the Membranes.—I advise you never
to rupture the membranes artificially in any case of labour,
unless you see them bulging at the vulva or on making a
vaginal examination for other purposes you find the
head low down and the os fully dilated. If the child’s
head is born with the membranes over it, rupture them
at once. This is the * caul,” beloved of sailors, although
unlucky for the child, which may be suffocated unless
you rip the membranes open. If the membranes are not
ruptured you can scratch through them with the point of a
boiled hairpin during a pain. Have the bath ready to pre-
vent the water they contain running on to the carpet.

General Attention.—This is practically all you can do
to your patient. Pressing in the hollow of her back
relieves the pain during an uterine contraction ; but do
not do this at every pain, for it is unnecessary and will
tire you out as well as the patient.

For the rest the confidence and happiness of the patient
in your attention during the long first stage depends on
your own character and hers, and the power you have
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bath in case it is born in white asphyxia (p. 212). You
should have the vaginal nozzlé and Rotunda douche near
at hand in their sterile batist bag and you should have
a small table close to the bed. On this, if the need arises,
you can stand a box, and on the box a jug. From the jug
you can give a hot douche to stop the occasional severe
bleeding there is after the birth of the child, which is known
as post-partum (post— Latin, after ; partus—Latin, delivery)
hemorrhage. It is a rare accident, but one so dangerous
that you should be prepared for it. The jug should, for
douching, be two to three feet above the bed. You should
also put clean water into the two basins, but leave the
corrosive sublimate basin.

Food.—It is best that she should have only water. She
can have a little tea or milk and soda if she wishes it, but
she is likely to be sick.

How to make the Patient Bear Down Effectively.— Proper
bearing down greatly assists the speed with which the
child is delivered and most women do not bear down
properly.

To make your patient bear down put her on her left
side. Tie a roller towel or rope to the foot end of the
bed. Put a foot cushion or stool against the end of the
bed, against which she can put her feet when she has a
pain, and down the side of which she can put her legs
when she has no pain and thus avoid cramp. When
she has a pain, she flexes her knees and puts her feet
against the cushion. She pulls hard with both hands
on the roller towel, holding her breath. At the same time
you press your knee or fist into her back, for this lessens
her pain. You may also assist by pressing on the fundus
during a pain, but sometimes this hurts her and you have
to desist. You will often in this way bring about the
birth of a baby, when others would wait for an hour or
more, or give up hope of natural delivery. When you
see the head just appearing between the opening lips of
the vulva, do not let her bear down so hard, for the vulva
and perineum must have time to stretch.

When you see the feetal head is beginning to come
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firstly, not to open the thighs more widely than is necessary,
for this stretches the perineum; secondly, that torn peri-
neums in primipara are very common. Of the primiparae
who are attended by nurses in the hospital about fifty
out of every hundred get tears that have to be sewn up.

When the Head is Born.—Both your hands are clean.
First see if the cord is round the child’s neck. This you
do by pulling on the child’s head a little until you see its
neck. If the cord is round its neck, put two fingers in
and pull a loop down over the head. If the shoulders
are being born, you can slip it over them. If the cord
is so tight that you can do neither of these things, you
must cut it through with scissors and press on the fundus
to help delivery of the child. If either end of the cord
bleeds nip it between your finger and thumb until the
child is born. Then tie the cord.

Care of Mouth and Eyes.—There may be much mucus in
the mouth of the child. Its first breath is to take air
in and it may choke' itself by sucking down the mucus.
Therefore wipe out the child’s mouth when the head is
born with a clean piece of soft linen wrapped round your
little finger.

With linen, wipe the eyes from the bridge of the nose
outwards to free them of possible vaginal discharge.

Birth of the Shoulders.—The birth of the shoulders is
brought about naturally by the pain that follows the pain
that pushed out the child’s head. The interval between
the two pains may seem to you a long one, but there is
no danger to the child, for the blood still passes from it
to the placenta and it also takes short breaths. _

In rare cases the child’s face is of a dead white, or 1t
gets very blue and has convulsive twitchings. In these
cases you must hasten delivery. Do so by rubbing the
uterus up to a contraction with your left hand and pressing
on the fundus with the pain. This will press the child
out. Should it not do so pass a clean finger of the right
hand into the vagina, hook it under the anterior arm-
pit and pull the shoulder down under the pubic arch.  You
will very rarely be called upon to do this.






CHAPTER XIII

THE CONDUCTION OF NORMAL LABOUR
(continued)

TREATMENT OF THE THIRD STAGE

Position.—Let the patient lie on her left side for a few -
moments after the birth of the child so that the blood and
liquor amnii can drain away into the bath instead of
into the bed. Then turn her on to her back, taking care
she does not kick the baby as she turns. The back is
more comfortable for the mother to lie on and you can
watch the condition of the uterus better when she is in
this position.

General Considerations.—The mother loses heat during
delivery, and if she is not covered after the child is
born, she will shiver. Therefore first cover her with
clothes or a blanket. The clothes should cover her chest,
abdomen and lower limbs. If she bends up her knees they
will not get soiled.

The only fear in the third stage of labour is bleeding
from the uterus. This, though a rare occurrence, is very
dangerous to the mother’s life. The whole of your treat-
ment of the mother in the third stage is really to avoid
any risk of this hemorrhage after the birth and to be
clean.

(ilance round to see that you have the douche ready
in case of heemorrhage, for a hot vaginal douche is an
admirable remedy, as will be described in the chapter on
this kind of heemorrhage. You have a kettle on the hob,

cold water in a jug, a chair or box that you could
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flannel and put it somewhere on the bed where you can
watch it, but where it is out of the way.

What is Meant by the Control of the Uterus.—From the birth
of the child until a quarter of an howr after the delivery of
the afterbirth you must conirol the uterus.

What is meant by controlling the uterus ? The uterus
after the birth of the baby as a rule rests for a few
minutes. Whilst resting it is not flabby, but firm, with
what is known as retraction, a firmness which how-
ever is not as marked as that of contraction. Then
further contractions occur at intervals to push the pla-
centa into the vagina. The continuous firmness and
thickening of the muscle, known as retraction, prevents
bleeding by squeezing the blood-vessels. Contraction
also prevents bleeding, but as it is not continuous, it is
not constant in its action like retraction.

In rare cases retraction and contraction are deficient, the
uterus is flabby and fills with blood. Blood also flows from
the vulva. There is in fact ‘post-partum hemorrhage.”
It is to assure yourself that retraction and contraction
of the uterus are present that you control the uterus.

How to Control the Uterus.—Sink the little finger or that
border of your left hand into the abdomen above the
fundus of the uterus. The palm of your hand and your
fingers then fit like a cap over the dome-shaped fundus of
the uterus. Do not massage or rub the uterus, but lightly
keep contact with the fundus. You will easily feel the
normal uterus, firm when retracted, harder and smaller
when contracted. When it gets flabby it fills with blood
and its outline becomes indistinet. At the same time
the pulse will quicken or the patient may get pale. It is
to detect such an occurrence immediately that you control
the uterus both before and after the delivery of the after-
birth. The treatment of the condition will be given under
post-partum hzemorrhage.

Do not rub or massage the uterus if you feel it distinctly.
You may be tempted to do so, but you will do harm if
you do, for you make the part you rub contract separately.
What you want is regular contractions of the whole uterus.
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the canal in front of it, out of the vulva. The membranes
follow. It is essential, then, to know the signs that tell
you the placenta has left the uterus and is in the vagina.
You must know them accurately, for the proper delivery
of the afterbirth is your most important duty at a
normal case.

1. The cord lengthens. You put a ligature on the cord
some two inches from the vulva, after lightly pulling on
the cord to pull any coil in the vagina out straight. When
the placenta descends from the uterine cavity to the upper
part of the vagina, the cord descends with it. Consequently
when the placenta has left the uterus, if you lightly stretch
the cord, the cord will lengthen outside the vulva and your
ligature be distinctly more than two inches from the vulva.
This is a very reliable sign. Sometimes, however, the
uterus expels the placenta before you tie the ligature and
then of course it is no good waiting for this sign to appear.

2. The second sign, however, is always present. To
obtain it, draw the cord out straight, not pulling more
than is sufficient to straighten it. Lay your hands
on the abdomen on either side of the uterus, as if for
pelvic palpation. Lift the uterus up towards the mother’s
chest. If the placenta is still in the uterus, it will be lifted
up with the uterus and some of the cord outside the vulva
will be drawn into the vagina. If the placenta is not in
the uterus, no length of the cord is drawn into the vagina.

Again rub the fundus up to a contraction and when
the uterus is hard press it gently down into the pelvis.
Stretch the cord lightly with your other hand. As you
press the uterus down, the cord outside the vulva lengthens.
Release the uterus, which springs back into its original
position. If the placenta is in the uterus, it springs back
too, and the extra length of cord is again drawn into the
vagina, If the placenta is outside the uterus, the placenta
is pushed down in front of the uterus and remains down.
It does not spring back when you release the uterus, and
consequently the extra length of cord outside the vulva
remains outside the vulva. This is the best test.

3. Before the placenta has left the uterus, the dome
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bulging just above the pubis, which you may mistake for a
full bladder.
Attention to these signs, especially to 1 and 2, will
enable you to tell when the placenta has left the uterus.
How Long does the Uterus take to Express the Placenta into
the Vagina?—The uterus may expelgthe placenta at once
after the birth of the child, in five, ten, thirty, or more
minutes. If it has not done so within an hour the case
must be reckoned abnormal from a practical point of view.
When the Midwife should Express the Placenta.—You must
never express the placenta until the signs show that it
has left the uterus in a normal
case.

You will do no harm, pro-
vided there is no quickening
of the pulse, pallor, or harm-
ful loss of blood, to wait for
half an hour before you at-
tempt to discover whether

- the placenta has left the
uterus or not. The patient
is glad to be let alone for
a time.

If it has then left, you can
express the afterbirth. If
you think it is still in the
uterus, wait another half-
hour. If you think, even
then, that it is still in the
uterus, attempt twice with
two different contractions of
the uterus to expel it. and if

you fail send for the doctor, with a note to tell him why

you have sent. :
How to Express the Afterbirth.—Wait for a contraction
of the uterus. Rub the contracting fundus to make it
harden to its strongest contraction. You use the con-
tracted uterus as a pusher, with which you push the placenta
along the parturient canal. It must be contracted for

Fic. 59.— Diagram to show
direction of “ push” in expres-
sion of the placenta.







L

126 ROTUNDA MIDWIFERY FOR NURSES

behind in the uterus, you must carefully examine the
afterbirth, . ' g

First, turn the uterine or maternal surface of the placenta

upwards, this is the spongy surface which is not covered
with feetal membrane, holding it laid on your two spread -
hands. You will notice it is composed of some twenty
lobes, with deep furrows separating them. Ifit is covered
with blood clot wash it in a pail or basin of water to -
free it of blood clot. When you press these lobes to-

gether, you will notice they all fit accurately. *Some-
& - times one of the

i SR AT oo . |
I g SR ot furrows has torn
AR NEEY bleeding edges, but
when you press the
edges gently together
. you find they fit
@  accurately together.
&8  If they do not a
~ gap is made and the
. piece of placenta
| | which should fit the

' gap has been left in
the uterus.
oL e Examine the edge.
— g L d If you see torn vessels
Afterbirth with Piﬁl-lﬂﬂt;l succenturiata. at the edge, a ‘_‘ pla-

centa succenturiata”
has been left in the uterus. A placenta succenturiata is
a small accessory placenta fed by vessels from the main
placenta which gets torn when it is left behind. Fortu-
nately, it is rare, for it is more than useless, being a
definite danger to the woman, for it, or they—for there
may be more than one—are frequently overlooked and
left in the uterus. If left, post-partum h@morrhage or
blood poisoning is almost sure to arise.

Now turn the maternal surface downwards and unfold
and hold open the membranes. They should be intact
and large enough to enclose the child. Except the big
hole through which the child has passed there should be
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practically always torn in primipare. You will see the small
shallow laceration. It does noharm. Butat the Rotunda
Hospital, fifty out of every hundred primiparz attended
by nurses have lacerations, which have to be stitched.

Tears that have to be stitched are : (1) any tear of the skin
that is more than half an inch long ; (2) any tear that is
more than half an inch deep ; (3) any tear that involves
the posterior vaginal wall without involving the skin and
is more than a mere surface laceration.

You must send for a doctor, who will sew up the lacera-
tion. Let him know why you send for him. He will
probably require the patient to stay in bed longer than
usual. You should ask him how long. You will pay
especial care to keep the sewn perineum clean from con-
tamination from the motions, and not to separate the
thighs during the lying-in.

Take out the stitches on the eighth to tenth day.

A perineum can be sewn up after the day of delivery as
long as there are raw surfaces.

If you do not send for a doctor when the perineum is
torn and should be sewn, you are guilty of neglecting the
true interest of your patient.

Cleaning the Patient.—You have the patient on her left
side. Wipe her back and thighs free of blood with a clean
towel. Then wipe the wvulva with corrosive sublimate
wipes, till it is free of blood, using one wipe at a time.
Wipe over a cLOSED vulva from now on through the lying-
in period. There is no need for you to cleanse the muco-
cutaneous surfaces of the labia minora.

If her nightdress is soiled put on a clean one. Those
that button on the back are easy to take off and put on.

Removing the Drawsheet and Upper Mackintosh.—Now
remove the drawsheet and upper mackintosh, and put
them in the bath. The patient rests on the binder and
woodwool sheet.

The Pad.—Turn the patient on her back again. Take a
piece of clean gamgee tissueabout 10ins. by 4 ins., and scorch
one surface brown in front of the fire. The scorching kills
the microbes. -Put the scorched surface, when cool,

o e e e il
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Ergot.—Ergot is a drug that helps the uterus to contract.
It is not needed in normal cases, but if the uterus is not as
firm as you wish, or if there is a little bleeding that makes
you anxious, you can give one or two teaspoonfuls of the
liquid extract or Squibb’s Ergot in water to your patient.
Never give it until you are sure every bit of placenta has
been delivered, for the hard contraction produced by the
Ergot in some fifteen minutes after you have given it makes
it very difficult for the doctor to get his hand into the
uterus to pull the piece of placenta away.

The Baby.—When you have made the mother comfort-
able, take the baby and examine it to see that it is rightly
formed. Put your little finger into its mouth and see
that the roof of its mouth is not cleft, the defect known as
cleft palate. You will see the deformity of hare-lip.
Examine the baby’s feet. The distortion of club foot is
obvious. Sometimes the back passage is closed, the so-
called imperforate anus. If you are in any doubt, push the
tip of your little finger gently up the back passage, until
you meet with the dark green bowel matter of the new-born
infant, which is known as meconium.

If you find any defect, report it to a doctor.

The Baby's Eyes.—I advise you always to carry a small
blue drop bottle filled with 1 per cent. silver nitrate. Wipe
the baby’s eyes with wool and warm water. Drop a drop
or two of the silver nitrate solution into the hollow between
the child’s eye and nose to make a little pool. Open the
child’s lids, tilt its head so that the solution runs into its
eye. Repeat on the other side. Then wipe the eyes again
with wool in warm water.

This treatment may make the baby’s eyes red for a day
or two, but it has saved hundreds of babies from becoming
blind after birth owing to the terrible inflammation of
the eyes that occurs when any yellow vaginal discharge of
the mother gets into them.

So much of your work will be amongst the poor, amongst
whom these vaginal diseases are more common, that I
advise you to do this to every baby’s eyes as a routine.

The Baby’s Toilet.—The best way to get rid of the white
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it any milk or the top of gruel. Tell her that she herself can
have any light food she feels she could eat, such as tea and
bread and butter, some jelly, with milk and soda. Tell
her you will come and see her again within eight hours, but
get some one to sit with her in the room in case she should
need anything or feel faint.

When to Leave.—I advise you never to leave a patient
who has had a normal labour until an hour has elapsed
from the delivery of the afterbirth. In other cases you
must stay longer. If you are attending with a doctor,
but not staying in the house, ask him when you can leave.
Little complications may arise. The child’s cord may bleed
from slipping of the ligature. The woman herself may lose
more blood than she should. You must then look at the
dressing of the child’s cord and the mother’s vulval pad
before leaving. There should be no blood at all on the
first, and experience will soon tell you how much blood to
expect on the second.

You have been watching the pulse and seen that it has
become slower, or at any rate, not faster. You had
better not leave, if it is over 100 per minute, for the pulse
should certainly not be so quick. Take the temperature
before leaving, and note it,with the pulse, nature of labour,
completeness of afterbirth, time of birth, ete., in a note-
book, for future reference. Feel the uterus under the
binder to see that it is firm.

If all is well, you can now leave, telling some one in the
house where you can be found, if there is need of you.
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the look out for any sign of illness in the mother and to
call in the doctor as soon as you do find she is ill.

If she is well your duties are to attend to her hygiene,
her diet, keep her clean and tell her when she can get up.

Your duties to the baby will be dealt with in the chapters
on the baby.

Visits.—Your first visit should be within eight hours
of the time you left your patient after labour, but if such a
visit means very early hours no harm will come from leaving
her ten hours. You should visit her at least once a day
for the next six days, and then every other day for fourteen
days, after which you can discontinue your visits. I think,
if you have time, you should visit her night and morning
for the first two days.

What to do ata Visit.—Attention to the baby, as I said, will
be given in another chapter.

The things to note in your book at a visit are : (1) the
patient’s temperature; (2) her pulse; (3) the height of the
uterus ; (4) the lochia ; (5) the bladder and urine ; (6) the
bowels ; (7) the diet; (8) sleep; (9) the breasts; (10) general
hygiene and attention to your patient.

I. The Temperature.—Take the temperature under the
tongue with a half-minute thermometer for three minutes.
In the first twenty-four hours after the birth of the child
the temperature is apt to rise. You can disregard such
rise of temperature. But if after the first twenty-four
hours the temperature is raised above 99° F., you must
find or seek a cause. You must apply the knowledge you
gain from your experience and the chapter on the abnormal
puerperium to the case.

2. The Pulse.—Take the pulse and record it. If the
patient is nervous, the pulse rises when you go into the
room. Let her get accustomed to you and hold the wrist
for a little time before counting the pulse. For the first
twenty-four hours after delivery the pulse may be un-
certain. It is usually unnaturally quick for some days, if
there has been much loss of blood and the woman is pale.

With these exceptions the pulse should not be more than
90 per minute, when the woman is lying quietly in bed.
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You can buy excellent notebooks with charts, in
wukiich to keep records of your patient’s temperature and
pulse

Morbidity.—The term morbid (morbus—Latin, disease)
is used in contrast to healthy or normal. A morbid con-
dition of your patient is one in which you must seek a cause.

For practical purposes, excluding the first twenty-four
hours, you must seek a cause of morbidity : (1) if both the
patient’s pulse is over 90 and her temperature over 99° F. ;
(2) if with a slow pulse the temperature is over 100° F, ;
(3) if with a normal temperature the pulse is over 100. If
the simple treatment you are allowed to give your patient
does not restore the patient to normal in twenty-four hours
(for you must call on such a patientevery twelve hours until
she 1s normal again), you must seek medical advice.

I wish to emphasize this. The three rules given may
seem stringent, but they are siringent for the welfare of
the patient. You have no better guide to her health than
the pulse and temperature. In fact there is no harmful
condition of the puerperium, except insanity, in which
either one or other or both will not put you on your
guard. Therefore I strongly urge upon you to keep an
accurate record of both pulse and temperature.

3. The Height of the Uterus.—The uterus shrivels up until
at the end of six weeks it is some twenty-four times smaller
than it was after labour. The process of shrivelling varies
greatly in different women. Also the height of the fundus
depends on the fullness of the bladder or rectum, and
you will not gain much by learning how high the uterus
is on a particular day. What you should notice is the
gradual diminution in size, and this is more important than
learning tables of the height on various days. The fundus
is usually in the neighbourhood of the umbilicus for the
first day or two, and you will find it difficult to feel between
the tenth and fourteenth day, for it has almost shrunk
to a pelvic organ again, being about the same size as it is
in the third month of pregnancy. If you can still feel it
after fourteen days you should tell a doctor, for the case is

abnormal.
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keep careful watch that distension and overflow do not
occur again,

6. The Bowels.—A woman’s bowels are apt to get con-
fined whilst she lies in bed, which is bad for her. Give her
a purge, such as a blue pill and Apenta water or any purge
she knows, on the evening of the second day, and after that
keep her bowels opened once or twice a day. You can let
her sit upon the bedchamber, provided she has had a normal
labour. It will do her no harm, and is more convenient
than lying down. :

7. The Diet.—Until the bowels are opened, the diet should
be light. For example, our patients in hospital have
bread, arrowroot, soup and milk. After the bowels have
acted the patient may have anything she likes that she can
digest. She should not have so much that she gets indiges-
tion. Let her have plenty of milk, but only with her meals.
Milk between meals destroys her appetite. She can have
stout, or alcohol in other forms, if she is accustomed to it ;
but never advise her to take stout or aleohol.

8. Sleep.—A puerperal patient usually sleeps well. If
she fails to sleep you can get a simple sleeping draught,
such as veronal, from the chemist. If this fails to make
her sleep the same night, call in a doctor, for sleeplessness
is a sign of evil omen in a puerperal woman.

9. The Breasts.—If the breasts are squeezed on the day
of delivery you will find a yellow fluid exudes from
the nipple. It is called the colostrum. On the third or
fourth day the white milk begins to flow freely. Breast
feeding is described in the chapters on the baby.

Milk Fever.—In past days it used to be taught that a
puerperal woman’s temperature usually rose when the -
milk flowed into the breast, and this fever was called Milk
Fever. Modern science has shown that this is rarely, if
ever, the case, and such a rise of temperature is due to the
sepsis caused by unclean midwifery.

10. Hygiene and General Attention to the Mother.—The
Hygiene you learnt in Chapter IV you must apply to the
lying-in woman.

Tue Room.—See that the windows are kept open and
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All you can do for the patient is to tell her to rest
with her legs up, when she is in the house.

Hemorrhoids or piles are small bunches of varicose
veins and redundant skin situated round the anal orifice.
They are apt to give trouble in pregnancy, causing itching
and sometimes bleeding, when the bowels are opened.
When present, the bowels must be opened twice a day, and
the patient must rest after they have been opened. The
pelvis should be bathed with cold water after the opening
of the bowels.

Pruritus vulve is the name given to a distressing itching
of the vulva. You can advise a woman to wash the parts
with soap morning and evening, and to use a dusting
powder. Resinol ointment is good for itching.

If any of these complaints are really troublesome;
advise your patient to see a doctor.

ABNORMALITIES DUE TO SOME SEPARATION OF THE

OVUM FROM ITS IMPLANTATION INTO THE UTERINE
WALL OR TUBE, LEADING TO HZAMORRHAGE

Meaning of the Heading.—Imean that, normally, the ovum,
i.e. feetus, bag of membranes and placenta, remains attached
to the uterus until delivery. It is therefore abnormal for
any part of, or the entire ovum to become detached before
full term. When any part does become detached, the raw
surface of the uterus or the tube (for pregnancy can occur
in a tube) bleeds. The blood either escapes at the
vulva, which is the usual course, or sometimes the signs
of internal heemorrhage, such as pallor and quick pulse,
occur, without any blood escaping at the vulva.

The conditions that are included under this heading are
(1) abortion ; (2) vesicular mole ; (3) tubal pregnancy ;
(4) miscarriage ; (5) premature birth ; (6) accidental
h@emorrhage ; (7) placenta pravia.

Duties of the Midwife.—In all these cases, with the excep-
tion of a complete abortion, or a complete miscarriage, or
a premature birth, the midwife must send for the doctor
at once. If the bleeding is very severe she must try to
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A Complete Abortion then consists of the tiny feetus, the
bag of membranes filled with liquor amnii, the chorion
made shaggy by chorionic villi which float out in water,
sometimes the maternal decidua, a thin fleshy membrane,
which covers over the chorionic villi, is discharged as well.
From a practical point of view, as long as a little walnut-
shaped mass is discharged entire, covered with chorionic
villi, from which, when opened with scissors, liquor amnii
in which the feetus floats, escapes, it does not matter about

~ the decidua, for the
p 4 decidua will come
away in a few days
in the lochia, which
follows an abortion
as it does a full-
term delivery. The
patient will often de-
scribean abortionas
a lump of flesh, but
you must not rely
on her deseription,
but must inspect
it and see that it is
complete yourself.

Fi16. 62.—Complete abortion (with exception At the end of
of the decidua) of the third month. the first lunar-

A, chorionic villi forming placenta; B, blood clot; e B :
C, embryo seen through the membranes. month the ovuam 1s

about the size of a thrush’s egg, at the end of the second,
a hen’s egg, at the end of the third, a small orange.

If you see this and are an experienced and careful nurse,
I do not see why you should not treat the case yourself,
following out the same treatment as when treating an
ordinary lying-in, keeping the patient in bed until the
lochia has ceased. :

But you will not often come across such a case,and in all
other cases, without exception, when a pr?gmm WOMan
bleeds you must send for the doctor. Even in a complete
abortion I think you will be wise in sending for a doctor.
Sometimes women try, with, or without success, lo get rid of
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attention. Sometimes it is slight ; sometimes a careless
woman allows a slight dribbling to go on for days or weeks,
before consulting a doctor, sometimes it may be sudden,
severe, and imperil the woman’s life.

SIGNS oF SEVERE BLEEDING.—First of all you will see
the blood on the woman’s clothes, or on the sheet of the
bed. But you cannot always judge of the severity of the
bleeding by the amount of blood you see, for a pint of
blood lost will make one woman very ill, whereas another
loses two pints without greatly feeling the effects. You
all know, more or less, the signs of severe loss of blood.

The patient becomes very pale and faint. Her lips
are white. Her forehead is bathed in a cold sweat. Her
pulse is fast, feeble, or uncountable. Her breathing is
quick and shallow. She is in great anxiety, for she is in
fear of her life. When very ill, she is restless and tries
to get out of bed. Her mind begins to wander, she sinks
into unconsciousness and dies.

Treatment of Abortion.—The first thing that you should do
is to put the patient to bed at once and send for the doctor.

The next thing you should do is to collect all the blood-
clot or other matter that has been passed and put it
gently in a bowl for the doctor’s inspection. In an ordin-
ary case you need do no more until the doctor’s arrival,
except see that there are clean jugs, basins and water, hot
and cold. You can allay the fears of your patient, for
it is rare for death to occur from an abortion.

If there is Severe Bleeding.—If you fear the bleeding is
likely to endanger the patient’s life before the doctor comes
you must stopit, or try to do so. You have two means at
your disposal: first, you should give a hot vaginal douche ;
secondly, you should plug the vagina.

How to Give a Hot Vaginal Douche.—In the {!{mduf'tmn
of normal labour I told you how to be ready for the douche,
and you make the same preparations now.

Get a small table and put it by the bed. On it stand a
stool or box, and on that a jug. The jug should be between
two and three feet above the patient’s body.

The jug must be clean. Pour into it some creolin, about
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fingers into the vagina and pull back the perineum a little.
Insert the vaginal nozzle whilst the fluid is flowing and
push it into the vagina without fear, for you can do no
harm.
Keep your fingers pulling back against the perineum
while you douche, for this allows the fluid to flow out.
Use a jug-full of hot fluid. If the bleeding does not

stop, plug the vagina,

Fia. 64.—The vagina plugged. (The diagram shows the vagina
plugged for accidental haemorrhage, q.v.)

How to Plug the Vagina.—The best plugs for plugging the
vagina are rolled up bits of clean cotton-wool, about the
size of the end of your thumb. If you have no wool, tear
up some linen strips and boil them. You will want a
great number of them, for the vagina is capacmu_s.——u,t least
a big sugar bowl full of them. Boil them first in a sauce-
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if you do it as I have described, paying especial atten-
tion to a really tight packing of plugs round the cervix
and in the vault of the vagina, the bleeding will stop,
and that is the great point.

If she is very collapsed you can give a little raw
brandy by the mouth and wait for the doctor.

Recapitulation.—1 want you to remember these two
treatments of vaginal douching and plugging, for they
are the means by which you stop all serious EXTERNAL
h@morrhage, which ocecurs in pregnancy.

Putrid Abortion.—Sometimes an ovum dies and becomes
putrid in the uterus. Sometimes a part only is discharged
and the part left in the uterus becomes putrid. In either
case the patient will be morbid (p. 136), that is, she will
have raised temperature or pulse or both, and a foul-
smelling, dirty brown, vaginal discharge. A doctor must
be sent for in such a case.

MISCARRIAGE AND PREMATURE BIRTH

In miscarriage and premature birth the rule is for the
waters to break, the feetus to be born and the afterbirth
to follow. You see that they are really similar to a normal
labour and you treat them similarly. There are, however,
two exceptions. The first concerns miscarriage. If the
legs of the feetus appear at the vulva you can pull on them
without fear, It does not matter if the arms extend above
the head, a point I will explain more fully under breech
deliveries. The second is that the placenta in both mis-
carriage and premature birthis likely to be retained, for it
does not separate so readily as a full-term placenta. If
it is retained for over an hour you must send for a doctor.

SEVERE HMEMORRHAGE AT THE MISCARRIAGE PERIOD
is rare, and is due, as a rule, to premature separation of the
placenta ; you deal with the case exactly as with bleed-

ing in abortion.

HYDATIDIFORM OR VESICULAR MOLE

Definition of the Name.—Hydatis is the Greek for vesicle,
so you see hydatidiform and vesicular describe the same
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Sometimes it follows after a fall or a blow received by a
woman who has either some uterine or general disease.
Possibly for both these reasons, namely, because it seems
an unfortunate accident, and sometimes follows an accident,
it is known as AcCCIDENTAL HEMORRHAGE.

Diagnosis between the Two, Accidental and Inevitable.—A
nurse is not supposed to diagnose between the two. The
two signs that she might meet are : (1) she might feel the
spongy mass of the placenta preaevia with her vaginal
fingers in a vaginal examination ; (2) placenta praevia
being in front of the head prevents it engaging. Malpre-
sentations are, therefore, common. Malpresentation plus
bleeding before the birth of the child probably means
placenta previa.

Varieties of Accidental Hamorrhage.— Usually the blood
flows freely from the vulva. Very rarely no blood appears
externally, but the bleeding occurs in a flabby and diseased
uterus. The first is known as revealed, the second as
concealed. The second is very fatal. You have all the
signs of internal heemorrhage together with great pain from
the stretching of the uterus by the blood. Sometimes part
of the blood escapes and
some is retained.

Varieties of Placenta Praevia.—
If the placenta is implanted
so low down that it covers
the internal os, it is called
central ; if it only touches
the edge of the internal os
it is known as marginal ; if
only a piece dips down in
front of the presenting part,
but the greater part is im-
planted above the presenting
part, it is known as partial.

Fia. 68.—FPlacenta prmvin. You need not trouble “fDllI‘-
self about these differences.

They have very little practical importance. i
Signs of Accidental and Inevitable Hemorrhage.—The signs
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treatments in this book, but only outline a few. In
all the cases with which we have been dealing, the bleeding
is due to partial separation of the ovum from its implanta- -
tion. The certain way of stopping the bleeding is to com- .-
plete the separation and empty the uterus of the ovum
quickly. The bleeding stops when the uterus is emptied.
Sometimes, however, the bleeding may not be severe and
the doctor will think the treatment of destroying the life -~
of the ovum too severe. He tries to save the life of the
ovum by putting the mother completely at rest in bed so
as to rest her womb, .

ABorTioN.—If the bleeding is slight and there is no
reason to think that any part of the ovum has béen dis-
charged (and therefore the ovum as arule is not dead) the
patient is put to bed and kept there for .a varying length
of time in the hope of staving off abortion. |

If the bleeding is severe and dangerous to the mother,
if some of the ovum has been discharged and some left in
the uterus, if the ovum or the part left is putrefying,-the
doctor will probably give chloroform and empty the utérus,
either with his fingers or an instrument called a curette.
Sometimes he has to artificially open the internal os first,
if it is tightly closed. This can be done by instruments
called dilators, by tents, by pushing a piece of iodoform
gauze into the cervical canal, or by plugging the vagina. -
Indeed, the latter operation often‘so irritates the uterus
that it contracts vigorously and discharges the ovum on to
the top of the plug. ' e

The best known dilators are the metal Hegar’s dilators.
These are of different sizes. ‘A very small one is first
pushed into the cervix and then the next size, and so on.
Frommer’s dilator is a large instrument with an apex of
prongs, which open out on screwing the handle.

Tents are made.of hard seaweed. They are sterilized in
alcohol, then put into the cervical canal. There they swell
by absorbing water to several times their original size and
so expand the canal. You will be able to see all these
instruments during your training in hospital.

HypatipirorMm MoLE.— When this is diagnosed the treat-
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of -water makes a solution of 1-1,000. Tt is used weaker for
douching, one tabloid to four or six pints.

Bixiopioe oF MErcURY.—This disinfectant you can
also buy in tabloids. It is more expensive than corrosive
sublimate, but I think it is worth the extra expense and
most doctors trained at the Rotunda use it by preference
for cleansing their hands and the vulva. It is more poison-
ous to the microbes and less poisonous to the mother than

corrosive sublimate. It does less damage to your.skin and -
does not damage metal instruments like corrosive subli-
mate, except perhaps sharp scissors and knives. Like

corrosive sublimate its action is destroyed by soap.

One tabloid in a pint of water makes a solution of 1—15{]0'[}:
For douching it is used in strength of about 1-4,000.

CarBoric Acip.—This is not much used in midwifery.
If it is used it should be in the strength of about 1-80 to
1-100. Two teaspoonfuls to a pint make 1-80.

Conp¥’s Fruip —Four ounces of the fluid to a gallon
of water (i.e., eight tablespoons to a jug) can be used

for douching. It turns brown when its action has been

destroyed.
Lyson.—Lysol is a soapy, lubricating disinfectant and
is useful to put into basins or dishes that will contain

the doctor’s instruments. It is used for this purpose and .~

sometimes for douching in solutions of 1-100, or 1} tea-
spoonfuls to the pint.
CyrriN AND CrEOLIN.—These are the disinfectants used

for douching at the Rotunda Hospital. Cyllin is said to be :

five times as strong as creolin. Neither are poisonous to
the patient. Both must be mixed with cold water before
adding hot. Both are used in strength of half an ounce
to a gallon, or a tablespoonful to a bedroom jug.
Nore.—Remember all disinfectants, if too strong, make
the skin, and still more raw surfaces, smart and sting.
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are very apt to be constipated and also their kidneys
not infrequently become defective and do not get rid of
the proper amount of dissolved refuse matter in the urine.
Pregnant women are therefore very liable to the symptoms
I gave you in the last paragraph, and unless prompt means
are taken to prevent further blood poisoning, they may
get seriously ill and die. The serious form of poisoning
shows itself in the early months of pregnancy, from the
third to sixth or seventh month, in the pernicious and
continual vomiting of pregnancy; in the later months,
from the seventh to the tenth, in fits, which are known as
eclamptic fits.

PERNICIOUS VOMITING

Pernicious vomiting is known technically as hyper-
emesis gravidarum (Greek—Ahyper, over; emesis—Greek,
sickness ; gravida—Latin, a pregnant woman).

Now,although many of the other symptoms of poisoning,
such as headache, sleeplessness, constipation, irritability
or depression, accompany it, yet the vomiting is so con-
spicuous that it overshadows the other symptoms. Per-
nicious vomiting is really exaggerated morning sickness.
Morning sickness should cease by the end of the fourth
lunar-month. But in pernicious vomiting the sickness
continues; the patient can keep nothing on her
stomach, her vomit becomes dark in colour, day by
day she gets worse, she is intensely thirsty, she sleeps
badly, she may abort, and the exhaustion of the abortion
may kill her, or without aborting she becomes more
poisoned, her breath is foul, her tongue dirty, her urine
scanty and high-coloured or bloody, she becomes delirious
and dies.

Treatment.— You will at once see that if morning vomit-
ing is bad and occurs at other times of day, making the
patient feel ill, a doctor is essential. e

What the doctor does.—He will give the patient medicine
to open her bowels freely, will give her plenty to drink
to flush her system, will regulate her diet, and will try and
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test-tube over a spirit flame, the upper hot fluid becomes
cloudy, the lower cool part remains clear. The albumen
in the upper part has in fact become cooked in a finely
divided state, it has turned into the solid white of egg.
“The albumen has coagulated ” is the chemist’s phrase
for this clouding.

To test urine for albumen you do the same thing. You
fill a test-tube with urine and boil the upper part. You
then should.add a drop of acetic acid, for a certain chemical
reason I need not explain. If the upper part of the hot
fluid is more turbid than the cool part, there is albumen
in the urine.

Significance of these Warning Symptoms.—When they are
present you should warn the doctor or the patient’s husband,
for about twenty out of every hundred patients who get
eclampsia die. Albumen in the urine is such an important
sign that I advise you to test the urine of every primipara
once in the seventh and eighth and twice in the ninth
and tenth months if you have a chance. Primiparae are
more subject to eclampsia than multiparse. The urine
of multipare, however, should be similarly tested, if you
are able to do so.

What the doctor does.—He sees that the bowels are opened
well and that the urine flows more freely, and he puts the
patient on simple food, perhaps only a milk diet. He makes
his patient drink plenty of water. Of course his treatment,
as does all the probable treatment of doctors I give you
in this book, depends on the case also what he has found
good in his own experience and the experience of his teachers.
You see now, how important it is for a pregnant woman
to keep her bowels open and to drink plenty of fluid.

The Fits.—Early treatment will stave off eclampsia,
but frequently doctors and midwives do not see the patients
early enough. The disease may come on with great
rapidity with fits and often severe dropsy. The fits last
from three to four minutes. The convulsions are confined,
as a rule, to the upper part of the body. The patient may
bite her tongue. She is unconscious. She may have
fit after fit, become comatose and die, or she may recover.
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The patient is left in the wet pack as long as the doctor
thinks fit.

Nutrient Enemata.—When a patient cannot take food by
the stomach she has to be fed by the rectum by means
of nutrient enemata, composed as a rule of milk, starch,
eggs, salt and some digesting matter such as liquor
pancreaticus.

To make a nutrient enema, take the white of three eggs,
milk four ounces, raw starch one ounce, salt quarter ounce,
Benger’s liquor pancreaticus one drachm, mix warm at
90° F., until the taste is slightly bitter, then raise to boil-
ing point and cool.

When nutrient enemata are given, the lower bowel
must be cleared once or twice a day by soap and water
enemata. The nutrients must not be given until the
bowel has had a rest of an hour or more from the soap
and water enema. They are given through a funnel
and tube. Grease the tube with glycerine. Fill the
funnel and tube with the mixture. Pinch the tube and
push it into the rectum and let the mixture run in slowly
by raising the funnel. Let the patient be undisturbed
for an hour afterwards, for there is always a danger of the
nutrient being returned.

Peptonized Milk.—This is usually made with Fairchild’s
powders, which are prepared from pigs’ stomachs. The
milk is predigested in this way. The directions are on the
packets of powder.

Anzmia and Hydremia.—These are two conditions of
the blood not uncommon in pregnancy and may possibly
be mild symptoms of toxsemia.

Anzmia (a—Greek, negative; harma—Greek, blood).—
You all know the signs. The patientis pale and hloodless.
Angemia may become extreme in pregnancy, in fact there
is a pernicious angemia as there is a pernicious vomiting,
but it is rare. If the anzmia gets worse, in spite of
good food, fresh air and sunlight, the patient should
see a doctor.

Hydreemia (hydros—Greek, water; haima—Greek, blood).
—This is a watery condition of the blood which sometimes






CHAPTER XVII

THE REMAINING ABNORMALITIES OF
PREGNANCY

RETROVERSION OF THE GRAVID UTERUS

Meaning of the term.—Retroversion means a turning
back, therefore this is an abnormality which depends
on the pregnant uterus being turned back instead of for-
ward. The wombs of some women are turned back so
that the fundus lies in the hollow of the sacrum, instead
of being turned forwards, so that the fundus touches the
pubic bone. The common reason of the womb’s ah-
normal position is the presence of adhesions, or some uterine
disease or damage of the pelvie floor owing to ununited
perineal tears. o

Course.—As the retroverted uterus grows with pregnancy,
it ecommonly rights itself and grows up into the abdomen
like a normal pregnant uterus about the end of the third
lunar-month. Sometimes it fails to do so. One common
reason for it failing to do so is that the sacral promontory
overhangs the pelvis more than it should. This overhanging
promontory occurs in that kind of deformed pelvis known
as flattened pelvis. The pregnant uterus is held down by
it. It is imprisoned in the pelvic cavity, the fundus cannot
rise past the pelvie brim into the abdominal cavity. This
condition is known as incarcerated retroverted gravid
uterus.

Consequences,—Abortion, which not uncommonly occurs
from these unhealthy uteri before incarceration, sometimes

averts incarceration. If it does not, the growing uterus
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and that she is always passing her water. Remember this
point, that although she has retention, a little urine is al-
ways dribbling from her against her will. Perhaps she will
give you the history of the retention before the overflow.
When you examine her abdomen you find the big bladder
up to the umbilicus, the bladder gives a dull note when
you tap it sharply with your fingers.
Treatment.—If you are sure, send for a medical man.

Fia. 72
Retroverted gravid uterus causing retention of urine in the bladder.

If you are doubtful, pass a catheter with absolute
cleanliness. If you cannot pass the catheter easily, and it
is often difficult owing to the urethra being drawn high
up into the vagina, send for the doctor. '

What the doctor does.— He will pass a catheter and relieve
the bladder. He may have to puncture the bladder
through the abdominal wall. He will then try to put
the uterus straight. If he fails, he may perhaps be forced

to induce abortion and so stop the pregnancy.
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nancy. Sometimes the excess of water forms suddenly
within twenty-four hours, but this is rare. Commonly
the excessive water accumulates slowly. Normally the
amount of liquor amnii is about two pints A recent case
of hydramnios in the Rotunda Hospital had twenty-six
pints. If the accumulation is sudden, the abdomen is
filled up, the bowels compressed, the stomach compressed,
this causing constipation and sickness, the diaphragm is
pushed up with consequent breathlessness and feeble heart.
This pressure may be so great as to kill the patient. More
usually the woman can adapt herself to this slow accumu-
lation, for example, the woman with twenty-six pints was
not in any particular distress. Still distress is often seen
and death occurs. Premature labour is another result.

Labour is likely to be difficult, for when the waters
break the sudden rush may carry the child’s cord or arm
down into the vagina.

How to discover Hydramnios.—First you will notice the
uterus is much rounder and bigger than it should be accord-
ing to the period pregnancy has lasted. Secondly, the
fluid obscures the outline of the child and the child’s
heart is badly heard. Thirdly when youlay your hand on
one side of the uterus and tap the other with your fingers
you will feel the wave of fluid thus produced.

Treatment.—If the woman is in distress, send for the
doctor. He may have to bring about the birth of the child
to relieve her.

As regards hydramnios and labour I shall have more to
say later. You will probably find the case abnormal
and send for the medical man. You feel no presenting
part, or if the membranes have ruptured you will very
likely have a malpresentation. The doctor in these cases
can rupture the membranes in such a way as to allow
the waters to run away slowly.

Oligo-hydramnios (oligos—Greek, a little).—This 1s a con-
dition in which there is too litt'e liquor amnii. It is rare.
Its effects are twofold : 1, there is no proper bag of
waters to dilate the os and therefore the first stage of
labour is slow ; 2, adhesions may form between the feetus

= e
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mother, for she may develop the cold feelings and dyspepsia
that accompany death of the child, owing to your sug-
gestion.

You can make sure by measurements. See first that
the woman empties her bladder and rectum each time, by
asking her to take medicine and when you come next day,
getting her to pass her water. Measure the greatest girth
round her uterus with a steel tape measure, measure from
the lower end of the breast bone to the top of the fundus
and from the top of the fundus to the pubes. Note your
measurements in a book. Measure her again in a week.
You may notice a difference. If you do not, measure in a
fortnight and again in three weeks. The uterus will
probably be actually smaller. It certainly will not grow.
Listen each time for the feetal heart and try for feetal

movements. Look at the breasts and you will find they

get flabby. If a brown discharge appears at the vulva,
it confirms your suspicions. Tell your fears to a doctor,
as soon as they are definite, and show him your various
measurements. A dead feetus macerates, it becomes
sodden and loose and its skin peels off. It may macerate
quickly. Very rarely it dries up and mummifies, and this
may occur with one of twins. It becomes flattened out
by the live twin and forms a parchment-like feetus, the

so-called feetus papyraceus (papyrus—DLatin, parchment).

TUMOURS AND PREGNANCY

It is scarcely to be expected that a midwife could
detect tumours, either innocent, or cancerous. There is
an innocent little tumour that hangs down through the
cervix like a grape and is known as a polypus. It bleeds
from time to time and the blood issues at the vulva.

A woman who has cancer of the neck of the womb
may become pregnant. A little blood and foul brown or
yellow discharge from the vagina will be the probable
signs. Once again, when you find bleeding, or foul dis-
charge coming from the vagina you should insist on the
woman seeing a doctor,







CHAPTER XVIII

ABNORMAL LABOUR

GENERAL CONDITIONS OF DIFFICULT DELIVERY. —
SECONDARY UTERINE INERTIA—RUPTURE OF THE
UTERUS

GENERAL CONSIDERATIONS

What is Abnormal Labour ?—Abnormal labour includes
(1) all cases of vertex presentation in which the child and
afterbirth are not delivered without complications within
twenty-four hours, and (2) all other presentations, whether
complicated or delivered without complication.

Factors upon which Abnormal Labour Depends.— The factors
which give rise to abnormal labour may be :

1. Large size of the child.

2. Abnormal ossification of the child’s head.

3. Presentation other than vertex or persistent ’Fertex

III and IV. »
4. Small or «contracted pelvis.
5. Obstruction from tumours.
6. Uterine inertia, that is, either a feeble or exhausted
uterus,

Conditions preventing proper dilatation of the os.
~ Abnormal third stage.

1 Large size of the child.—The feetal measurements you
have learnt were average measurements, so that you could
understand what will probably happen. Individual babies
may be larger than the average measurements; the birth
of large babies will be more difficult. The head passes
with greater difficulty and, therefore, even though it presents

by Vertex I or Vertex I, labour may be so prolonged during
174
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Face I and 11, measure (3} x 1} for the neck) 5} x 3} ins.

The after-coming head of a Breech, moulds well and
measures 3§ or 4x 3% ins.

Transverse_presentations have no practical measurement.

Twins may present especial difficulties.

Presentation of the umbilical cord has also its especial
difficulties.

Thus you see Vertex I and II, Face III and IV (with
chin in front) and the after-coming head of a Breech should
be delivered easily; this is borne out by experience.

Persistent Vertex III and IV and anterior fontanelle
presentations are difficult of delivery.

Brow and persistent Face I and II (with chin behind),
well-nigh impossible of delivery, even with great moulding.

Transverse, quite impossible of delivery.

4. Small or Contracted Pelvis.—Obviously any condition
which makes either the inlet or outlet of the pelvis smaller
than normal makes delivery more difficult. Such narrowed
pelves do exist, and are not uncommon in big manufacturing
cities such as Glasgow. They are rare in women of Ireland.

5. Obstruetion from Tumours.—A tumour (fumor—Latin, a
swelling) may grow from or fall into the pelvic cavity and
prevent the delivery of the child.

6. Uterine Inertia.—The uterus itself may be at fault, for
its contraction is the force by which the os is opened and
the child pushed out. Sometimes the uterus is feeble
from the start, sometimes it gets exhausted during labour
and the pains pass off. Both conditions are known as
uterine inertia (iners—Latin, inactive).

7. Conditions Preventing Proper Dilatation of the Os.—The os
has to open fully to permit of the passage of the child.
The even pressure of the bag of membranes is the fluid
wedge that opens the os in the normal state. If the
membranes break early, dilatation of the os without this
fluid pressure will be extremely slow. _

There is also an abnormal condition of the cervix which
prevents its full dilatation. It seems to be incapable of
full dilatation. Tt cannot stretch properly. The condition
is usually due to an operation that has been performed on
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and after-waters during a pain, the weight of the whole
body of the after-waters is forced on to the advancing bag
of membranes. The bag consequently protrudes like a
sausage through the os, instead of the watch-glass shaped
bulging of the fore-waters during a pain when a part of the
child is fixed. This weight of all the waters during a pain
first bulges the bag of membranes like a sausage, so stretched
is it, and then causes its rupture. Early rupture of the
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Fia. 74. Fic. 75.

Bulging of the after-waters (Fig. 756 on right, brow I1I presentation)
due to non-fixing of the head compared to normal bag of waters
(Fig. T4 on left, Vertex I presentation).

membranes, therefore, is a common and unfortunate feature
of these cases. The rush of the after-waters, when rupture
occurs, is apt also to carry down something small, such as
a limb, or the umbilical cord, through the os.

Finally, before the waters break, as the presenting part
has not entered the brim, it is very high up, and conse-
quently you will either not be able to reach, or can perhaps
just touch, it with your two fingers, when you make a
vaginal examination.
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the brim. The uterus tries to push it down by contraction
after contraction, but fails. Then, if the cas= is left, one of
two things happens, either, 1, the uterus becomes exhausted
(secondary uterine inertia) and ceases to contract ; 2, the
uterus goes on trying and eventually ruptures in its vigorous
endeavours to contract sufficiently hard to accomplish an
impossible delivery. When, therefore, you get a case in
which the waters have broken, but you cannot feel a pre-
senting part with your fingers, send for a doctor.

On the other hand, the uterus may succeed in pushing the
feetus either entirely through or partly through the brim.
Having pushed it through the brim it cannot push it past
the outlet. Three things may happen, if the case is
left : 1, exhaustion of the uterus may come on ; 2, the
uterus may go on trying until it ruptures ; 3, it may, after
many hours, push out a much moulded child past the vulva,
probably with a large caput, a big perineal tear and a big
chance of postpartum hemorrhage resulting from an
exhausted uterus that can neither contract nor retract
any longer (p. 35). Thus the conditions that arise are :
1, secondary uterine inertia ; 2, obstructed labour which,
if unrelieved, results in rupture of the uterus.

SECONDARY UTERINE INERTIA

Secondary uterine inertia is feebleness or absence of
uterine contractions, following strong contractions after
the waters have broken. It is exhaustion of an uterus
which has tried to deliver a child, and failed.

Results and Treatment.—The mother is herself exhausted,
for the strong muscular efforts of the uterus are comparable
to the strong muscular efforts of running a race. She
tends to sleep. This is the best thing that she can do.
She sleeps, and the uterus recovers its power to retract and
contract. You must inform a doctor in these cases.

He will probably let the patient sleep, or make her sleep
with opium, and when the uterus has recovered its power
he will deliver the child. Delivery of a child from an
exhausted uterus is dangerous, for it is apt to result in
serious postpartum hemorrhage.
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which she is passing. Her eyes are haunted by the fear
of impending death, her face is drawn and pinched with
pain and exhaustion, her lips and mouth are dry, with sordes
on her teeth. She moans continuously, her breath is
quick and panting, her rapid pulse grows more rapid and
feeble, sometimes uncountable, and her temperature con-
tinues to rise. Only when rupture occurs dees relief come
to her,and then it is the relief of profound shock, or the
release of death.

Effect on the Child.—The child is squeezed by the uterus
and the placental circulation is greatly interfered with,
consequently the child is in danger of death. It often
kicks and struggles violently. Solid meconium (green
feecal matter) is squeezed from its bowels and appears at
the vulva. Its heart-beat slows to below 120 or is in-
creased to over 160. Eventually the child dies.

Signs of Rupture.—The lower uterine segment gives way.
The tear may extend up to the fundus or down into the
vagina. Sometimes the child is discharged into the body
cavity and you can feel it through the abdominal wall
with surprising ease,

By vaginal examination you find the presenting part
has receded. Blood may pour from the vulva.

Effect on the Mother.—Great hamorrhage, either internal
or external, or shock (profound nervous prostration) may
kill her very quickly. She may later die of peritonitis.
Rarely she recovers.

At the time of rupture, the change of aspect in the mother
is striking. She may cry out that something has given
way inside her. She then passes from a condition of acute
tension to one of profound shock. Her face is no longer
pinched and drawn, but smooths out with the relaxation
of the fainting condition. The hot congested face of
exertion becomes pale and cold. A clammy sweat appears
on her forehead and cheeks. Her breathing, no longer
panting, is now soft, shallow and almost inaudible, except
for an occasional moan. She no longer cries out with pain,
but lies back prostrated, relaxed, almost lifeless. Her pulse
is very feeble and quick, if she is bleeding, or in some
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rise to 100 or over. A large caput will not form as long
as pains are feeble, for the head will not be tightly jammed
. 'into the pelvic

cavity by feeble
contractions.  If
the patient sleeps,
so much the better. -
When she wakes
up the pains will
probably be
stronger, and the
head will flex more
_ and turn to Vertex
Fﬁ:;. a8 I and II, or be *
Vertex 1V, as felt by w_a.g+it-1al examination, QEPEHEd without _

- ' : turning.

If you see the head on the perineum, press on the fundus
with contractions, and so help the pushing force of the
uterus.

Some books recommend you to inerease flexion by press-
ing the forehead up during a pain with your finger in the
vagina. You can do this, but I desire you not to make
special vaginal examinations to do it. Pressure on the fun-
dus is a cleaner and more rational way of increasing flexion.
Some also advise you to get the patient to lie on the side
to which the occiput points. Others advise you to get
the patient to lie on the side to which the occiput does
not point. You can let the patient lie on whichever
side she likes,

If signs of obstructed labour arise, or if the second stage
has lasted two hours with good pains, or four hours with
weaker pains, send for the doctor.

He will probably deliver the child by forceps.

ANTERIOR FONTANELLE

The presentation of the anterior fontanelle may be looked
upon as a variety between vertex and brow. By the
abdomen you find that the child’s body is in the same
position as in a vertex presentation.
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uterus pendulous or much to one side or another in labour,
whether in the first or second stages, you should keep the
uterus straight by pads, made of towels or soft stuff, and
a tight binder.

The importance of the second reason is that flattened
pelvis adds all the more difficulty to the case. If a patient
has had one baby easily at full term, she is not likely to
have a flattened pelvis. Tt is important therefore to get a
good history, both for your own and the doctor’s satisfaction.

Results. — The mento - vertical
$ diameter of 5 ins. and the inter-
parietal diameter 3% ins. have to pass.
The first is too big to pass unless
the pelvis is exceptionally large.
Four things may happen in brow :
(1) flexion may increase and the brow
] become a vertex ; (2) extension may
increase and the brow become face.
These two happen before fixing of
the head ; (3) the brow may be born
as brow, the brow bulging greatly
with moulding ; (4) the child will
not be born naturally., The last is
the commonest result and for this
reason when you diagnose brow, you
must call a doctor.
How to Diagnose Brow. — By ab-
dominal palpation you feel the limbs
Fie. 77. and back much as you do in vertex.
To show moulding of By Pawlik’s grip, you find the head
ittt S T very large and has not sunk
into the brim, that!you can ¢ ballotte”, it and that
you feel the prominences of chin and occiput at the same
level. By vaginal examination you will find no presenting
part with two fingers. :

If the brow enters the brim, you feel the prominent
brow, probably with a big caput, but distinguished by
feeling the eyebrow ridges on one side of the’prominent
brow and the anterior fontanelle on the other.
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cannot, the distinguishing points are that the muscle sur-
rounding the anus will grip your finger and your finger
will often be stained by the dark green meconium. But
you ought to be able to distinguish between breech and
face presentations by your abdominal palpation.

Treatment.—If you get the three cardinal signs of abnor-
mal presentation, or if you diagnose a face presentation
before rupture of the membranes, send for a doctor.

If the membranes have ruptured, there is only one
condition in which you need not send for the doctor, namely
when you are sure the chin is to the front and the face
18 coming down with the pains.

A doctor treats the case according to the econditions
he finds present.

In the early stages
he may turn the
child or ftry to
change it to a
vertex. In the
later stages he
will probably leave
it alone, or ftry
forceps. If the
chin 1s behind,
the head and neck

Face III, as felt by vaginal examination. jammed, and the
mother in danger, he may have to perforate the child’s
head and break up the skull.

As in all cases of labour in which you send for the doctor
keep the patient in bed wuntil the doctor comes. In the
first stage this may prevent rupture of the membranes,
which, being sausage shaped, and supporting the after-
waters as well as the fore-waters, are liable to rupture, if
the patient does not lie quietly.

CROSS BIRTHS OR TRANSVERSE PRESENTATIONS

Frequency.—The Rotunda 5,630 deliveries +give the
frequency of transverse presentations to be 1 in 331.
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any presenting part, one of the three cardinal signs. You
now have to feel the head and this is often not easy. It
may be in one or other iliac fossa, in the flanks or above
the umbilicus. You distinguish it : (1) by its size and
hardness ; (2) by feeling the groove formed by the neck
between it and the back; (3) by being able to move
the head between the pains on the neck without moving
the back.

VagiNAL ExamiNaTioN.—Cross-births give the three
cardinal signs before rupture of the membranes, so that
you are sure to detect that something is wrong.

You will fail to reach the presenting part with two
fingers in the
vagina and you
will get the
sausage - shaped
protrusion of
membranes,
which you should
touch lightly, for
they are liable
to early rupture.

After rupture
of the membranes
you may still be
unable to reach
anything, or the
hand and arm

may come down into the vagina, or the hand, elbow or
commonly shoulder be pressed down into the cervix.

At any rate you do not feel a head. The only fear is
that you may arrive at the case after the membranes have
ruptured and mistake the case for one of breech, knee or
foot, neither of which are serious, and only suspect some-
thing wrong when you find there is no advance, or by
noting carefully the pulse and temperature you find they
are both beginning to rise. L rerag

It is necessary for you to know how to distinguish a
shoulder, a hand from a foot, and an elbow from a knee.

Fia. 84.—Transverse IL.
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I strongly advise you, however, always to send for a
doctor, if you find a primipara with a breech presentation,
or a multipara who has never had a full-term child without
difficulty. Breech presentation in these cases is very
probably due to contracted pelvis, and delivery may prove
extremely difficult. But in other cases midwives are
allowed to attend breech deliveries alone.

Maternity nurses, on the other hand, may sometimes
have to conduct a breech delivery, because the doctor has
not arrived.

It is important, then, for you to know all about breech.

Frequency.—In the 5,630 deliveries, breech, or footling,
occurred 1 in 39.

Causes.—

1. Flattened or contracted pelvis.

2. Hydramnios.

3. One or both of twins.

4. Premature or dead children.

5. Uterine tumours.

6. Placenta Praevia.

These are conditions that are liable to ecause breech
presentations or cross-births.

7. The large head of the diseased feetus, known as the
hydrocephalic feetus, does not fit into the brim and
therefore breech presentation is favoured.

8. Often the cause cannot be discovered.

Danger of Breech Presentations.—The danger to the mother
is not greater than that of normal vertex if the attendant
is clean. Rapid delivery of the child may tear the perineum
badly. Rapid delivery of the child is necessary, for the
after-coming head squeezes the umbilical cord between
itself and the bony rim of the pelvis. The placental circu-
lation stops before the child’s head is born, and the child
able to breathe. Death of the child in this way constitutes
the danger of breech deliveries. In midwives’ practice one
in every three to four babies so born are stillborn. If you
learn the methods of delivery here described and practise
them on the dummy and pelvis, you should not lose as
many breech-born babies as one in four, unless you are
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one hand, feel the back with the other. You will be able
to tell if the rocking movement is imparted to the back
or not.

These are the two signs upon which you should rely
most in diagnosing that the head, and not the breech, is in
the fundus.

The head also feels hard, but in the absence of the other
signs do not rely on this, for the breech may feel quite as
hard as the head.

BY UMBILICAL PALPATION you make your fingers dip into
the sulcus of the neck. You may feel the limbs on one side,
the back on the other. They give you the clue to the
position of the child, though from a practical point of
view the position matters nothing.

By Pawrnik’s grip you feel the resistant mass of the
breech over the
brim and find it
continuous  with
the child’s back.
Youmiss the bony
prominence of the

/4 forehead of a
vertex presenta-
tion.

BY PELVIC PAL-
PATION you make
sure that there is

Breech 11, as felt by vaginal examination. no head sunk in
the pelvic cavity. If there is a head in the cavity and
you find another at the fundus, twins must be present.

The Necessity of a Vaginal Examination.—If you feel‘t.he
child’s head at the fundus and the back running straight
down to the breech, which itself is over the pelvicrim,and
are sure therefore of the diagnosis of breech, you need not
make a vaginal examination before the waters break.
It is not necessary for diagnostic purposes. Perhaps you
will have to make one to be sure that the woman 1s in
Jabour. You must always examine when the waters
rupture for fear of prolapse of the cord.
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When the waters have broken you can put one finger-
tip into the child’s anus with all gentleness. The sphincter
ani, the muscle that keeps the back passage closed, grips
your finger tip in a characteristic manner. Try this on a
new-born baby and you will see how the sphincter grips.
You may also get dark green meconium on your finger.
This feeling of the sphincter grip tells you the case is one
of breech

Treatment.—Before the Waters Break.—Your great object
1s to prevent early rupture of the membranes. Therefore,
if you make a vaginal examination, you should touch the
membranes with the lightest possible touch, and never
when they are tense at the height of a pain. You should
keep the patient quietly in bed with the same object in
view. The membranes will dilate the os better than any-
thing else, and so the first stage of labour will be shortened
if they are kept intact.

You make the same preparations as in the conduction
of normal labour. You see that the woman’s bladder and
rectum are empty. You must be absolutely and scru-
pulously clean in all interference, and must cleanse the
vulva thoroughly before interference. When the breech
appears at the vulva you should get some woman to help
you. Show her how to press on the fundus so that she
will be able to do it, when you want it done later on.

When the Membranes have Ruptured.—The Rotunda rule
is fo wait until the wmbilicus of the child is born naturally.
If you pull on the child before this, the arms will become
extended at the side of the head. Head and arms cannot
pass the brim at the same time, and so the child becﬂu}es
jammed, and all your pulling will not deliver it. The child
will of course die. Only with premature children is it a
good thing to pull on the child before the umbilicus is born.
In these small children the os opens sufficiently to allow
the body to pass, and is then apt to close down quickly
over the child’s neck and prevent the delivery of the head.
Extension of the arms by the side of the head prevents
this catching of the os round the neck. Only experience
will teach you, by noting the size of the breech or foot that
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the next pain to deliver the child, getting the woman who
is helping you to press on the fundus when the child’s body
begins to advance again with a pain,

If the cord is not pulsating, or is pulsating feebly, the
child’s life is in danger. If the ecirculation through the
cord stops for four minutes, the child will certainly die.

You must deliver the child with speed. The child’s
life depends on the speed and skill with which you deliver.
The first thing is to bring down the arms.

How to Bring Down the Arms.—In the breech delivery at this

Fia. 90.—Bringing down the posterior arm.

stage the child’s back is directed to one side of the pelvie
cavity, its abdomen to the other.

You bring down the posterior arm first.

To do so catch the child roundthe hips with one hand
and lift the child’s pelvis up towards the mother’s abdomen.
Pass the whole of your other hand lubricated with soap up
along the child’s back into the vagina. Pass as many
fingers as you can over the child’s posterior shoulder down
the arm and sweep the arm over the child’s face and chest
and out of the vulva. With many fingers the pressure on
the child’s arm is evenly spread, and it is very unlikely that
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Impacted Breeeh.— By impacted breech is meant a complete
breech presentation, which enters the pelvic brim and jams
in the pelvic cavity.

You get the signs of obstructed labour. A large caput
forms. The breech does not advance with the pains,
nor can you push it back between the pains. You tell
this by pressing on the breech with your fingers both
between and during the pains. The feetal heart between
the pains falls below 120 or rises above 160, The mother’s
pulse and temperature begin to rise.

Treatment.—You must, of course, as in all cases of ob-
structed labour, send for the doctor.

He will probably pass a hook, or a piece of gauze known
as a fillet, over one groin of the child and deliver the child
byfpulling on the hook or fillet.

Recapitulation.—A breech is usually delivered naturally
and easily in a multipara who has had a baby previously
without difficulty. In the majority of cases, therefore,
you will not have to help. When you do have to help
you must help promptly. You must always clean your
patient, and put her in the cross-bed position and your-
self be clean when a breech is to be delivered.

Wait till the umbilicus is born.

Pull down a loop of the cord. If the cord is pulsating
well, wait.

If not, deliver the arms. Deliver the head with two
fingers of one hand in the mouth, the fingers of your other
hand over the baby’s shoulders, and your assistant’s pressure
on the fundus.

If you fail, try the Prague method.

If both fail, and in cases of impacted breech, send for a

doctor.

ASPHYXIA NEONATORUM

Rules 18 and 15 of the Central Midwives Board.—* In the
case of a child being born apparently dead, the midwite
should carry out the methods of resuscitation which have

been taught her.”
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beating strongly, for the baby is getting oxygen from the
placental circulation,

First wipe the mucus out of the throat with a linen
strip on your little finger. Wipe well over the back of the
tongue, using fresh strips of linen each time.

Another excellent way is to suck the mucus out of the
child’s throat with a catheter, provided you pass the
catheter point well over the back of the child’s tongue.
Dr. Carton, late Assistant Master, has devised a useful
catheter for this purpose, which prevents you sucking the
mucus into your own mouth. Insert, suck, withdraw, blow
out the mucus into a rag, insert again, suck, withdraw, and
so on until you can suck out no more.

Another thing you must practise is holding a baby with
one hand upside down by its ankles. This allows all the
muecus to run out of its throat, and you can use the catheter,
or linen rag, with the other hand. It is also an excellent
position for the first inspiratory breath of the child, for it
cannot suck mucus into its windpipe.

When you have cleared the throat you can make the
baby breathe and ery by smacking it or sprinkling a little
cold water over it.

White Asphyxia.—In this variety, the child when born is of
a deathly pallor, the limbs and body are flabby and the
cord has either stopped pulsating or the pulsation is very
slow, probably under 40 per minute instead of 100 or more.

Treatment.—Take off your gloves if you have them on.
Tie one ligature only round the cord for speed. Cut the
cord. Hold the baby upside down by its ankles and suck
or wipe out the mucus. Put the baby in a hot bath, as
hot as can be comfortably borne by the hand. Hold the
baby’s head out of the bath with one hand and splash
the hot water over the body with the other.

Push the fingers of your hand under the baby’s ribs a
little to the left of the middle line, until they push against
the heart. You will tell in this way if the heart has stopped
beating. Practise the method on healthy new-born babies

o become familiar with it. .

If the heart has stopped, the child is dead, but be sure it
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With each hand take the baby’s wrists. Raise the child’s
arms above its head and pull on them. You pull the
child’s chest up and out, as it were, by this movement. This
is the inspiratory movement. Bring the child’s arms
down over its chest and press the sides and front of the
chest with your hands. This empties the chest. It is the
movement of expiration. Do this eight times in the
half-minute ; thus—raise the arms and keep them raised
whilst you count two, bring them down and compress the
chest whilst you count two. Practise on a healthy new-born
baby.

How to do Marshall Hall’s Artificial Respiration.—Lay the
child on its side across your knees. Take hold of the
upper arm. Pull this arm up as you did the two arms.in
S*,rlvester, and at the same time roll the child on to its back.
This is the inspiratory movement. Fold the arm over
the chest, roll the child on toits face and compressits ribs
with your hand. This is the expiratory movement. Do
these movements at the same speed as you did-Sylyester’s
movements. It has the advantage over Syivester’s methnd
that you can do it single- handed

Practise this method, tDD DI]. a lwa,lthy, new- born chlld
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rhage, Malpresentation of the second child is not un-
‘common. The common order for the birth of twins is : 1,
the first child; 2, the gecond child; 3, the common
placenta or the placenta of the first child ; 4, the placenta
of the second child.

Diagnosis.—As I say, you will probably not diagnose twins
until the first child is:born. Then, when you lay your hand
on- the uterus you find the fundus is still well above the
umbilicus, and on palpating you find another baby.

The large size of the uterus, before the birth of the first
child, may make you suspect twins.

Abdominal Palpation.—The most reliable sign of abdominal
palpation is the finding of three large feetal parts. You may
find more than these. You may find four large parts, or
over four limbs.

Feetal Hearts.—There will be two feetal hearts. You
cannot, however, distinguish them by counting first one
heart and then the other, for the rate of a feetal heart is
constantly varying.

You should listen for the feetal heart. Put an ink mark
on the spot where you hear it loudest. Then listen over
the rest of the uterus. If you come across another spot
of loud feetal heart sounds, put an ink mark over it. Now
join the two lines. The sound, which is intense at one of
the spots, will gradually decrease as you move your ear
from this spot to the centre of the line. As you move
your ear nearer and nearer to the other ink mark, the
sound gets louder and louder, until you reach the other
intense spot. This is the best way of diagnosing two
feetal hearts.

Vaginal Examination..—By vaginal examination you
diagnose the presentation of the first child.

Treatment.—Let the first child be born naturally accord-
ing to the rules of normal labour.

Then palpate the abdomen to discover the lie of the
second child. If you are not sure, make a vaginal examina-
tion to discover the presentation. If the presentation is
vertex, face, brow or breech, let the case alone. The child
is small, and the parts already dilated by the first child, so
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Locked Twins.—In very rare cases the twins so interfere
with each other that neither can be born. They are said
to be locked. The figures show two of the ways in which
twins lock.  The results are : 1, no presenting part comes
into the brim ; 2, one head comes down and jams; 3,
one child is partly born by breech, but the head cannot be
delivered.

Treatment.—In the first case you get the three cardinal
signs before rupture of the membranes ; after rupture you
get no presenting part and signs of obstructed labour.
The other two cases also give you signs of obstructed
labour. So you see, even if you fail to diagnose the con-
dition, you will know when to send for the doctor, which,
after all, is the important point.

HYDROCEPHALUS
Meaning of the Term.—Hydrocephalus comes from two

Fic. 96.—Hydrocephalic monster.

Greek words—hudor, water ; and kephalee, the head. It is

a disease in which the head is greatly distended by an exces-

sive amount of water distending the brain.
Frequency,—In 5,630 deliveries, 1f occurred 1 in 938.
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Probably the presenting part will advance well with the
pains, but if you are puzzled and uneasy about the case, by
all means inform a medical man. The malformation, in
fact, all malformations, are so rare that you will not often
have to send to a doctor on account of them.

MALFORMED CHILDREN AND MONSTERS

Other malformations occur, some of which may hinder
delivery. Monsters are usually small and born naturally.
If delivery is interfered with, your three cardinal signs or
signs of obstructed difficult delivery will prevent you from
allowing labour to go on without a medical man.

IMPACTED SHOULDERS

After the head has been born the shoulders, in rare
cases, may jam. This is especially the case if you pull
on the head, when it is born, and twist it the wrong way,
mistaking, say, a Vertex II for a Vertex I.

Treatment,.—Put your half-hand, without the thumb, into
the vagina posteriorly and pull down the posterior arm over
the child’s chest. Try to get down the anterior arm
as an anterior arm. If you fail, pull the delivered arm
over the child’s chest and twist the child a half-circle into
the direction to which this arm points, exactly as you do
in breech. Bring down the second arm, using four fingers
as you did the posterior arm. If you fail, send for a doctor.

He may have to cut through the child’s collar bones with
scissors, an operation known as cleidotomy, before he can
deliver. The child will certainly be dead.

PROLAPSE OF A LIMB WITH THE HEAD

You may feel a hand or foot by the side of the presenting

head.
Send for a doctor in all such cases, except head and hand

in the second child of twins, for in this case, delivery will
probably be easy.
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In the meantime you can take away the pressure of the

presenting part from the cord by means of two postures :
1, the knee elbow ; 2, the Trendelenburg.

THE KNEE-ELBOW position, which you see in the figure,

Fra. 98.—Knee-elbow po sition.

18 the best,for the fundus of the uterus is directed down-
wards and the child by gravity falls away from the os and
pelvie brim. It is, unfortunately, a very tiring position,
and cannot be maintained for very long.

THE TRENDELENBURG PoSITION isnot so good, but is not

Uﬁéx’uﬁ fﬁnl'tﬂ'l-n.lﬂ e
doted oullve.

F1c. 99.—Trendelenburg position.

so tiring. You can arrange it with a padded chair, as you see
in the diagram ; or youjcan bring about much the same
result by tilting the end of the bed high up on a strong
table of the height of a kitchen table.






CHAPTER XXII

ABNORMAL LABOUR

ABNORMALITIES CONNECTED WITH THE UTERUS AND
BONY PELVIS—DEFINITION OF OBSTETRICAL OPERA-
TIONS—FORCEPS —WALCHER’S POSITION

PRIMARY UTERINE INERTIA

SoME uteri do not always do their duty in opening the os
and pushing out the child. They are feeble uteri. In
Chapter XVIII we discussed exhausted uterus, also second-
ary uterine inertia. But the condition with which we are
now dealing is different. The uterus is feeble from the
start, the pains are never good strong pains, but feeble
nagging pains.

The only way in which primary and secondary inertia
are connected, is that, as you would expect, a feeble uterus
will get exhausted sooner than a strong one. Feeble pains
persist for a few hours and then cease. They often seem
“frightened away ” by your arrival.

With a feeble uterus, the woman does not get a rise
of temperature and pulse, or other signs of obstructed
labour,

Cause.—There seems to be no particular cause. Primary
inertia is commoner in primiparae than multipare. A full
bladder or full rectum will lessen the strength and fre-
quency of the pains. Feeble pains often follow early
rupture of the membranes.

Course.—Labour is very tedious, but there is no particu-
lar danger to the mother or child. The mother gets weary

of the delay, which may run into three or more days, the
224
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bleed to death. She may be at the closet owing to feeling
bearing-down pains like those felt in the back passage,
and the child be drowned.

The mother may get a badly torn perineum. She may
also have to endure the awkwardness of having a baby in
the street.

Treatment.— Delivery is over before you can treat the
patient. With a history of previous precipitate labour
keep the patient in bed during the first stage.

QUIET RUPTURE OF THE UTERUS

This is a form of rupture which occurs without previous
signs of threatening
"] rupture. Itis not un- .
~ common in Treland.
[ Causes. — The causes
~are not really known.
One cause is pendulous
i abdomen. As you see
in figure 100, p. 226, the
head, instead of being
pushed down into the
pelvic canal, is pushed
£ against the sacral pro-
53 montory. The uterine
R and wvaginal walls be-
E | tween the head and t}sle
L _ &
F1c. 100.—Pendulous abdomen leading SEE?; c;l tﬂgfﬁt !:liuI'II:JIF;-E d:
to quiet rupture of the uterus. :
and may give way.
Diagnosis.—Shock may overcome the patient immediately,
and the presenting part recede.
Sometimes, however, the child is born and collapse
comes on in the third stage, or the placenta is not expelled.
Yometimes with a small tear, it may not be discovered
until, during the lying-in, the woman gets ill with fever or
foul lochia, and the doctor who examines her finds the tear.
Treatment.—In all those circumstances you would send
for a medical man, whether you had diagnosed the rupture
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obliquely, and 5 ins. from side to side. Now the inlet being
the entrance to the canal is the important part in con-
tracted pelvis, because if the door, so to speak, is too narrow
to allow one to pass, it does not matter very much
if the passage beyond is narrow too.

Results in Elight Flattened Pelvis.—In a flattened pelvis the

Fig. 101.—Flattened pelvis. Compare with fig. 12, p. 38.

inlet from front to back may be 3} ins., the oblique 4 ins., and
the transverse 51 ins. In such a case the head instead of
entering the pelvic inlet obliquely, as it normally does, enters
transversely. The head is also tilted a little, for the width
of a tilted head is } in. less than the width of a non-tilted
head. The result, then, is that the sagittal suture runs
transversely and is tilted up so as to be nearer the sacral
promontory. This tilting is known as Naegele's obliquity,
and if you get skilled at vaginal examination, you may one
day detect it. If you do, you will know there is slight
flattening of the inlet, which will make labour difficult,
and you will send for a doctor.

General Results,—Contraction both in the flattened,
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probably flattened. If you reach it, put the tip of your
middle finger on to it. Mark your index finger where
1t passes under the pubic arch with the nail of the index
finger of your other hand. Measure the distance from your
nail-mark to the tip of your middle finger along the backs

Fia. 102.—Measuring the diagonal conjugate.

of the fingers. This is the diagonal conjugate. By sub-
tracting { in. you get the antero-posterior diameter of the
brim (the true conjugate). The measurement is not
particularly accurate, nor is it of much use to you, but you
ought to know how to take it, because it is a time-honoured
method.

Remember, however, that normally you should not be
able to reach the sacral promontory in this way.

Treatment. — Obstetric Operations. — Walcher’s Position. —
You must, of course, send for medical assistance. The
doctor may wait until the os is more widely dilated. If it
is sufficiently dilated, in cases in which contraction is not
very great, he will put ForcEPs on to the child’s head and
deliver by pulling; or, in other cases, he will TURN, that is,
put his hand into the uterus, pull down a leg and
deliver as a breech,
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that you should know a little about them. Forceps are
mstruments composed of two separate blades or handles,
which are so shaped that they can be passed into the
vagina on either side of the head and made to catch the
head between them. The handles of the blades are locked,
and the head is firmly grasped. By pulling on the handles,
the child’s head is delivered and the trunk and limbs follow.

Line drawn across pelvis at junction of upper and lower Uterine
Begments,

Fig. 104.—Diagram to show forceps applied to the feetal head.

When Forceps are Put on.—Forceps are frequently used in
practice to deliver a child whose head has entered the brim,
but though the os is dilated and the membranes ruptured,
progress is slow, and the mother is beginning to be ex-
hausted. They are also put on if there is any sign of
danger to the child. Some doctors deliver the after-
coming head of a breech with forceps. There is very
little danger in the application of forceps if scrupulous
cleanliness is maintained.

Duties of a Nurse when Forceps are Applied.—Of course .
you must follow very largely the instructions of the doctor.
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therefore, is bleeding after the birth of the child, whether
oceurring before or after the birth of the placenta. Nor-
mally, a woman loses blood during the third stage, and one-
half to one pint is said to be about the average.

Post-partum haemorrhage is divided into primary and
secondary. Primary refers to hsmorrhage that occurs
within six hours of the birth of the child, and secondary
to haemorrhage that occurs later than this. Secondary
heemorrhage is nearly always due to a retained piece of
afterbirth, usually a bit of placenta, in the uterus. The
treatment is the same as for primary hsemorrhage. Hence
this arbitrary distinction between primary and secondary
will not again be mentioned, for when a woman bleeds
after the birth of the child so as to be in danger of her lfe,
you must stop it by the same means, no matter when it
OCCUrs.

Danger.—Of all conditions met with in a child-bearing
woman none is more terrible than post-partum hemorrhage.
To a midwife there is no other condition of equal gravity.
The child is born, when suddenly a great stream of blood
gushes out of the vulva, and the patient will be dead some-
times in a few minutes, unless the nurse with command
of her own powers promptly stops the flow of blood. In
the worst cases her efforts may not avail, but in the great
majority of cases the patient’s life depends on her prompti-
tude and skill. She has no time to get a doctor to help
her. The question between life and death may be decided
in a few minutes, or even moments.

Fortunately, these very urgent cases are rare. More
frequently bleeding is less violent, and the dangerous effects
in the woman consequently develop more slowly.

But any loss of blood which affects the woman and
makes her pale, weak or faint must be stopped at once. .
Dangerous symptoms will come on unless this is done.

Distinetions.— There are two kinds of post-partum hamor-
rhage that are of practical importance : 1, the bleeding
that results from a tear of some part of the pelvie canal ;
2, the bleeding that results from absence of proper

retraction and contraction of the uterus.
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case is one of post-partum hamorrhage. He will stitch
up the tears and stop their bleeding.

Position of Patient.—You remember your patient is on
her back during the third stage. Keep her on her back,
but turn her round into the cross-bed position, with her
buttocks to the edge of the bed, when you treat her for
post-partum hsemorrhage.

Bleeding from the Uterus,—Natural means of stopping the
Uterus and Placental Site.—Retraction and contraction of
the uterus squeeze the walls of the blood-vessels together .
and bleeding is stopped by pressure, much as you squeeze
a bleeding finger by winding a handkerchief tightly round
it. Clotting of the blood in the vessels then occurs, and
the flow of blood out of the vesselsis permanently stopped.

Causes.—In a sense, to find out the cause of post-partum
hemorrhage when once it occurs, is just as useless as to find
out the reason why a horse is running away, before you try
to stop it.

There are, however, two important causes of the absence
of retraction and contraction : 1, the retention of either
the whole or a part of the afterbirth in the uterus ;
2, a full bladder. The first is of great importance, and the
second also has to be treated.

Other causes, which really have little or no praectical
bearing or treatment at the time, but are important
from the point of view of the conduction of labour, are :
3, the dragging away of child by forceps from an exhausted
uterus, or delivering a child by any other means from an
exhausted uterus.

Thisis why the stretched uterus of hydramnios, or twins,
which is readily exhausted, is apt to bleed. For this
reason you allow the stretched uterus of twins a rest of
half an hour before rupturing the membranes of the second
child ; 4, ineffective efforts to expel the placenta from
the uterus and not allowing it to do so itself. This leads
to partial detachment of the placenta. The torn vessels
at the area of partial detachment bleed, and the presence
of the placenta prevents the proper retraction and con-
traction of the uterus needed to stop the bleeding. You
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faint, becomes restless, struggles for her breath, hungers
for more air, her mind wanders, and blindness may come
upon her as she nears death.

Another factor that affects these cases is shock, which
is often added to the collapse. Shock is different to
collapse. Collapse results from loss of fluid, due to the
loss of the water of the blood.

Shock, on the other hand, is a prostration of the mind
that rules the body, an arrest of government. Some of
the best examples occur when persons receive a fright,
such as thinking they have seen a ghost. Their pupils
are dilated, their faces cold, white and in a sweat, their
muscles half paralyzed, so that they can scarcely support
themselves, their pulse becomes very feeble, either fast
or slow, their breathing is quick and shallow, their heads
swim, and their senses may temporarily leave them in a
faint. Yet with all these symptoms, which so closely
resemble those of heemorrhage, they have not lost a drop
of blood.

Practically you need not distinguish between shock
and collapse. If the woman shows sign of weakness
and illness after labour, and is bleeding, your first business
is to stop the bleeding.

Treatment.—The treatment depends on whether the
bleeding is violent, or its effect on the woman immediate
and urgent, or whether the bleeding is not so violent and its
effects more gradual.

You yourself are the only trained person present at
the case, and therefore you have to judge whether the
case is one of grave urgency or not. .

In all cases you should at once send for a doctor with
all speed, with the message that the woman has post-
partum hzemorrhage. : _

You should keep one woman at least in the room with
you to help you.

Haemorrhage occurring before the delivery of the Placenta.—
Urgent Cases.—Manual Removal of the PIanenta.—_One of
your hands, your right, should be clean during this stage.
Dip it into the biniodide of mercury or corrosive sublimate
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Insert the vaginal nozzle of your douche into the uterus,
and give it a douche of water as hot as your forearm can
bear. Your douche can, or jug, should be three feet above
the patient.

This will almost certainly stop all bleeding. Give ergot,
two teaspoonfuls, by the mouth. The worst of ergot is
that your patient will very likely be sick. Give it once
and risk the vomiting.

Keep your hand on the uterus until the doctor comes.

Fic. 107.—Removing the afterbirth by the hand.

Rub the fundus, if the outline of the uterus begins to become
indistinet or swells, rub up the uterus to a contraction
and squeeze out clots. Get your assistant to raise the
foot end of the bed two feet, or more, on chairs or a table,
so as to make the blood run to the head, and also to make
the amount of blood going to the uterus and pelvis from
the heart be lessened, because it has to be forced by the
heart uphill.

If,in spite of all this treatment, a further heemorrhage
oceurs, you must compress the aorta until the doctor comes.

Compression of the Aorta.—The aorta is the great artery
that runs down the front of the spine and from which the -
main arteries of the uterus are derived. Therefore, if
you stop the flow of blood in the aorta, you will stop the
bleeding of the uterus, just as you stop a leaking house
pipe by shutting off the water supply at the main,
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two hands to a contraction, squeeze out blood clots and
give a hot douche into the uterus.

If kneading does not make the uterus contract, compress
the aorta and get your assistant to raise the foot end of
the bed.

Cases not so urgent.—You will be glad to hear these form
the great majority of cases of post-partum hwmorrhage.
_ The order of treatment for these cases is the follow-
ing—

1. Rl.;ib the uterus up to a contraction and expel the

clots.

2. Give two teaspoonfuls of ergot by the mouth and
pass a catheter.

3. If the uterus contracts, yet bleeding is continuous,
stuff any tear of the vulva that seems to be bleeding
with a pad of gauze or wool, and keep pressing on
the pad until the bleeding stops. If there is no
tear, give a hot vaginal douche, which will stop
the bleeding of a tear of the vagina or cervix.

4. If the uterus does not become firm, or if it fills again

after expelling clots and blood, give a hot wvaginal

douche of creolin solution.
. Should bleeding still continue, introduce the nozzle
into the uterus. |

6. If the uterus fails to become firm, the case is one of
urgency. Insert your hand into the uterus. Empty
its cavity. Knead it. If kneading fails, raise the
end of the bed and compress the aorta.

Treatment of the Collapse (or Collapse and Shock), which oceur
in these Cases.—Although you have succeeded in stopping
the bleeding the patient is still very ill. She is collapsed
from loss of blood, her pulse is very rapid, she is pale, faint
or restless.

Probably by now the doctor has arrived and relieved
you of responsibility.

If he has not come, raise the head of the bed at least a
foot, open the windows wide and give the patient, occasion-
ally, teaspoonsfuls of raw brandy or whisky. Anything
else by the mouth will make her sick, which will be a

=1
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two sins I hope you will
never commit.

Results. — Great shock
occurs and remains as
long as the uterus is
inverted. H@morrhage
will probably be severe.

Diagnosis. — Sudden
shock and a disappear-
(i .| ance of the fundus would

e give you the clue. A
vaginal examination would
discover the fundus either
in, or protruded through,
the os, which would sur-
round it like a ring.

Treatment. — You must
send for a doctor, but
you must treat the condition at once.

Put your whole hand into the vagina and push the uterus
back, by catching it in your fingers and palm and squeezing
it back through the os.

If an adherent placenta prevents you doing this, peel
it off, and then push the uterus back.

You should remember this treatment, even though it
is exceedingly unlikely that you will ever meet with a
case. If you do remember, you may save the woman’s
life. If you do not, you will be useless.

Gulermal

Fic. 108.
Partial inversion of the Uterus.

PULMONARY EMBOLISM

Meaning of the term.— Pulmo is the Latin for the lung,
and embolus is the Greek for something thrown in. Some-
thing then is thrown into the lung The thing that is thrown
in is a clot of blood from the uterine veins. Itisthrown
into one of the blood-vessels that feed the lung with blood.

Result.—The result is that that piece of lung’s blood

supply is suddenly shut off.






CHAPTER XXIV

THE ABNORMAL PUERPERIUM
INSANITIES OF THE REPRODUCTIVE PERIOD

THE ABNORMAL PUERPERIUM

Duties of a Midwife.—Abnormalities of the puerperium,
the lying-in period, are practically always some form of
blood poisoning, mild, or severe. Now it is quite impossible
for a midwife to learn how to treat such cases. To under-
stand them one musthave anefficient knowledge of medicine,
of drugs, of microbes, and of infection. Alittle knowledge
is apt to give the midwife the idea that she really is capable
of dealing with the abnormal puerperium in its milder
forms. 1 tell you bluntly that she is quite incapable of
doing so. If she masters what was said on p. 136 about
morbidity, she knows what she ought to know for an
acting and practical knowledge of the abnormal puer-
perium. But if she fancies that, when the patient gets
a rise of temperature on the third day, by saying that
the rise is due to * milk fever’’ or ‘ the milk coming into
the breast,” she is doing anything more than exhibiting
the folly of an ignorance dangerous to her patient, she
is mistaken.

I put this strongly, for many unfortunate women who
are said to have a ‘little milk fever,”, and so on, are
neglected, by midwives, and are condemned to suffer from
aches and pains, if nothing worse happens to them, which
mar the happiness or add to the burdens of their lives.

Section 4 of Rule 19 of the Central Midwives Board.—A
doctor shall be called in

248
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“4. In the case of a Lying-in woman, when there is any
abnormality or complication, such as :—

*“ Abdominal swelling and tenderness,

* Offensive lochia, if persistent,

“ Rigor (a severe shivering fit), with raised temperature,

“ Rise of temperature above 100:4° F., with quickening
of the pulse for more than twenty-four hours,

*“ Unusual swelling of the breasts with local tenderness
or pain,

** Secondary post-partum hemorrhage,

* White leg.”

These are good rules, except the words ° persistent *’
and “* quickening ” are vague.

With regard to persistent offensive lochia, I would
give three days as the limit it should last. It will nearly
always, however, produce ‘ morbidity,” and then mor-
bidity, and not the offensive lochia, will be the reason
why you inform a doctor.

A RIGOR (rigor—Latin, cold) is a shivering fit in which
the patient’s lips are blue and the teeth chatter.

If such occurs when you are not present, whether you
find the temperature and pulse normal or not on your
visit, report it to a medical man. It may be the sign of
a very serious illness known as pyamia.

InsomNTA.—I would also add sleeplessness, especially
if it has occurred two nights running, as a most necessary
reason for summoning a doctor.

Morbidity.—The term morbidity (morbus—Latin, disease)
is used in contrast to health.

Your patient is to be considered morbid if : 1, her
pulse, after the first twenty-four hours after the birth
of the child, is above 90 and her temperature is above
09° F. at the same time (Rotunda rule) ; 2, her tempera-
ture after the first twenty-four hours is 100° F. or above
100° F. (British Medical Association rule); 3, her tem-
perature is under 99° F. but her pulse is over 100 per min.
after the first twenty-four hours.

Treatment of a morbid case.—You should find out about
the bowels and examine the breasts.
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until the next visit at the end of twelve hours. If, at
the third twelve hourly visit, she is again morbid, inform
a medical man. -

If at the first or second visit she seems really ill, inform
a medical man.

If she is normal, but later again becomes morbid, send
for a medical man.

If she has a pulse of above 100 after the first twenty-four
hours on these three occasions, especially if the second
and third readings of the pulse are higher than the first,
inform a medical man. There are two exceptions to this
rule, the first, that it may be a nervous pulse. You
exclude nervousness by taking the pulse, when you first
go into the patient’s room, and again later when she is
accustomed to your presence, and not counting the first
rapid beats of the pulse that occur when you first take
hold of the wrist. The second exception is that if the
woman has lost much blood at childbirth, her pulse in
the lying-in will be rapid. It will, however, be a falling
pulse, one that is less rapid at each taking and not more
rapid, as it is with the pulse of definite blood poisoning.

“ White leg ” causes morbidity.

THE DIFFERENT DISEASES OF THE PUERPERIUM

I will now go on to give you briefly the different diseases
of the puerperium, because they will interest you as nurses
and midwives. I shall say very little about doctor’s
treatment, for it would not be possible to summarize the
principles and experience by which he is guided.

Minor Causes of Morbidity.—We have dealt with these
in treatment, namely, the effect of constipation, of nervous-
ness, sometimes of full and tender breasts, and of a little
lochia retained in the vagina that has become putrid.

More Serious Causes of Puerperal Morbidity.—Causes.—
Remember those connected with the uterus are in the
very great majority of cases due to microbes having been
pushed up from unclean labia minora, or by unclean fingers
or instruments. There has been defective cleanliness,
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the bed is raised, or when the woman gets on the chamber
to have her bowels open. In both these cases the upper
part of the back of the vagina is raised above the level
of the vulva, and so the putrid lochia which is poisoning
the woman runs out.

In the cases, however, where the foul lochia is in the
uterus, especially when shreds of the afterbirth have been
left, the patient will probably become seriously ill, if
left without medical help, and she is always in danger of
septicemia, pyeemia, peritonitis, or white leg.

Septiceemia.—Acute Puerperal Sepsis.—This is the most
serious form of blood poisoning. The microbes are not
content to stay and live on the dead material in the uterus,
but they invade the body itself, and attack and destroy
the living tissues. So severe is it that a woman may be
attacked within thirty-six hours of childbirth and be
dead within another twenty-four hours.

Such a woman will certainly appear so ill at your first
visit that you will call in a doctor at once. She will very
likely have a rigor at the onset of the illness.

The microbes in this direct invasion of the living body
either enter by the lymph vessels (lymphatic sepsis), or by
the veins (venous sepsis).

IN LympHATIC SEPSIS, the pulse and general appear-
ance of the woman are the reliable tests of illness. The
pulse is always over 100 and gets faster and feebler. The
patient’s face gets pinched, sallow, and her lips are tremu-
lous. Her temperature may never rise above normal.
Hence the importance of taking the pulse and sending
for the doctor, if the pulse on three occasions is above 100,
especially with an increasing rate. As a rule, her tempera-
ture is raised and remains raised until death, or, what is
more rare, recovery.

IN VENOUS SEPSIS, or pysemia (pyon—Greek, pus ; haima
—(Greek, blood), the microbes live on the blood clot in the
veins. They soften the blood clot, which is then swept
into the blood stream. The result is that the patient has a
rigor, her temperature rises suddenly to 103° or so, her pulse
to 100 or 120. She then breaks into a profuse sweat, her
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padding of the pelvis, the tissues into which the uterus,
rectum, and bladder fit.

PERIMETRITIS (peri—QGreek, around; metron, itis) is
inflammation of the peritoneum (the transparent membrane
which lines the abdominal cavity and covers the abdominal
organs) in the neighbourhood of the uterus.

SALPINGO-O0OPHORITIS (salpin—Greek, tube; oon phoros
—~Greek, the egg-bearing organ or ovary ; itis—Greek, in-
flammation) is inflammation affecting the Fallopian tube
and ovary.

Acute Peritonitis.—Perimetritis was inflammation of the
peritoneum covering the uterus. This peritoneal inflam-
mation may spread to the peritoneum covering other
abdominal organs, such as the bowels. The disease
is called acute peritonitis. Its onset is similar in all respects
to the onset of pelvie inflammation, but whereas the
majority of the cases of inflammation limited to the pelvis
recover, though often with shattered systems or constant pel-
vic pain, the more general inflammation is invariably fatal.

Phlegmasia Alba Dolens, or White Leg.—Phlegmasia 1s
from the Greek phlegein, to burn, alba is the Latin for
white, dolens the Latin for painful. A painful white
burning is the meaning of the title.

It occurs in the legs, usually the left first, followed
perhaps by the right. It begins about a month to six
weeks after the birth of the child. It is preceded during
the lying-in by a little blood poisoning, so that in your
attention in the puerperium you must pay heed to slight
signs of morbidity. In fact, all the diseases I have been
mentioning will show you the importance of doing so.

The onset is with violent acute pain in the leg accom-
panied by fever and swelling of the leg. The leg in a
day or two is large, white, and painful.

Treatment.— Keep the woman absolutely at rest. On no
account move the affected leg. Send for the doctor.

The danger of these cases is that the blood clots in the
big veins of the thigh, and a piece of clot may be broken
off, swept to the lung, and kill the woman by pulmonary
embolism. The leg is kept still by sand bags, a cradle
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and wet the surface of the nipple with milk. This will
induce the baby to suck.

Scrub the shield before and after use with a brush and
soap and water, keep it immersed
in a solution of washing soda and
boil it once a day.

Mastitis. —In mild mastitis the
breast is engorged, there may be
a pink flushed area of skin, there
is a sense of fullness and tender-
Fic. 113.—Breast Pump. ness in the breast, which hangs

down from the weight of the con-
tained milk, the temperature is a little raised, and the
patient feels unwell, but is in no way really ill.

Treatment.—Do not take the baby from the breast, for
its sucking relieves the engorgement. If the baby will
not suck, use a breast pump, or gently rub and squeeze
the breast from the base to the nipple with your two
hands, made slippery by soap and water. If this causes
pain, desist. If not, continue whilst you gently express
milk from the nipple.

To use the breast
pump, wet the circular
edge a little. Squeeze
the rubber bulb. Fit
the mouth over the
nipple, so that the milk
runs into the reservoir
and slowly release the
squeezed bulb.

Then bandage the
breasts. Put strips of
linen or lint rung out
in cold water, or cold
boracic solution, cover Fic. 114.—Bandaged breast.
with wool and bandage
the breast against the chest, leaving a hole for the nipple,
so that the baby can suck. If you have not bandages,
you must sling the breast up as best you can with
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forms some 60 per cent. of the cagses. They are commonly
maniacal in character. :

TrE INsANITY OF THE LAcTATING PERIOD makes up the
remaining 30 per cent. The type is usually melancholic.

Symptoms.—INSANITY OF PrEGNANCY.—In pregnancy
some change in character of the woman is common. Only
when it passes into definite delusion does insanity become
established. The onset of the insanity-of pregnancy ‘is
recognized by an exaggeration of this change of character.
From about the fourth month to any time later in preg-
nancy, the woman becomes moody, irritable, apathetic.
She fails to sleep as usual. Insomnia, or failure to sleep,
in the reproductive period is always serious ; when severe,
it so often means the onset of insanity. Then the patient
gets definite delusions. If she vomits, she thinks some one
has poisoned her. She sighs, groans and nothing can
shake her from her misery. She may be suicidal. She is
commonly constipated. She may get well before the birth
of the child or not until after its birth. In rare cases she
does not get well at all. This form of insanity is pro-
bably frequently due to the toxamia of pregnancy.

InsaniTy or LAaBour.—The patient is suddenly seized
with a frenzy. She is dangerously mad. She may take
the child when born and dash its brains out against the
iron of the bed or otherwise destroy it. The attack usually
passes off rapidly.

InsaNiTY OF THE PUERPERIUM.—This is nearly always
associated either with severe anzmia from hamorrhage,
or with sepsis. The patient is at first irritable and uneasy
about unknown dangers. She has a headache. She
may refuse food. She is constipated. Above all she
sleeps badly. She dislikes to see either her child or hus-
band. She, finally, becomes definitely maniacal. She
may have suicidal impulses. She will probably get well.
About 80 out of 100 recover.

InsaNiTy OF Lactation.—The patient is not in full
health. She is probablyJa woman who has children in
constant succession. She becomes gloomy, constipated,
and sleeps badly. She becomes definitely melancholic,






CHAPTER XXV

THE HEALTHY BABY

The Healthy Baby.—The great majority of babies are born
healthy. Even the babies of mothers with consumption
or heart disease are often born healthy. Any one, too, who
sees a large number of babies born in the poorest circum-
stances must be impressed by their capacity for health.
They are firm, fat and chubby. They are given a good
start in life. Their danger comes, when, though healthy
little animals, they have to battle with the disadvantages
of civilization.

A healthy child is plump, is not sick, takes the breast or
its bottle readily, does not have wind, has the bowels opened
three to four times in the twenty-four hours in the first
six months. A healthy baby ought to ery lustily, but does
not cry frequently nor long, certainly not more than half
an hour at a time. Its temperature, taken in the rectum,
should not be above 100° F. after the first three days.
The pulse is variable. The faces are soft, yolk yellow,
never green, nor have they white curds. The skin is clear
without spots, the skin of the buttocks is not raw and red,
and the tongue is clean without one patch of white.

A healthy baby increases in weight about seven ounces
a week, for the first two or three months, with the excep-
tion of the first week. Breast-fed babies illustrate this
rule with most regularity. Bottle-fed babies are more
uncertain.

A baby’s forehead should not be damp with sweat when
it is in its cot or perambulator. Sweating usually means

that it is too heavily clothed.
282
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If you find this, inform a medical man at once.

Always examine a baby’s napkins. The colour and
condition of the stools is an excellent measure of the health
of the digestion of the baby. This you will see, when you
read the next chapter.

The Digestive Organs.—None of the baby’s organs spring
at once into full working action suited to its changed condi-
tions.  But for long-past times mothers, nurses, and even
doctors have treated the baby’sstomach as if it could at once
begin work. Frequently, after a baby is born, it is given
a little castor oil, some butter and sugar, milk and water,
or the top of gruel. Have nothing to do with such practices.
The milk does not begin to flow from the breast until the
third day of the puerperium. The baby does not want
milk until then. A little yellow fluid is secreted from the
breast ; this is called the colostrum, and this the baby gets
by sucking the breasts.

Some fancy this colostrum has a purgative action. It
may have, but it seems more probable that it trains the
stomach to digestion and starts the digestive functions
gently.

Early Flow of Milk.—In some cases the breast milk is
abundant on the second day. In these cases the baby is
apt to take too much milk too early. Put it to the breast
sparingly to prevent this.

Late Flow of Milk.—In other cases, the milk does not ap-
pear until the fourth or fifth day. The baby gets hungry
and cries. Give it teaspoonfuls of fresh cow’s milk diluted
with two parts of water, or the mixture (p 271), after
putting it to suck what it can from the breast.

Breast Feeding.—You must hold as an article of faith,
both from your belief in the wisdom of nature, and from
the facts noted and collected over and over again by
doctors, that breast feeding will produce a stronger,
healthier and more resistant child than artificial feeding,
though the artificially fed baby may look ever so fat and
plump. Itis your duty, to the baby, and to the nation, to
strongly urge a reluctant mother to feed her baby on the
breast. If you ever attempt to dissuade a woman from
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be careful not to jam the baby’s nose against the breast, so
that it cannot breathe freely when sucking. Sometimes
when the mother thinks the baby is too weak to suck, you
will find by watching the suckling that this is the true
reason.

Put the baby to one breast only for a feed. The other
breast is used for the next feed. If only one breast can be
used, it is better to give up breast feeding, or at least to
give the bottle alternately, for the milk that forms in the
breast every two hours is generally too thin and poor in
quality to nourish the baby. You can tell how the baby
progresses on one breast by weighing it (p. 280).

Twins.—The same remark applies to twins. If they do
not increase in weight, one must be weaned.

How Much shall the Baby Have >—Our rule at the Rotunda
is—and it applies to both breast and artificial feeding—let
the child have -as much as it will take without posseting,
that is, returning some of the milk. If its stomach is too
full, the child will posset the extra quantity. When it
possets, give it less next meal. You can judge of the
amount swallowed by the time the baby is at the breast.
If the baby feeds for twenty minutes and possets, give the
breast for fifteen minutes next feed, and so on until the
longest time the baby will feed without posseting is found.

Care of Nipples.—Let the nipples be washed with boracic
acid lotion and then dabbed with a little weak spirit (brandy
and water, equal parts) to harden the outer skin. This is
necessary now, for the warm moist mouth of the baby
makes the skin sodden. Before suckling wash them with
wool and warm water. The nipples may be depressed,
yet it is astonishing how a baby will draw them out. Speak-
ing accurately, the action of a baby’s mouth is to press
back the tissues away from the nipple rather than to draw
it out. This action the mother can also assist by pulling
back the tissues around the nipple with her fingers or
pressing them back with an umbrella ring. If the baby
cannot get the nipple, let it try daily, and if you are a
monthly nurse, draw the nipple out yourself several times
a day with clean fingers. The baby will have to suck
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milk ; more commonly deficient milk is due to keeping
the baby from the breast and avoiding the stimulation of
suckling.

3. Women with persistent morbidity.

4, Women with inflammation of the breast.

5. Women who are insane.

6. Women who are weak from loss of blood.

7. Women whose health is genuinely injured by lactation.

8. Women who have to go out and work for their living.

9 Some women, for personal reasons, refuse to nurse their
babies. Urge upon them that the breast milk belongs to
the baby, and lay emphasis on the risks of artificial feeding,

How to Stop the Flow of Milk.—A tight binder round the
chest, put on after labour, will prevent the onset of the
milk in practically all cases. In later cases you do the
same, first, however, covering the breasts with lint, on
which you spread an ointment (yellow wax 1 part to olive
oil 8 parts, warmed before spreading). Give also a saline
purge. Should the breasts swell and be tender, use the
breast pump sparingly and repeat the treatment.

Babies that must be Spoon-fed.—

1. Babies with cleft palates or bad hare-lips.

2. Babies with ulceration round the mouth. In these
cases you must inform a doctor of the baby’s condition.

Wet Nurse.—A wet nurse is the next best method of
feeding a baby, provided the doctor can get one to his
entire satisfaction—a very difficult matter.

Artificial Feeding.—Cow’s milk is the most convenient
food for infants next to human milk. Asses milk is said to
resemble human milk more closely, but it is difficult to get.

Composition of Milk.—The milk of animals of course
contains the five essentials of life, namely : 1, water ;
2, salts ; 3, proteid or meaty matter; 4, carbohydrate
(starchy and sugary) food ; 5, fat.

The proteid or meat of milk is known as casein and enters
largely into the composition of cheese.

The carbohydrate of milk is in the form of milk sugar.
Adults take their carbohydrate food more in the form of
starch, such as the flour of bread. It is changed by the
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acid from the presence of quantities of microbes that grow
in 1. Human milk as secreted from the breast is
alkaline.

For this reason it is important that the cow’s milk should
be as fresh as possible. It certainly should not be more
than twenty-four hours old.

How to alter Cow’s milk to make it like Human Milk.—It
is now easy to work out a method of altering cow’s milk
to make it resemble human milk.

1. The proteid or curd is twice as much in cow’s as in
human milk. Dilute the milk with an equal quantity of
barley water. The amount of proteid will be halved and
will approximately be the same as that of human milk.

2. Thefat and sugarin human and cow’s milk are in about
the same proportion. The same dilution with barley
water halves the amount of fat and sugar in the cow’s milk.
By adding two flush teaspoonfuls of milk sugar (or one
teaspoonful of Demerara sugar) and two teaspoonfuls of
centrifugalized cream (which contains 45 per cent. of fat)
to every six ounces of the above mixture, you again restore
the proper proportion of fat and sugar.

3. The curd of cow’s milk is in larger and harder lumps
than that of human milk. Barley water mechanically
divides up the curd of cow’s milk. Citrate of soda (which
you can buy at the chemist’s), a small pinch to every ounce
of milk, or the use of lime water in the place of barley water,
makes the curd more flocculent.

4. The cow’s milk is acid from microbes that get into it
from the air, while human milk coming straight from the
sterile breast is alkaline. The less cow’s milk is allowed to
stand and the fresher it is, the less acid it will be. It is
best keptin covered earthenware jars in a cool place. Lime
water is antacid and may be used in place of barley
water.

5. The microbes are destroyed as far as possible by some

form of sterilization. : !
The Mixture.— We now have our standard modified milk,

which resembles human milk, as closely as we can make it
by simple methods, namely :—
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the end of a month. We then put the baby on undiluted
cow’s milk, giving water between meals to allay thirst. We
donot believe a baby’s digestion is as dainty as it issupposed
to be when only a month old. If water is added to the
milk, not only is the milk diluted, but so are the digestive
juices. It is not easy to tell whether the advantages of
diluted milk outweigh the advantages of diluted digestive
juices. But practice has solved this question for us, for
we certainly get better results with whole milk than
with diluted milk.

Feeding with Pure Cow’s Milk.—Undiluted cow’s milk
offers a baby the right amount of fats and carbohydrates.
Only the casein is in excess. This excess is passed in the
stools. The stools are large, they are often whitish from the
extra unused curd of the milk (which matters nothing solong
as the baby is well), and thereisrarely constipation. The milk
and the milk mixture given throughout the first month, are
always sterilized before use. Boiling impairs the nutritive
qualities, whereas what is known as sterilization hardly
does so.  Sterilization does not kill all the microbes, and
babies have been known to die of acute bowel poison-
ing, although only fed with carefully prepared sterilized
milk. These cases, however, are very rare and the better
nutritive qualities of sterilized milk, as compared with
those of boiled milk, warrant the risk of such rare disaster.

We add a small pinch of citrate of soda to each ounce of
whole milk.

Water and Times with Pure Milk.—Pure milk has not as
much fluid as the baby requires. Therefore give the baby
teaspoonfuls of water between meals. Pure milk is alsoa
more concentrated food and feeds need not be so frequent.
Every three hours is sufficient, and after the third month
four-hourly feeds suffice.

Method of Sterilization.—The apparatus used at the
Rotunda is the Soxhlet Milk Sterilizer. It consists of a
cruet, which holds ten bottles and fits into a saucepan. The
bottles are filled with milk or mixture, one feed to each
bottle, which will mean 2} to 5 ounces the first six months
and between 5 and 10 ounces the second six months. Cover
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baby for half an hour, for the baby always must be fed.
It must never be allowed to suck the bottle in its cot, sleep,
wake, and suck again.

After the Sixth Month.—The first teeth come about the
sixth month. When they appear it is a good plan to
thicken the feeds with a little infant food, Mellin’s, or
Benger’s, by preference. Put a teaspoonful in a sauce-
pan with some milk and boil for five minutes. Add
the thickened compound to the bottle contents. From the
tenth to the twelfth month wean the baby from the
breast or hottle.

Food for Poor Children.—Poor mothers are unable to make
the mixture we advocate, or to buy a Soxhlet’s sterilizer,
and many of your patients will be of the poorer classes.

You can get them a bottle of citrate of soda, and they
can buy some Demerara sugar and cod-liver oil. They
can then make the following milk mixture :—

Mill : : . : . '3 oz,

Barley Water or Lime Water . 3 oz

Demerara Sugar 3 - . 1 smoothed teaspoonful.

Citrate of Soda ; ! . A pinch.

Cod-liver Oil (to add fat). . b drops to be added
if needed (p. 269) after sterilization.

The baby is fed on this mixture in the same way as on
the more elaborate mixture. For the first two days, use
it diluted with three parts of water. For STERILIZATION,
put the mixture into an ordinary bottle, and put the bottle
into a saucepan of cold water. Then boil the water in the
saucepan for ten to fifteen minutes. If this cannot be
managed, put the feed in a small saucepan, raise it quickly
to boiling point, and let it cool rapidly by putting the
saucepan in cold water. Keep the mixture in a clean,
corked bottle, put to stand in cold water.

Keeping the Bottles and Nipples Clean.—This is a very
important part of baby feeding; as important, almost,
as the cleanliness you observe in the conduction of labour.
Milk is a good food for microbes, and some of these microbes
are so poisonous that they will kill a healthy baby in
twenty-four hours. The remnants of milk about the
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out in the fresh air after the first day, unless rain is falling
or the air is damp, or very cold. The sooner, too, that it
1s put in a perambulator the better. It will get more
fresh air, because it is less tedious for a nurse to wheel a
perambulator than to carry the baby. It is good to keep
the baby in its cot out in the sun all day, except at meal-
times. If the child is well wrapped up in cold weather, it
will not catch cold. It should lie on its back, for this is the
natural position.

The nursery windows should be open day and night,
winter and summer. You may close them when the baby
has its bath, although babies do not catch cold when the
window is open.

The Bath.—For fear of the cord being wetted, use only a
shallow bath until the cord has separated. Soap after the
first bath should not be used with a very young baby.
Rubbing with a towel is too severe for a baby’s delicate
skin. It should be dabbed with the towel to dryit. After
this powder the groins, buttocks, arm-pits and neck with
a dusting powder, such as boracic acid one part, zinc oxide,
three parts, starch, six parts.

When the cord has separated, which it does by drying up
between the fifth to tenth days, the baby has a bath morning
and evening. The temperature of the water should be warm,
about 90° F., or nicely warm to your bare elbow. Never
immerse the baby’s head, but hold its head with the left
hand.

Care of Eyes and Mouth.—In a healthy baby the eyes should
be sponged with cotton-wool wipes and warm water, night
and morning. They may be a little red the first two days
from the silver nitrate (p. 130). The mouth should be
cleansed with soft linen and warm water three times a day.
Wrap the linen round your little finger and so wipe out the
mouth.

Care of the Cord.—The cord is dressed daily in the manner
described on p. 131. By keeping the cord dry, separation
is best effected. Sometimes a small weeping surface 1s
left. Treat this with zine ointment or boracic powder.
Absolute cleanliness in the treatment of the cord is essential.
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The Napkins.—The napkins should be changed as soon as
wetted or soiled. Otherwise the skin of the buttocks will
get raw and red.

Grape 'Juice and Orange Juice.—The juice of fresh grapes,
one teaspoonful a day to a baby of over a month, or orange
juice, one to two teaspoonfuls to a baby over three months,
can be given, and are especially advisable if the baby has
a tendency to confined bowels.

Comforters.—Have nothing to do with comforters. They
are dirty things, and, like all dirty things, bad for the baby.
A baby will not miss something it has never had.

Care of Premature Children.—These should be under the
care of a medical man. Premature children are apt to do
well for a week or so and then die suddenly. They require
to be kept warm in gamgee tissue, or an incubator to imitate
the heat of the uterus. They therefore perspire and so lose
fluid, as well as by passing urine and feces. The stomach
is very small, and they may take half an hour to swallow
a teaspoonful of fluid. Hence the Rotunda rule is to give
water by enemas, as well as by the mouth. The hospital
routine is—

First day.—Water by mouth. One to two teaspoonfuls
of pepsencia whey ; three to four enemas, each of
one tablespoonful of normal saline (one teaspoonful
common salt to the pint of water).

Second day. Four meals of pepsencia whey. Enemas
as before.

Third day.—Pepsencia whey, unless breast milk is estab-
lished. If the baby is too weak to suck, draw off the
milk with a breast pump and give it to the child by

) a teaspoon. KEnemas as before.

From the fourth day—Give two enemas of two table-
spoonfulseach, until the baby is taking the breast well.
The milk flow should by now be well established. If
not, give the milk mixture, but dilute it at first with
equal parts of water. Give the enemas slowly
through a funnel and No. 6 soft rubber catheter.

How to make Pepsencia Whey.—Put a saltspoonful of
pepsencia to three ounces of milk at 100° F. Wait for






CHAPTER XXVI
THE UNHEALTHY BABY

The Unhealthy Baby.—Frequently the baby is so obviously
ill, that you have no hesitation in recommending a doctor.
At other times the signs are indefinite, they may hardly
awaken your suspicions. The responsibility of its welfare
rests on your shoulders, if you are not acting with a doctor,
and you will feel easier if you have some definite measure
by which you are able to test the baby’s fitness and the
suitability of the method in which it is being reared. This
measure you have in a careful record of the weight of the
baby. You will, I think, be wise to buy a pair of baby
scales. The baby could be brought to your house to be
weighed.

How to judge of the Progress of a Child by weighing it.—A
healthy baby increases in weight about 7 ounces a week
for the first three months of its life. This increase is
best exhibited by breast-fed babies. The progress in
weight is often irregular, but in three weeks you will
expect to find an increase of some 15 to 20 ounces. If you
do not, your suspicions that the baby is not perfectly
healthy are aroused. A baby of 7 lb. at birth averages
12 to 13 1b. in weight at three months, 14 to 16 1lb. at six
months and 20 lb. at twelve months.

How often should a Baby be weighed —A baby should be
weighed once a week for the first three months of its life
and less frequently later. Remember to weigh it at the
same time of day and not one week before and another
week after a meal. If it is clothed when you weigh it,

let the clothes be the same on each occasion.
280
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9. The baby may have some general disease.

1. The Food may be too Strong.—When too strong, the
baby will be sick after its meals, vomiting up the contents
of its stomach, not merely posseting the extra quantity
it does not require. It will also probably have colic,
evidenced by screaming, drawing up its legs, and hardening
its abdomen. It is in the stools you find most definite
signs. You find white curds, or the stools are whitish
from curds. This, unaccompanied by other signs, does
not matter, if the child is being fed on whole milk (p. 272).

These signs of too strong food occur almost exclusively
in bottle-fed children, and you must watch for them with
especial care when the baby is first given the bottle.

Treatment.—Dilute the 6 ounces of mixture with 3 or
even 6 ounces of water. Use lime water in preference to
barley water. Try feeds every two and a half hours in-
stead of every two hours.

If these measures fail to benefit the baby in a few days,
call in a medical man.

2. The Food may be too Weak.—The breast milk may
be too weak for a baby on rare occasions. It is unlikely
that the mixtures will prove so.

The baby does not gain properly in weight. It whines
and cries with hunger. It does not fall contentedly to
sleep after a meal. It will be constipated.

Treatment.—A hungry baby may be fed twice at night,
at 1 a.m. and 4 a.m. A breast-fed baby may have to be
weaned or mixed feeding tried, but in these cases you
should consult a doctor.

3. The Food may be Unsuitably Given.—Irregularity in
the times of feeding is an exceedingly common cause,
perhaps the commonest cause of interference in a baby’s
proper progress. Some mothers give the baby the breast
whenever it cries. The food stops the baby crying for
a time, but gives it indigestion, then more erying, more
food, more indigestion, and so on. Visitors who jig or
disturb the baby after food must be forbidden. Cleanliness
in the giving of food is essential. Lastly, do not let the
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supervision, and the skill and knowledge of the greatest
physicians are sometimes at fault. Therefore do
not presume to treat babies which really seem to you
definitely ill or backward.

Constituents of the Diet over which the Doctor has Control.—
Trr DinventT.—Barley water does not always suit babies.
If a baby has wind, colic, or vomiting, it is often well to
try lime water in place of barley water.

Rice water can be used when there is any looseness of
the bowels, and oatmeal water when there is a tendency
to constipation. They are made in the same way as
barley water. Finally plain water is often a successful
diluent,

Tar Far.—Fat in excess affects a baby just as it does
an adult. It takes away its appetite, often makes it sick,
and gives it slimy stools, on which whitish smears of
undigested fat may be actually seen.

The fat can be decreased by not adding cream. Skimmed
milk and whey have much less fat than ordinary milk,
and can be used temporarily.

If a bottle-fed baby is not increasing in weight but
otherwise is not ill, it may improve with more fat. Cod-
liver oil is a good way of giving fat. Five drops may be
added to each feed.

Suear.—Plenty of sugar may sometimes make a baby
fat like the babies of proprietary food advertisements, but
such babies, though fat, are not as hardy as normal babies.
Too much sugar gives the baby signs of indigestion. It
may make it vomit. Flatulence with or without colic
is another sign of too much sugar or starch, and flatulence
is more likely to occur if the baby is constipated.

The sugar can be decreased by adding less sugar to the

feeds.
(CasuIN, or Curp.—The curd is the constituent of cow’s

milk which is the most troublesome to a baby’s digestion.

Too much casein is shown chiefly by colic and curd in
the stools or whitish bulky stools. Remember that when

fed on whole milk, the baby may pass these big stools
without any loss to its health.
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Brrr JUICE is sometimes of value to unhealthy babies.
It is made by taking so many ounces of raw beef, mincing
it, soaking it with the same number of ounces of water,
and squeezing the product through fine muslin.

Ece WATER, orR ALBUMEN WATER, may be wanted. It
is made by adding the white of a raw egg to half a pint of
water and stirring.

Colic, Vomiting, Diarrhcea, Constipation.—These conditions
are nearly always due to the errors of diet and of its
administration.

Colic.—When a child has colic, it screams suddenly,
hardens its stomach, and draws its legs up.

Treatment.—The food alterations have been given, if the
colic is accompanied by loss of weight or ill health. Hot
flannels to the stomach relieve the pain. Dill water is a
favourite remedy. See that the child is warm in its cot,
for cold feet and colic go together. Lessen the amount of
food temporarily and give the baby a teaspoonful of castor
oill. If the baby does not get well, consult a doctor.

Vomiting.—If the child vomits, lessen the amount of food
for a day or two, and decrease the amount of fat and
sugar.

If vomiting is violent, send for a doctor. The baby
may be food poisoned by milk in which dangerous microbes
are flourishing.

Diarrhea. GREEN Stoors. RED Burrocks. THRUSH.—
You must look upon diarrhcea in any form as a serious
disease in children, and an especially dangerous disease
in hot weather. Diarrhcea from food poisoning may kill
a healthy baby in a few hours.

The stools in diarrhecea are often bright green, and
the buttocks red. 1In fact, thrush, green stools, and red
buttocks constantly go together.

Treatment.—Give the baby a dose of castor oil, stop all
food, give water only, and send for the doctor.

THE RED BUTTOCKS you treat by strict cleanliness,
removal of the napkins as soon as soiled, and washing the
buttocks with cold water. Plenty of powder is needed.
Zinc ointment, thickly spread, keeps the red buttocks from






288 ROTUNDA MIDWIFERY FOR NURSES

DISEASES THAT APPEAR SHORTLY AFTER BIRTH

Marasmus.—Marasmus (marasmos—Greek, growing lean)
is a disease in which, in spite of all change of diet and every
medical attention, babies continue to waste. They are
essentially cases in which a good wet nurse is valuable.

Congenital Syphilis.—This is a disease which babies get
from their parents. It may actually show itself at birth,
the baby being a miserable, wizened object from birth.
More frequently the disease develops within the first month.

The signs, which you should remember, so as not to delay
the essential treatment by a medical man, are blebs on the
palms and soles, a wizened, old man face, a rash on the body,
a mop of coarse dark hair, sores around the mouth, and
snuffles like a heavy cold.

If you detect any of these signs in a baby, consult a
medical man.

Congenital Heart Disease.—Some babies are born into the
world with diseased or malformed hearts. Such babies are
often blue, and are always feeble. The Central Midwives
Board tells you to send for a doctor when the baby shows
*“ dangerous feebleness.” This is one of the common causes
of such feebleness.

Mastitis.—The breasts of a newborn baby may swell and
even secrete a little milk. If you rub them,an abscess
may form, but if you protect them with pads of wool, they
will get well.

Red Gum, or Strophulus.—Red gum consists of little red
pimples crowned by a tiny bleb or yellow crust. They
break out when a baby is too hot, for example, on the cheek
that rests against the breast of the mother, if the baby is
in bed with her. They are more common when the baby
has indigestion. ,

Treatment.—Keep the baby cooler and use a dusting
powder. Attend to any slight disturbance of digestion.

Jaundice.—Slight jaundice, or yellowing of the skin, 18
common about the third day and need not worry you, for
it passes away in a day or two.
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indigestion, the curing of the complaint cures the convul-
sions.

Ophthalmia  Neonatorum.—Ophthalmia  (ophthalmos—
Greek, eye) neonatorum (neos—Greek, new ;: natus—Latin,
born) is the term given to inflammation of the baby’s eyes.
This ophthalmia, occurring soon after birth, is the principal
cause of blindness in the unfortunate people who are said
to have been born blind or be blind from birth. You can-
not overrate its seriousness.

Causes.—These are infection of the eyes of the child
during the second stage of labour by yellow vaginal dis-
charge, or sometimes the transference of the same at a later
date to the baby’s eyes by the mother’s fingers.

Signs.—The signs are redness of the eyes and gumminess
of the lids. They begin, as a rule, on the third day. On
the first two days you may get a little redness and gummi-
ness of the lids from the silver nitrate which you dropped
into the eyes to prevent this terrible disease (p. 130). But
in ophthalmia neonatorum the redness quickly increases,
the eyelids swell, and, when you separate them, yellow
matter wells out. :

Treatment.—Proper dropping in of silver nitrate solution
into the eye is of the utmost importance in staving off this
disease.

When established prompt medical treatment saves the
majority of affected children’s sight. It consists of
constant bathing of the child’s eyes and other details.

The doctor will probably expect you to bathe the child’s
eyes, and there are one or two points to remember. The
first point is that when you open the child’s lids the pus may
squirt out. If it squirts into your own eyes, you will get the
dread disease yourself. So keep your face out of danger, or
wear goggles. The second is that the pus on your fingers,
on wipes, etc., if carried to the eyes produces the disease.
Therefore wash your hands carefully after attending the
baby, and then hold them in some disinfectant solution,
such as corrosive sublimate. Burn all the wipes after use.
Warn the mother and others who are near the child of the
infectious nature of the pus. Thirdly, get clear instrue-
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C.—REGULATING THE COURSE OF TRAINING AND
THE CONDUCT OF EXAMINATIONS, AND THE
REMUNERATION OF THE EXAMINERS.

1. No person shall be admitted to an examination unless
she produces certificates that she has undergone the following
course of training, viz :—

(1) She must have, under supervision satisfactory to the
Central Midwives Board, attended and watched the pro-
gress of not fewer than twenty labours, making abdominal
and vaginal examinations during the course of labour and
personally delivering the patient. (Schedule, Form III.)

(2) She must have, to the satisfaction of the person
certifying, nursed twenty lying-in women during the ten
days following labour. (Schedule, Form IV.)

The certificates as to (1) and (2) must be in the form
prescribed by the Central Midwives Board, and must be
filled up and signed either by a registered medical practi-
tioner or by the Chief Midwife, or, in the absence of such
an officer, by the matron of an institution recognized by
the Board, or, in the case of a poor law institution, by the
matron, being a Midwife certified under the Midwives Act,
or a superintendent nurse, certified in like manner and
appointed under the Nursing in Workhouses Order 1897
and attached to such institution, or by a Midwife certified
under the Midwives Act and approved by the Board for
the purpose.

(3) She must have attended a sufficient course of instruc-
tion in the subjects named below. (See Rule C' 4.)

No period of less than three months shall be deemed
sufficient for the purpose.

The above Certificate (3) must be in the form prescribed
by the Central Midwives Board, and must be filled up and
signed by a registered medical practitioner recognized by
the Board as a teacher. (Schedule, Form V.)

2. (Candidates who intend to present themselves for examina-
tion must send notice to the Secretary of the Central Midwives
Board at least three weeks before the date fixed for the examina-
tion to commence, accompanied by the certificates mentioned
in B 1 and C 1, and by the fee of one guinea ; or, in the event
of the candidate having presented herself on a former oceasion
and having failed to pass, the fee of fifteen shillings. In the
event of a candidate being prevented by illness from attending

i,
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D.—RULES OF PROCEDURE ON THE REMOVAL OF
A NAME FROM THE ROLL, AND ON THE
RESTORATION TO THE ROLL OF A NAME
REMOVED.

REMOvVAL oF A NAME FROM THE ROLL.

1. When it is reported to, or otherwise brought to the atten-
tion of, the Central Midwives Board that a midwife has been
convicted of a felony, misdemeanour, or offence, or has been
guilty of wilfully disobeying the rules and regulations laid
down under the Midwives Act 1902, or of other misconduct,
the Secretary shall, when investigation by the Local Super-
vising Authority is required, forthwith communicate such
report or information to the Local Supervising Authority of
the area within which the midwife resides, or of that in which
the felony, misdemeanour, offence, act of disobedience of the
rules and regulations, or other misconduct is alleged to have
been committed (as the case may be), and ask such Authority
to investigate the matter, and to report whether or not, in their
opinion, a prima facie case of malpractice, negligence, or mis-
conduct has been established against the midwife. Any report
by a Local Supervising Authority shall, as soon as may be
after its receipt by the Secretary, be laid, with all other infor-
mation relating to the case to which it refers, before a Committee
of the Board to be called the Penal Cases Committee, who shall
report thereon to the Board, and upon such report the Board
shall proceed to consider whether such a case has in their opinion
been made out as to require an answer from the accused person.

2. If within a reasonable time after the making of a request
for investigation of any case no report has been received
from the Local Supervising Authority, the Committee shall
report to the Board on the case without further delay, or after
such special investigation by a Solicitor to be appointed by
the Board as they may think necessary. The Committee may,
if they think fit, take the advice of the Solicitor at any time
on a case before them, and may instruct the Solicitor to obtain
proofs of evidence in support of the allegations against the
accused person, either for consideration by the Committee,
or to be laid before the Board with their report. The Committee
may, if they think fit, before reporting on any case to the Board,
ask the accused person for any explanation she may have to
offer, and may consider such explanation and report thereon
to the Board. If the Committee resolve that a case 18 one
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She must wear a dress of washable material, and over it a
clean washable apron.

Note.—1t is best to have the sleeves of the dress made so that the mid-
wife can tuck them up well above the elbows.

A midwife who is attending any case which is septic or in
which there are foul-smelling discharges must not go to another
case without first ehanging her dress and thoroughly cleansing
and disinfecting her hands and forearms and such appliances
as she may have had occasion to use.

For list of appliances see 2 (a).

Note.—Unless the cleansing process be thoroughly carried out there
will be, even after a healthy confinement, remains of blood, lochia, or
liquor amnii on the fingers, and especially under the nails, which will
there undergo decomposition, and so become dangerous to the next
patient attended. The midwife must, therefore, keep her nails cut short,
and preserve the skin of her hands as far as possible from chaps and other
Injuries. '

2. When called to a confinement a midwife must take with
her in a bag or basket furnished with a washable lining :—

(a) An appliance for giving vaginal injections, a different
appliance for giving enemata, a catheter, a pair of scissors,
a clinical thermometer, and a nail-brush.

The Local Supervising Authority may, in the case of
untrained midwives, use its discretion with regard to
insisting upon the carrying of a catheter and appliances
for giving vaginal injections.

(b) An efficient antiseptic for disinfecting the hands, ete.

(¢) An antiseptic for douching in special cases.

3. Before touching the genital organs or their neighbour-
hood the midwife must on each occasion disinfect her hands,
and forearms.

4. All instruments and other appliances must be disinfected,
preferably by boiling, before being brought into contact with
the patient’s generative organs. ¢

*5. Whenever a midwife has been in attendance upon a patient
suffering from puerperal fevers, or from any other illness sup-
posed to be infectious, she must disinfect her.?.elf and all her
instruments and other appliances, to the satisfaction of the
Loeal Supervising Authority, and must have her clothing
thoroughly disinfected before going to another labour. .Unless
otherwise directed by the Local Supervising Authority, all
washable clothing should be boiled, and other clothing should
be sent to be disinfected by the Local Sanitary Authority.

* See Rule 24.
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midwife should carry out the methods of resuscitation which
have been taught her.
14. As soon as the child’s head is born, and if possible before
the eyes are opened, its eyelids should be carefully cleansed.
115. On the birth of a child which is in danger of death,
the midwife shall inform one of the parents of the child’s
condition.

(JENERAL,

16. No midwife shall follow any occupation that is in its
nature liable to be a source of infection, or shall (except under
the circumstances hereinafter mentioned) undertake the duty
of laying out the dead.

In no case must a midwife lay out the body of any patient
on whom she has not been in attendance at the time of death,
or a body upon which a post-mortem examination has been
made.

A midwife will not transgress this rule if, at the discretion
of the Local Supervising Authority, she—

(@) Prepares for burial the body of a lying-in-woman,
a stillborn child, or an infant dying within ten days; or,
(b) Lays out a dead body in a case of non-infectious
illness, provided that she is not attending a midwifery case
at the time.
After laying out a dead body for burial she must undergo
adequate cleansing and disinfection.

17. A midwife must note in her Register of Cases each occa-
gion on which she is under the necessity of administering any
drug other than a simple aperient, the dose, and the time and
cause of its administration. |

CoNDITIONS IN WHICH MEDICAL HELP MUST BE SENT FOR.

#18. In all cases of abortion, of illness of the patient or child,
or of any abnormality occurring during pregnancy, labour,
or lying-in, a midwife must explain that the case is one in w.hmh
the attendance of a registered medical practitioner 1s requl_red,
and must hand to the husband or the nearest relative or friend
present the form of sending for lnedjqa,l help [see Rule 21 (@) ],
properly filled up and signed by her, in order that this mnyfbe
immediately forwarded to the medical practitioner. 1f fox

+ It is highly desirable that the midwife should see that every birth

ing i ice 1 ifi ising Authority
occurring in her practice is notified to the Local Supervising
within -igﬂ hours, together with the name and address of the parent.

* See Rule 24,
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Rise of temperature above 100'4° F., with quickening
of the pulse for more than twenty-four hours,

Unusual swelling of the breasts with local tenderness
or pain,

Secondary post-partum h@morrhage,

White leg.

Tue CHILD.

5. In the case of the CHILD, when there is any abnor-
mality or complication, such as—

Injuries received during birth,

Any malformation or deformity in a child that seems

likely to live,

Dangerous feebleness,

Inflammation of the eyes, however slight,

Serious skin eruptions,

Inflammation about the navel.

NOTIFICATION TO THE LOCAL SUPERVISING AUTHORITY.

20. (1) The midwife must send notice to the Local Super-
vising Authority, in accordance with Rule 21, in the following
cases ;—

*(a) Medical help.—Whenever she has advised (Rule 18)
that a registered medical practitioner should be sent for.

*(b) Deaths.—In all cases in which the death of the
mother or of the child occurs before the attendance of a
registered medical practitioner.

*(e) Stillbirths.—In all cases of stillbirth where a regis-
tered medical practitioner is not in attendance.

Note—A child is deemed to be stillborn when after
being completely born it has not breathed or shown any
sign of life. (See Rule 13.)

(2) Change of name or address—The midwife must imme-
diately notify the Local Supervising Authority of any change
of her name or address.

*2]1. For the purposes of the preceding rules the use of the

following forms shall be compulsory :—

¥ Spa Rule 2d.
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F.—DECIDING THE CONDITIONS UNDER WHICH
I%IIIJC)EWI‘ETES MAY BE SUSPENDED FROM PRAC-

In carrying out Section 8 (3) of the Midwives Act it shall be
the duty of the Local Supervising Authority to suspenda Mid-
wife from practice who has contravened any of the rules laid
down by the Central Midwives Board for the purpose of prevent-
ing the spread of infection, and in the exercise of that duty the
Local Supervising Authority shall, after communicating their
decision in writing to the Midwife concerned, at once report any
suaps;lsiﬂn (with the grounds thereof) to the Central Midwives
Board.

(.—DEFINING THE PARTICULARS REQUIRED TO
BE GIVEN IN ANY NOTICE UNDER SECTION
TEN OF THE ACT.

The particulars required to be given in any practice under
Section 10 of the Midwives Act 1902 shall be as follows :—

(1) The number and date of the certificate granted
by the Central Midwives Board to the person giving the
notice.

(2) Her Christian name and surname in full, and if
married since the grant of her certificate, the name under
which it was granted to her.

(3) Her usual place of residence, and if she carries on
her practice elsewhere, the address also where she practises.

(4) If she practises or acts as a midwife outside the area
within which she usually resides or carries on her practice,
the date and address at which she commenced to practise
or pursue her calling without such area.

(5) The notice shall be in the prescribed Form.
(Schedule, Form VIIL)
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Conception, 5
and pregnancy, definition of,

6
application of anatomical
points to, 8

principal terms used, 12
Coneclusion, 293
Condensed milk, 285
Condy’s fluid, 158
Congenital syphilis of baby, 288
heart disease of baby, 288
Constipation of baby, 287
Contracted pelvis, 227
Contraction of uterus as means
of stopping h@morrhage,
238
Convulsions of baby, 289
Cord, care of, 131
cutting the, 119
h@morrhage from, 289
prolapse of, 221
round child’s neck, 116
sepsis of, 289
Coronal suture, 45
Corrosive sublimate solution,
157
Cow’s milk, 269
alteration of to make it like
human milk, 270
and human milk, 269
feeding with pure, 272
Cracked nipples, 257
Cream, 271
Creolin, 2568
Cross birth, 194
Curd of milk, 284
Cyllin, 258
Cystitis, 167

D

Decapitation, 198

Decidua, 9

Depressed nipples, 266

Diameters of pelvis, 42
of feetal breech, 49
of feetal skull, 46

Diarrheea of baby, 286
Difficult labour, 177
signs of, 177
Disinfectants, 68, 157
Disposal of refuse, 26
Doctor, attendance
104
Douche, how to use Rotunda
douche, 71
how to give a vaginal, 146
Dry heat, 76

with a,

E :

Eelampsia, 161

Ectopie or tubal pregnancy,
152

Elbow, as felt by
examination, 197

Embryo, 11

Embryotomy, 231

Embryotomy, 231

Enema, how to give an, 109

composition of nutrient, 164

Ergot, 130

Exercise during pregnancy, 30

Expressing the placenta, 121

Extension of feetal head,
reasons of, 59

External os, 7

Eyes, care of baby’s eyes at
delivery, 130

inflammation of baby’s, 290

vaginal

F

Face presentations, 53, 189

Fallopian Tube, 7

False pains, 80

pelvis, 40

Fertilization, 5

Fibrous tissue, 8

Finger-stalls, use of, 88

First stage of labour, the
treatment of the, 106

Fixing of the feetal head, 80

Flattened pelvis, 228
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Hydrorrhe:a gravidarum, 169
Hygiene, 26
Hygiene of pregnancy, 26

of the puerperium, 133
Hyperemesis, gravidarum, 160

I

Incarceration of the pregnant
uterus, 166
Increasing size of pregnant
uterus, 17, 22
Indigestion of pregnancy, 141
Induection of labour, 231
Inevitable hsemorrhage, 153
1liae erests, 39
Ilium, 39
Impacted breech, 210
shoulders, 220
Imperforate anus, 263
I'nertia, 176
Inlet of pelvis, 40
Innominate bone, 38
Insanity of pregnancy, 260
of labour, 260
of lactation, 260
of the puerperium, 260
Insomnia, 250
Instruments, list of, 70
sterilizing, 72
Intermittent contracvions of
uterus during pregnancy,
21
Internal os, T
Internal os, opening of the, 82
Intrauterine death of the
foetus, 171
Inversion of uterus, 245
Involution, 133
Involution of puerperal uterus,
136
Ischial tuberosity, 39
Ischium, 39

J
Jaundice of baby, 288

K
Kit, list of midwife’s, 70
cleaning the, 72
fortnightly eleaning of, 74
Knee as felt by vaginal exam-
ination, 197
elbow position, 222

L

Labium, 84
Labour, 33
abnormal, 174
articles required for, 77
conduction of normal, 77
definition of normal, 77
difficult, 177
expulsive forces in, 34
first stage of, 33
mechanism of, 58
obstructed, 181
pains of, 80
pains of first stage, 79, 102
pains of second stage, 102
prediction of date of onset
of, 24
preparations for, 77
second stage of, 33
signs of, 79
third stage of, 33
Lambdoidal suture, 45
Large size of feetus, 174
Leaving patient, 104
Lie of the foetus, 51
Lighting, 29
Lime water, 271
Liquor Amnii, 11
Lochia, 137
Lochial stains, 137
Locked twins, 216
Lower uterine segment, 35
Lying-in room, 78
Lymphatic sepsis, 254
I.d}"ﬂﬂ], 158

M
Malformed fatuses, 220
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P

Pains of first stage of labour,
79, 102
of labour, 80
of second stage of labour, 102
Palpation of feetus, 96
Papyraceus, 172
Paralysis of new-born babies,
291
Parametritis, 255
Parietal bones, 44
Parturient canal,
of, 35
Patent foods, 285
Pawlik’s grip, 99
Pelvie bones, 37
brim, 40
cavity, 41
inflammation, 255
inlet, 40
inlet, plane of, 40
measurements, 41
outlet, 41
palpation, 101
Pelvis, contracted, 227
deseription of, 40
false, 40
flattened, 228
generally contracted, 227
obstetrical, 40
true, 40
Pendulous abdomen, 169
Pepsencia whey, 278
Peptonized milk, 164, 285
Perforation, 189
Perimetritis, 256
Perineal abscess, 253
tears, 127
Perineum, 84
saving the, 113
Peritonitis, 256
Pernicious vomiting of preg-
nancy, 160
Phimosts, 277
Phlegmasia Alba Dolens, 256
Phlegmasia Alba Dolens, 256

description

Placenta, 10
adherent, 235
description of, 10
examination of, 125
expressing the, 124
praevia, 153
retained, 235
signs that it has left the
uterus, 122
succenturiata, 126
Plane of pelvic inlet, 40
Plugging the vagina, 148
Polyhydramnios, 169
Poor, attendance on the, 108
babies, milk mixture for, 274
Positions of feetus, 51
Post-anal palpation, 101
Post-partum, 235
Post-partum h@morrhage, 235
hamorrhage, signs of severe,
239
secondary, 239
Poultice, 163
Preevia, 153
Prague method of delivering
-aftercoming head, 209
Precipitate labour, 225
Prediction of date of onset of
labour, 24
Pregnancy, and cancer, 172
and general diseases, 173
and tumour, 172
certain signs, 19
hygiene of, 26
last five lunar-months, 19
length of, 9
minor aillments of, 141
principal terms used, 12
probable signs, 21
significance of signs that
occur in first five lunar-
months, 18 :
significance of later signs,
23
signs that occur in the first
five lunar-months, 14
Pregnant woman, advice to,
31
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Diseases of the Larynx
By HaroLp Barwerr, M.B. (Lond.), F.R.C.S.

(Eng.) * Surgeon for Diseases of the Throat, St. George’s
Hospital ; Laryngologist, Mount Vernon Hospital for Diseases
of the Chest; Consulting Surgeon for Throat and Ear
Diseases, Cripples’ Home for Girls. pp. 266, xii plates,
21 illustrations. 5/- net.

ContEnTs: Introductory.—Inflammation.—Granulomata.— Tumours
—Neuroses.—Stenosis.—Operations.—Laryngeal Complications of

General Diseases.—Injuries and Foreign Bodies.—Appendix.—
Index.

“ A very complete account of the diseases commonly met with in
the Larynx, and in the attempt to adapt it to the requirements of
the general physician and studentrather than to those of the specialist
the author has been successful."—S{. George's Hospilal Gazette.

Treatment of Disease in Children
By G. A. SutHERLAND, M.D., F.R.C.P. Physi-

cian, Paddington Green Children's Hospital, and North
Western Hospital. Late President for Section on * Diseases
of Children,” British Medical Association. pp. 311. 5/- net.

ContenTs: The Feeding of Infantsand Childrenin Health.—Diseases
of Diet.—Diseases of the Alimentary System.—Diseases of the
Respiratory System.—Diseases of the Cardio-Vascular System.—
Diseases of the Nervous System.—Diseases of the Genito-urinary
System.—General Diseases.—Pharmacopceia.—Index,

“The maximum of information in the minimum of space.—The

Hospital.

A valuable record of experience and common sense in the treatment
of disease, and may be warmly recommended to the Profession as
a trustwortby guide."—British Journal of Children's Diseases.
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‘Heart Disease, including Thoracic Aneurism

B}F F. J PDYNTON, M.D., F.R.C.P. Assistant Physician
to University College Hospital, and late Sub-Dean to the Med-
ical Faculty of University College; Physician to Out Patients,

the Hospital for Sick Children, Great Ormond Street. pp. 310,
xvii plates, zo illustrations. 5/- net.

ConTENTS : Anatomy, Physiology and Experimental Pathology.—
Clinical Methods.—Pathology, Symptoms and Treatment of Acute
Rheumatic Heart Disease.—Chronic Valvular Disease and its
Treatment.—Non-Rheumatic Pericarditis,—Acute Endocarditis.
—Myocardial Affections,—Neuro-muscular Affections.—Congenital
Heart Disease. —Arterial Disease and Aneurism. —Appendix.
—Prescriptions and Diets for Heart Disease.—The Schott Move-
ments.—-Artificial Nauheim Baths.

“In this admirable and comprehensive text-book Dr. Poynton gives
a summary of the most important forms of heart disease together
with the chief methods that are employed in their clinical investi-
gation and treatment. Dr. Poynton’s book may be cordially

recommended to advanced studentsand to practitioners."—Medical
Chronicle.

“The treatment of many of the conditions described is given in
greater detail, and with more attention to debatable points than in
larger and more ambitious text-books."—7he Hospital.

Practical Anaesthetics
By H. Epmunp G. BoyrLe, M.R.C.S. Anaesthetist.

to St, Bartholomew's Hospital, and Demonstrator of Anaes-
thetics in the Medical School. pp. 178, xi plates, 11 figures.
I1lustrated, 5/- net.

ConTenTs : General Considerations.—Nitrous Oxide.—Ethe‘r.—
Chloroform.—Ethyl Chloride.—Mixtures and Sequences.—The
Selection of the Anaesthetic.—Position.

“ Mr. Boyle has endeavoured to treat his subject from the practical
point of view and he has succeeded in a very clear and concise
manner. As a rule it is better for the student to avoid the larger
books on Anaesthetics until he has studied the subject practically,
but this book is pre-eminently one that he should buy and read
carefully.”—St. Bartholomew's Hospital Journal.

“We advise all who either have to administer anaesthetics or who
hope to do so, to purchase this little book as it will give them many

useful hints on the subject.”—7he Medical Press.
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Diseases of the Nose and Throat
By E. B. Waggerr, M.B. (Cantab). Surgeon

for the Throat and Ear Department of the Charing Cross Hos-
pital; Surgeon, London Throat Hospital, and Throat and Ear
Department Great Northern Hospital. pp.282, 3 plates, 89

figures. Ilustrated, 5/- net.
JUST PUBLISHED.

ConTENTs: Anatomy and Physiology.—Examination.—Adenoids.
—The Adenoid Face.—The Vomerine Crest.—Fracture of the Nose
and Operations on the Septum.—Cauterisation and Operations for
Nasal Obstruction.—Chronic Rhinitis.—Atrophic Rhinitis.—Polpyi.
—The Antrum of Highmore.—Frontal and Ethmoidal Suppuration.
—Sphenoidal and Ethmoidal Suppuration.—New Growths and
Neuroses.

This is in no sense a lengthy text-book on this “much-written”
subject ; it is rather intended to be a practical introduction to the
subject; and an equally practical account of those ordinary diseases.
of the nose that the practitioner is sure to meet with and should be
as sure to cure. It is profusely illustrated and intended to be read
as its author suggests “currente calamo.”

UNIFORM WITH THE OXFORD MEDICAL MANUALS

Auscultation and Percussion, with the other
methods of Physical Examination of the Chest

By SAMUEL JDNES Geg, M.D., F.R.C.P. Honorary
Physician to H.R.H. the Prince of Wales. Consulting Physi-
cian to St. Bartholomew’s Hospital, etc. Sixth Edition, pp. 327.
Prospectus on application. 5/-net.

Tt will remain at once the Standard Authority in the sphere in
which it deals, and a striking illustration of the methods of a dis-~
tinguished Teacher of Clinical Medicine."—7 /e Lancet.

«Too well known to require an elaborate review."—2British Medicat

Journal.
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Medical Lectures and Clinical Aphorisms

By SamueL Jones Geg, M.D., F.R.C.P. Honorary

Physician to H.R.H. the Prince of Wales; Consulting
Physician to St. Bartholomew's Hospital, ete, Second
Edition, pp. 327. Third Edition in active preparation.

5/- net.

Contents: The History of a case of Cerebral Haemorrhage.—The
Meaning of the words Coma and Apoplexy.—Large Heads in
Children.—Aphasia.—The Meaning of the word Delirium.—Ner-
vous Atrophy (atrophia vel anorexia nervosa),—Spinal Myalgia.—
The Causes and Forms of Bronchitis.—The Nature of Pulmonary
Emphysema.—The Nature of Asthma.—Enlarged Spleen in Chil-
dren.—Tubercular Peritonitis.—The Signs of Acute Peritoneal
Diseases.—Sects in Medicine.—Clinical Aphorisms.

“Dr. Gee's book is altogether admirable. Nkl tetigit quod now
ornavif, Even in'dealing with subjects apparently hackneyed, the
author contrives to throw new and interesting light upon them;
while the aphorisms embody the result of clinical observation as
acute as it is extensive, and the clear and pithy sentences vividly
impress upon the reader the conclusions formed by a great Master of
Medicine. We cordially recommend this book to be ‘read, marked,
learned, and inwardly digested’ by all practitioners and students.
It is small and easily carried, and the money it costs should be
many times repaid by the valuable hints which it contains.”"—#Prac-
titioner.

“ As well worth reading through as it was five years ago.”—ZBrilisk
Medical Journal.

“We have rarely read a Professional work with so much pleasure
—beautiful but all too brief."—7he Hospital.

“We believe that many of them will live to be quoted hereafter by
reason of their truth and racy terseness—when most of the set
lectures of the present day shall have sunk into oblivion."—

British Medical Journal.
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Rotunda Practical Midwifery, 1907

By Ernest Hastings Tweepy, M.D., F.R.C.P.L
Master of the Rotunda Hospital, Dublin. President, Section

of Obstetrics British Medical Association, 1907. And G.

T. WRrENcH, M.D. Assistant Master. 162 illustrations.
Prospectus on application. 16/- net.

CONTENTS: Signs, Symptoms, and Dia&nmis of Pregnancy.—The Minor
Ailments of Pregnancy.—The Obstetrical Kit—THE CoNDUCTION OF NORMAL
LaBourR.—The Care of the Normal Puerperal Woman.—ABNORMAL PREG-
NANCY: Abnormalities of Pregnancy due to some Separation of the Ovum
from its Implantation and Conditions resembling them clinically ; Abnormal-
ities due to the Toxaemia of Pregnancy; The %Qemaining Abnormalities of
Pregnancy.—ABNORMAL LABOUR : Presentations and Mechanisms; Abnor-
malities connected with the Child or the Presentation of the Child;
Abnormalities connected with the Uterus; Abnormalities connected with the
Pelvis; Abnormalities of the Third Stage; Obstetrical Operations.—THE
ABNORMAL PUERPERIUM : General Principles of Puerperal Infection ; Kinds of
Puerperal Infection; The Insanities of the Reproductive Period —THE BaBY :
Asphyxia Neonatorum.—The Healthy Baby.—The Unhealthy Baby.

This is a practical book on midwifery, embodying the teaching of
the Rotunda School and based largely on the teaching of previous
masters, while the authors have tested the value of the present
treatment adopted by their own more recent experience. It contains
no pathology or mechanics of obstetrics except where either is
essential for understanding the proposed treatment. The conduct
of normal labour is dealt with, the closest attention given to every
practical detail, however small, and all possible complications are
treated in the same way. The authors devote the closest attention
to the management of the puerperal state and the earliest disorders
of the infant, also to the causes and immediate treatment of fever
occurring in the puerperium in every detail. The work is illustrated
by over 150 original drawings, and charts.

Rotunda Midwifery for Nurses and Midwives

B}" G. T. WreNcH, M.D., late Assistant Master of the
Rotunda Hospital; with a Preface by the Master of the Rg};unda.
- net.

This is an entirely practical account of that part of Midwifery
which is essential for a Nurse in the practice of her profession.
The book is designed to embody the teaching of the Rotunda and
in every respect to give the Nurse all that is required by the Cen-
tral Midwives Board. The work is illustrated by over 100

illustrations, all of which are original.
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Functional Nervous Disorders in Childhood

By Leonarp G. GuthrIE, M.A., M.D,, F.R.C.P.

Senior Physician to Paddington Green Children's Hospital ;
Physician to the Hospital for Paralysis and Epilepsy, Maida
Vale, etc. Special prospectus on application. 7/6 net.

“ We have read no book upon this subject which can compare with
Dr. Guthrie’'s work for charm of literary style, and comprehen-
siveness of survey. This book is so fascinating that one must
needs choose some time of leisure for its perusal, for, when once
opened, it is not easily laid aside. It is full of quotation and
anecdote from writers of all ages, from Tertullian to Calverley,
and from the Book of Samuel to the ‘Fairchild Family.! Itis to be
hoped that it will be read by many (we might say multitudes, and
there would still be many left) of the faddists of to-day, who have
so much to say on the proper methods of educating and up-bringing
children. It deals with many important questions of education, the
place of corporal punishment in the training of the young, the
hours of study, effect of fear in preventing progress at school, and
many other matters of great practical importance to those concerned
in teaching. Infant murderers figure here, and there is full descrip-
tion of infant prodigies of learning, and the youthful devotee of my
lady nicotine might be saved from hisawful career, ifhe could but read
the gentle suasion of common sense, which appears everywhere
mingled with the kindly humour of Dr. Guthrie’s work, and in particu-
lar in the section on the evils of tobacco. On this matter, as on the
use of alcohol, Dr. Guthrie protests, as he does in many other matters,
against the exaggerated and misleading statements, which are too
often made, and made, as he points out, with considerable detriment
to the young and impressionable minds which receive them. But
it must not be imagined that the work is merely a literary recreation,
it is a scientific work of high value, and useful descriptions of
treatment will be found here as well as discussions on points of
pathology and aetiology. We think Dr. Guthrie’s work is likely
to take its place as a standard work on the subject, and to be one of
the most popular of the Oxford Medical Publications."-—/Pradtitioner.

“The main object of the author has been to help in the early
recognition ‘of the neurotic or emotional temperament’ in children
with a view to prevent the neurotic child becoming the neurasthenic
adult—a not unworthy object for a book in the present day."—
St. Bartholomew's Hospital Journal.
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A System of Syphilis

By Various AutHors. Edited by D’Arcy Power,
M.D. (Oxon.), F.R.C.S,, and J. KEocH MURrPpHY,
M.C. (Cantab.), F.R.C.S.
‘This work is designed to be an exhaustive treatise on the subject ot
this disease and its various manifestations both ordinary and rare,
Each volume is fully illustrated with original illustrations and is com-
plete in itself., Price £2 2s. per vol. net, or to subscribers £10 10s.
net the set complete in six volumes. Vol. I ready Spring 1908,
VOLUME I.—Introduction: JonatHan HuTcHinson,
F.R.S.—History : Ivan Brocu, M.D.—Bacteriology :
Professor ELias Mercunikorr.—General Pathology:
F. W. Anprewes, M,D. (Oxon,), F.R.C.P.—Early
Manifestations—Male: Colonel F. J. Lamskin,
R.A.M.C. — Early Manifestations — Female : A.
Surrritok, F.R.C.5.—Congenital Syphilis : G. F. StiLL,
M.D., F.R.C.P. With over 30 Colour Illustrations
from direct colour photographs and many others.

VOLUME 11.—Surgery of Syphilis: D’Arcy Poweg,
M.D. (Oxon.), F.R.C.S.—Syphilisin connection with Ob-
stetrics and Gynaecology : W. J, Gow, M.D., F.R.C.P.

VOLUME I11.—Visceral Syphilis: Professor WiLLiam
OsLer, F.R.S.—Syphilis in connection with Life Insur-
ance : E. M. Brockpank, M.D., F.R.C.P.—Mental
Affections of Syphilis: CuarLes A, MEercier, M.D.
(Oxon.), F.R.C.P.—Medico Legal Aspects of Syphilis :
StanLey B. ATkinson, M.B. (Cantab.).

VOLUME. 1V.—Syphilis of the Nervous System : F. W,
MortT, F.R.S.

VOLUME V.—Diseases of the Skin : PHINEAS ABRAHAM,
M.D., F.R.C.S.1.—The Eye: Devereux MARSHALL,
F.R.C.S.—The Nose and Throat : St. CLairR THoMSON,
M.D., F.R.CP. — The Ear: Hunter Top, M.D.
(Cantab.), F.R.C.S.

VOLUME VI.—The Public Services—The Navy : Fleet-
Surgeon, E. P. MouriLyan, and others.—The Army :
Introduction by the Director-General of the Army
Medical Service. Sir ALrrep Keoch, K.C.B. Colonel
Merviiee, R.AM.C. Colonel Lamexiy, R.A.M.C,

Colonel Lersuman, R.A.M.C.
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A System of Dietetics

A single volume under the Editorship of Dr. G. A. SUTHERLAND,
M.D,, F.R.C.P. This book is designed to be a complete account of
dietetics viewed both from the scientific and practical standpoint.
Prospectus on application.

CONTENTS

Introduction.—General Principles: Sir Lauper Brunron,
IR S,

The Diet of prehistoric times and the evolution of the presént-
day Diet: Harry Campserr, M.S., F.R.C.P.

The Physiology of Digestion, Absorption and Nutrition, The
Results of Experimental Diets in man and animals :

Bl s Serrcas, Avlis . HIRIEP:

Special Diets, Diet Cures, Patent and Proprietary Foods :
B, [Caoresy., M D, K RE P

Rectal Alimentation : F. D, Boyp, M.D., F.R.C.P.E.

The Roéle of Alcohol in Health and in Disease: Harry
CampeeeLL, M.D., F.R.C.P.

Diet in General Diseases :
Fevers: Craupe Bucuanan Ker, M.D., F.R.C.P.—
Tuberculosis : NoeL BarpsweLL and J. E. CHAPMAN.—
Gout, Rheumatism and Rheumatoid Arthritis: A. P.
Lurr, M.D,, F.R.C.P.—Diabetes: W. T. WiLL1aMsON,
M.D., F.R.C.P.—Obesity: E.CauvTLEY, M.D,, F.R.C.P.

Diet in Diseases of Special Organs :
The Stomachand Bowels : H. P. Hawkins, M.D.(Oxon),
F.R.C.P.—The Liver and Pancreas: WM. HaLe WHITE,
M.D., F.R.C.P.—The Lungs: G. A. SuraerLAND, MLS.,
F.R.C.P.—The Heart and Blood Vessels: W. J. Hap-
Ley, M.ID., F.R.C.P.—The Kidneys: J. Rose BRADFORD,
F.R.S.—The Nervous System: James Tavror, M.S.,
F.R.C.P.—The Integumentary System: T, CorcorT Fox,
M.B.,, F.R.C.P. — The Blood and Blood-forming
Organs: Joun M. Cowan, M.D.

Diet in Infancy and Childhood, Diet in Diseases of Chil-
dren: G. A. SuraerLanp, M.D., F.R.C.P.

Diet in the Diseases of Hot Climates: Sir PaTrick M ANsON,

F.R.S.
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Diets in Tuberculosis

PrincipLEs aND Econowmics.

B}" ND_EL 8y BARDSWELL, M.D., Medical Superinten-
dent King Edward VII's Sanatorium, Midhurst; and

J- E. Cuaprman, M.R.C.S. 10/- net.

A full account of the practical value and cost of diets in general, and
In every detail of the various diets which may with advantage be
used in the treatment of Tuberculosis.

Diseases of the Spinal Cord
By R. T. WiLrLiamson, M.D., F.R.C.P. Assistant

Physician, Manchester Royal Infirmary, etc. Prospectus on
application. £1 10s. net.

An exhaustive Treatise on Diseases of this part of the Central
Nervous System ; the author gives the pathology so far as it is
known up to the present date; he discusses the symptoms and treat-
ment with equal care. The book is fully illustrated by over 1co
illustrations and diagrams,

The Law in General Practice, or
Clinical Jurisprudence

By StanNLEY ATkinsoN, M.B., B.L. Sec. of the
Medico-legal Society.

A book for Practitioners—the legal aspects of daily Practice.
IN PREPARATION.

Glandular Enlargements and other Diseases

of the Lymphatic System
By ArtHUR Epmunps, M.S., F.R.C.5.

In PREPARATION.
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A Laboratory Handbook of Bacteriology

B}’_ Dr. RupoLr ABEL. Medical Privy Councillor,
Berlin.  Translated by Dr. M. H. Gorpon, M.A. M.D.
(Oxon.), B.Sc. 1oth Edition. 5/- net.

This book, which has already reached the tenth edition, is the
standard Laboratory book throughout Germany, it gives a complete
account of every important technical detail which is in practice in
the Bacteriological Laboratory of to-day.

The trahslator has added those methods whichhisownlarge experi-
ence has proved of value in the examination of the air. A special
article has been written by Dr. Houston of the Metropolitan Water
Board on the examination of water for sewage contamination. An
article has been written by Dr. Horder on the examination of organs,
etc., and the work is brought upto date by an account of present
methods with regard to opsonins. ’

The success of the book has been justified by the great pains the
author has taken and the attention he has given to every practical
detail as well as in keeping up with the progress—the very rapid
progress—of science.

In order to make the book up-to-date with regard to the work done
in this country important additions have been made.

The reader will note that the author considers that these additions
‘“add enormously to the present value of the book.”

Criminal Responsibility

By CuarLES A. MERcIER, M.D,, F.R.C.P,, F.R.C.S.
Now Ready, 8vo, cloth, 7/6 net.

Contents : Responsibility.—Voluntary Action.—Wrongdoing.—
[nsanity.—Mind.—Mind (continued).—Conditions of Responsibility.
—The Answers of the Judges.

“A book concerning which there cannot be two opinions. It is a
remarkably able book, characterised throughout by extreme Jucidity
of thought and utterance, pithy terseness of phrase, and in keeping
with its appeal to ‘the common sense of the common man of this
time and country,’ it is expressed, even in the most sustained
arguments of a difficult subject, in plain trenchant English, with an
almost entire avoidance of ambiguous or technical terms. ... We
must thank Dr. Mercier for having clarified many issues in his
notable book, a book which will be of the greatest asslstqn{:e”tn
medical and legal men who are intefested in this question.”—

British Medical Journal.
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Gun-Shot Wounds

By Major Seencer, F.R.C.S., R.A.M.C.

One of the series of Works by Officers of the Royal Army
Medical Service. ,

In PrREPARATION,

Diseases of the Eye
By StepHEN.Mavou, F.R.C.S.

A short and practical Manual.
' In PREPARATION.

iert lcant
By James Mackenzig, M.D.

A large and important Monograph embodying the author's work.
IN PREPARATION.

-

Common Disorders and Diseases in Childhood
By & F..Stiis, MDD E.RC.E;

INn PREPARATION.

Dental Materia Medica, Therapeutics and
Prescription Writing
B}’ Err H. Long, M.D. Now Ready. Cloth, 15/- net.

“This is an American book, written by the Professor of .Den_tal
Materiaand Therapeutics in the Dental Department of the University
of Buffalo. It is well printed on 298 pages; it is illustrated with
seven engravings and eighteen coloured diagrams, and it has a
copious index. The coloured illustrations are really excellent,

and we do not remember to have seen anything like them in any
previous Materia Medica. These are to illustrate the action of drugs

on the various systems.”"—7he General Practitioner.

LONDON:
HENRY FROWDE, HODDER & STOUGHTON,
OXFORD UNIVERSITY PRESS WARWICK SQUARE, E.C.
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