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PREFACE.

In the preparation of this manual the primary object has
been a systematic and rational presentation of the subject
of Obstetrics as recognized by the leading teachers of the
day. As most conducive to this end, it has been deemed
expedient to adopt a combined clinical, physiologic, and
pathologic basis upon which to work. Thus, clinically, the
vast majority of pregnancies and labors are normal in almost
every respect, and plysiologic obstetrics should most appro-
priately first command the attention of the accoucheur.
Accordingly, a normal pregnancy and labor in a normal
woman are depicted from the time of conception to the
weaning of the child, at which period the patients naturally
pass from the hands of the obstetrician to those of the
general physician. In the development of such a history
a chronologic sequence of events has been followed as
closely as possible, so that the various phases of ovulation,
insemination, conception, embryologic and fetal growth and
development, maternal alterations and manifestations, the
signs and stages of labor, the birth of the child, the retro-
grade processes of involution, and the establishment of the
mammary function, follow each other in a smooth and

natural order, as is most desirable in actual practice, and
7
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PREFACE. 9

still further elucidate the text. All measurements have
been given in the metric system, with the English equiva-
lents in parentheses. A large number of diagnostic tables
have been formulated and introduced in their proper places,
and these constitute a prominent feature of the book; by
their aid the various diagnoses may be made with unusual
facility, and a comprehension of the stages of the mechan-
isms of labor becomes a matter of ease.

The recent rapid strides in the knowledge of the path-
ology of the many morbid states encountered in obstetrics
have rendered possible a more scientific classification of
these conditions. In this respect especial care has been
taken in the preparation of the book. Preeminent among
these innovations stands the classification of puerperal
sepsis, than which there is no more complicated or obscure
subject in obstetrics. Through the labors of the pathologist
and bacteriologist a wider knowledge of this disease is now
entertained, and there has been offered a classification of the
varieties of sepsis based upon their clinical manifestations
and pathologic features. Mention should also be made of the
grouping of the hemorrhages of pregnancy, of those of the
puerperium, and of those of the newborn, as well as of the
presentation of puerperal eclampsia, contracted pelvis, and
extrauterine pregnancy, in all of which departments espe-
cial progress has been made within recent years. In pur-
suance of the general plan of the book, a rational sequence
of the abnormal mechanisms of labor has been adopted,
and every possible complication of labor has been noted in
its appropriate place. Finally, a complete index with
numerous cross-references, and a comprehensive table of
contents, add materially to the efficiency of the book.

The author desires to return his most cordial thanks to
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Dr. Robert N. Willson for valuable assistance rendered in
the scading of the proof-sheets, and to the publisher, Mr.
W. B. Saunders, for the care bestowed upon the many
details of the publication of the work.

120 SOUTH SEVENTERENTH STREET,
Philadelphi, May, 1890.
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A MANUAL OF OBSTETRICS.

PART I. PHYSIOLOGIC OBSTETRICS.

I. THE GENERATIVE ORGANS AND THE PAR-
TURIENT CANAL.

Introductory.—The science of obstetrics or midwifery
may be defined as that branch of the study of medicine
pertaining to the care of women in pregnancy, childbirth,
and the puerperal state.

Destined as woman has been from the foundation of the
world to pass through this period of reproduction and
parturition in order to the natural propagation of the race,
childbirth should be regarded as an absolutely normal
process, as much so as is menstruation or the menopause.
It is a function for which she has been especially designed
anatomically and physiologically. Her peculiar pelvic con-
formation, her special and highly functionized generative
organs, the provision allotted her for the maintenance of
her offspring after birth, and the mental states and emotions
that constitute her characteristic maternal instincts,—all
unmistakably indicate the noble purpose for which she was
created. To the pernicious influences of civilization upon
the development of the sexual apparatus and desires alone
must be ascribed all those abnormalities of parturition that
have done so much to render childbearing an object of
terror to womankind, and the subject of obstetrics, and
especially of dystocia, one of such uncertainty and appre-
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THE SIGNS OF PREGNANCY. 81

are desirous of bearing children will claim menstrual sup-
pression when it is not actually existing.

(2) Progressive Growth of the Uterus (Fig. 36).—This is
also a fairly presumptive sign of pregnancy, although not an
absolute one. The Tumor of Pregnancy—The pregnant
uterus is at first
ovoid, with a mark-
ed increase in the
anteroposterior di-
ameter, and this,
peculiar alteration TN
in shape is a very
important sign of ‘p
early pregnancy. /4
Later the uterus
becomes pear- .
shaped, with the !
larger end above. 2,,_7,: E
It occupies a me- ARV 2&

.-

dian position, with 2%
a slight ix.xclinatic.)n v
to the right; its X s
growth is rapid and !
progressive; its -
surface is smooth

and regular; its

consistency is soft

and elastic, the an-

terior wall bc"]g F1G. 36.—Diagram showing the progressive growth of the
softer and looser uterus dulxring pregnancy, the height of the uterus being
than the posterior, ™™ " ¥ek>

this probably having some relation to the attachment of the
placenta; the fundus is directed anteriorly and is freely
movable. The vaginal portion is drawn up, the vagina clon-
gated, and the anterior vaginal wall appcars tenser than nor-
mally. By observing the progressive increase in the height
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THE SIGNS OF PREGNANCY. 8s

teristic signs of pregnancy. Other Conditions in which Dis-
coloration §s Present—A discoloration closely simulating
that of pregnancy may be noted—1I. In ovarian disease; 2.
At the menstrual epochs; 3. In uterine myomata.

(5) The Percussion-note—Upon percussing the abdomen
of the pregnant woman there is elicited dulness over the
position of the uterus, with tympany above and to the sides,
where the intestines have been displaced—the so-called
“coronal resonance” QOccasionally a loop of bowel may
slip down in front of the uterus and become adherent; in
such a case the normal area of uterine dulness will be
masked to a degree corresponding to the amount of bowel
that is displaced.

(6) Abdominal Ballotteiment—This is an absolute sign of
pregnancy. It may be elicited as follows: The uterus
being steadied by the two hands placed one on either side
of the abdomen, an impulse is given by one hand, when the
fetus is felt to impinge upon the opposite hand ; the shock is
more distinct when the fetus is small and undersized. By
cephalic ballotterment is meant a similar sign elicited only in
breech presentations. It is a form of abdominal ballottement
in which the movable fetal head is impelled from one side
of the uterine cavity to the other by the hands placed firmly
upon the lateral abdominal surfaces. Another method is to
place the fingers over-the fetal head and by a sudden move-
ment depress the abdominal wall; the head is displaced,
and on returning to its original position impinges against
the fingers with an appreciable shock.

Pressure-symptoms. — It is patent that the rapidly-
growing tumor within the abdominal cavity must impinge
to a greater or less extent.upon the surrounding structures.
There are thus evolved a series of pressure-symptoms of
considerable moment. These are as follows:

(1) Irritation of the Bladder—Frequent micturition is
one of the carliest and most important diagnostic features
of pregnancy. It is invariably present in the first few weeks
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pregnancy upon the sacral plexus of nerves and its numerous
branches is common during the later months of gestation,
The painful cramps of the limbs noticed at this time and
during labor are so produced, and many patients will com-
plain of numbness or “dead limbs” from a similar cause.
These distressing neuralgic manifestations may become the
dominant pathologic feature of a given case.

Vaginal 8igns.— An examination per vaginam of a
woman presumably pregnant is always essential in order
to arrive at positive conclusions as to the existing con-
dition. By this method of examination many important
signs can be elicited. For its successful performance the
patient should assume the lithotomy position, with the
limbs well separated; she should be instructed to lie in
as relaxed a condition as possible. The points to be noted
are the following :

(1) Facquemin's Sign.—Purplish discoloration of the vagi-
nal and vilvar mucose is an extremely valuable sign that
may be recognized as early as the sixth week, though fre-
quently it is not well developed before the beginning of the
third month of pregnancy. It is dependent upon the conges-
tion of the superficial blood-vessels of the parts. The colora-
tion increases in intensity as the pregnancy advances; it is
deeper within the vagina, and shades off to a mere bluish
tint of the vulvar mucosa in the earlier months, although
toward the close of gestation in some cases the labia may
be of a deep-blue or purple color. The purplish hue usually|
is most intense just beneath the urethral orifice, and digital

pressure here may detect the increased vascularity long}
before the discoloration becomes marked elsewhere. This{
pigmentation may be regarded as an al/most absolute sign |
of pregnancy. It may rarely be produced by other causes |;
of intense pelvic congestion, such as neoplasmata of various |
kinds; it is quite exceptional, however, for these conditions

to produce such an intense congestion as to give rise to .

vaginal or vulvar discoloration.
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compressibility of the lower segment of the wuterine body
are regarded by many as almost diagnostic of early

pregnancy. The sign may
be obtained by bimanual
palpation, the hands being
placed in either of the sev-
eral positions shown in the
illustrations.! Thus, it may
be elicited by passing the
index finger of the left hand
far up into the rectum and
the thumb into the anterior

vaginal fornix, at the same -

time pressure being exerted
above with the right hand

F1G. 38.—First method of eliciting Hegar's
sign of pregnancy (Sonntag).

upon the abdomen between the symphysis and the fundus.
This method may be facilitated by hooking down the cervix

F1G. 39.—Second method of eliciting Hegar’s sign

of pregnancy (Sonntag).

with a tenaculum. An-
other method is to place
the index finger in the
posterior vaginal fornix
while counter-pressure is
made with the opposite
hand upon the uterus
through the abdominal
wall just above the sym-
physis, the uterus being
strongly  retrodisplaced.
The third method con-
sists in pressing the index
finger of the left hand into
the antcrior vaginal fornix,

while the right hand is forced down behind the fundus and

in front of the sacrum. The sensation imparted to the exam-

iner is that of two distinct bodies, the cervix below and the
YAm. Jour. of Obs., Aug., 1892.
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to secure the action of gravity, the index and middle fingers
of the left hand are passed up into the anterior vaginal fornix,
while the fundus is steadied by the right hand placed upon
the abdomen. A sudden impulse is now given to the anterior
uterine wall by the vaginal fingers; the fetus is displaced
upward into the liquor amnii, and gently falls back again
in a moment or two, in so doing striking softly upon the
propelling fingers. The blow thus received constitutes the
sign of ballottement. Other Conditions producing a Similar
Sensation—In association with the other manifestations of
pregnancy this is an absolute sign. There are other con-
ditions, however, which, to a careless observer, may simu-
late it. These are—1. A fibroid tumor with a long pedicle ;
2. A calculus in the bladder; 3. A strongly anteflexed fun-
dus uteri; 4. An ectopic pregnancy of a certain degree of
development; 5. A small ovarian cyst with a long pedicle.

(8) Rasck’s Sign—Uterine Fluctuation.—This may be
detected as early as the second month of gestation. It is
elicited, as in ballottement, by two fingers of the left hand
placed in the anterior vaginal fornix, the uterus being
steadied above by the right hand; gentle tapping by the
fingers above will impart the sensation of fluctuation to the
vaginal fingers, the wave being transmitted through the
liquor amnii. Rasch considers this an important sign of
pregnancy.

(9) Fetal Presentation.—During the last three months of
pregnancy the examining finger in the vagina will be able
to detect the presenting fetal part through the roof of the
vaginal vault. This, of course, is absolutely diagnostic.

Cutaneous Manifestations.—/FPigmentation—An inspec-
tion of the face of a pregnant woman will reveal, especially
if she be a brunet, certain patches of pigmentation termed
chloasmata, liver-blotches, or liver-patches. These are most
marked upon the forehcad and cheeks, and are usually
associated with dark circles about the eyes. The pigmen-
tation of the abdomen has already been noted. The diag-
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as—1. Uterine displacements; 2. Uterine tumors; 3. Re-
tention of menstrual blood from atresia or other causes; 4.
Endometritis and metritis; §. Ovarian and tubal congestion
and inflammation; 6. Chlorosis; 7. Associated gastrointes-
tinal disease.

(2) Alterations in the Nervous System.—A multitude of
nervous phenomena attend the progress of gestation.
Prominent among these are changes in disposition. Fre-
quently will the patient be fretful, irritable, or despondent,
and in some cases an exaggeration of these nervous phe-
nomena will result in temporary mental derangement
assuming the form of melancholia or mania. Closely allied
to these changes is the morbid craving for strange and dis-
gusting articles or for certain kinds of food (pica, longings,
pining). The patient may develop a marked tendency to
syncope and fainting fits, and especially may this occur
when for some reason the nausea and vomiting have not
occurred. Neuralgic pains are of frcquent note. The
patient may suffer from toothache or tic douloureux, or she
may have violent cramp-like pains in the extremities. The
so-called Beccaria's sign of pregnancy belongs to this class
of phenomena, and is an intense pulsating pain in the
occipital region.

(3) Cardiac Symptoms—Owing to the incrcased amount
of circulating fluid, with compensatory hypertrophy of the
left ventricle, the woman’s pulse generally becomes some-
what accelerated. A pulse of go or 94 beats per minute is
quite a common occurrence, and this may be associated
with a very annoying sensation of throbbing and palpi-
tation. Jorisenne's sign of pregnancy is the absence of
acceleration of the pulse-rate noticed when the patient
assumes the erect posture after resting for some time in
the recumbent position; it is of doubtful accuracy. The
cardiac symptoms are all more or less dependent upon the
hydremic condition of the blood.

(4) Glandular Activity—During pregnancy the entire
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ing, which is an entirely subjective symptom, cannot be veri-
fied by the obstetrician; hence it is not a positive, though it
is a valuable, sign of pregnancy. Peristaltic movements of the
intestines, the presence of intestinal flatus, and involuntary
contractions of the abdominal muscles may very closely
simulate the fluttering sensation. Fetal movements, how-
ever, which may be both felt and seen by the physician
himself, cannot be mistaken for anything else. These
movements steadily increase in force and frequency as ges-
tation advances; they are of two distinct varieties. Thus
there may be noticed a peculiar undulatory movement ad-
vancing across one side of the abdomen as the swell of a
wave; such a movement is produced when the fetal ellipse
is elongated, as when the fetal back is straightened. The
second variety of fetal movements consists in distinct blows
as from the spasmodic movement of one of the fetal limbs, and
in women with thin abdominal walls actual protrusions of the
abdomen may be seen. The movements are not constantly
present, but may be entirely absent for days without fetal
death having occurred. Prolonged fasting, certain recum-
bent positions, and forcible palpation of the abdomen may
aggravate the movements, while hydramnios and extreme
ascites may conceal them. At times the movements of the
fetal limbs in the liquor amnii or in contact with the uterine
walls will give rise to peculiar, faint, indescribable sounds
which, if distinctly heard, are characteristic of pregnancy.
It is the exception, however, to detect such sounds, as
they either occur very irregularly or are altogether absent.
When detected there is first heard a peculiar murmur or
bruit resulting from the disturbance of the liquor amnii by
the movements of the fetal limbs; this is termed the éruit
de choc fétal, and immediately precedes the choc fiétal, or
sound of the fetal movements detected upon ausculting
the abdomen; this sound has been likened to that pro-
duced when one hand, pressed upon the ear, is lightly
percussed by a finger of the other hand. As has already
7
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mind that the heart-sounds are best heard over the fetal
back); 3. Hydramnios; 4. An excessive amount of flatus in
the intestines ; 5. Fetal death. Position where Best Heard —
The position of maximum intensity varies according to the
fetal presentation. In listening for the sounds the patient
should be placed in the semi-prone position with the knees
flexed. Whatever the position occupicd by the fetus, the
sounds, as a rule, can be detected in any one case over but
a limited space, possibly covering not more than from 214
to 5 cm. (0.98425 to 1.9685 in.) of the abdominal surface. A
general rule for finding the sounds may be formulated
thus: Let two imaginary lines be drawn through the um-
bilicus to either anterior superior iliac spine, and these lines
be continued upward to the margin of the ribs (see Fig.
45). In anterior vertex presentations the sounds will be
best heard at a point midway between the umbilicus and
the spinous process of that side upon which the fetus is
resting, while in posterior vertex presentations their point
of maximum intensity will be in the corresponding flank,
slightly below a transverse line passing through the um-
bilicus. In anterior breech presentations they will be heard
best at a point midway between the umbilicus and the
margin of the ribs on the side corresponding to the fetal
position, and in posterior breech presentations slightly back
of this point.

(3) Kennedy's Sign.—The Umbilical or Funic Souffle—This
is a peculiar high-pitched hissing or blowing sound, heard
most distinctly in the immediate vicinity of the fetal heart,
with the beat of which it is synchronous. It is probably
produced within the umbilical arteries, and is regarded
as a sign of fetal danger. It is believed to indicate extreme
tension of the funis, as when the latter is knotted or twisted
around the fetal neck, or compression of the cord by a fetal
part. As a diagnostic sign of pregnancy it possesses but
slight value.

(4) Delineation of the Fetal Parts-—Late in pregnancy
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the differential diagnosis of pregnancy. There are various
conditions, especially in primiparz, that closely simulate
gestation, not only in the symptoms which they produce,
but also in their physical signs. It often becomes a ques-
tion of the most serious import to determine whether a
pathologic or a physiologic process is involved in any such
case. The obstetrician is not infrequently called upon to
decide whether or not a pseudocyesis or an ascites, an ova-
rian cystoma or a uterine fibroma, a hematometra or subin-
volution of the uterus, is simulating an early pregnancy,
and considerable skill may be required to arrive at a positive
conclusion. In the following diagnostic tables the most im-
portant points of distinction between pregnancy and these
various pathologic conditions have been portrayed.
From pseudocyesis :
Pregnancy.

Occurs at any time during the sexual life of
the woman.

Pseudocyesis.

Is most common in elderly women at or near
the menopause, or in young hysterical
women.

Some of the important signs of pregnancy
will be absent—e. g. menstruation may,
and very generally does, persist, though
irregularly, and the fetal heart-sounds
cannot be detected.

The utcrus is not enlarged.

The usual signs of pregnancy are present.

Examination will reveal the tumor of preg-

nancy. X .
The characteristic cervix of pregnancy is  The cervix is unaltered.
present.
The administration of an hetic has no The abdominal enlargement disappears dur-
effect upon the tumor. ing unconsciousness, and the pelvic vis-
cera are then found to be normal, or at
least not to present the alterations due to
pregnancy.
P i Ily shows dul over the There is a tympanitic percussion-note over\(’
area of :h: enlarged uterus. the whole abdominal surface. Vd
From asciles :
Pregnancy. Ascites.
P jon reveals dul in the median line  Percussion shows dulness in the flanks, with

resonance in the median abdominal line.

of the abdomen, with coronal resonance.
Change of the patient’s position will notalter
the relations of the percussion-note.
There is absence of fluctuation,
The signs of pregnancy are present.
The abdomen is prominent at the umbilicus
(in advanced preg y), with fl ing
at the sides.

The area of dulness varies with a change in
the position of the patient.

There is free fluctuation.

The usual signs of pregnancy are absent,

The abdomen is flattened in the umbilical
region, with bulging at the sides.
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Pregnancy.

There is a history of the normal duration of
gestation (nine months).

G lly the dition is d
pain.

d with

Physical examination reveals the vagina
patulous, soft, and congested.

There are characteristic mammary changes.

105

Uterine Distention from Retained

Secretions.

The duration is much longer than that of
pregnancy.

The patient gives a history of periodic
(monthly) attacks of pain, due to increase
in the amount of the retained fluid at the
menstrual epoch.

Physical exploration reveals some vaginal
obstruction (imperforate hymen, atresia),
with occasional distention of the vagina
above the obstruction by retained secre-
tions, as shown by rectal examination,

There is an ab of y chang;

From subinvolution (only necessary in early pregnancy):

Pregnancy.

This is usually unattended with pain.

Palpation does not produce’pain.

The leukorrhea is slight in amount and mu-
cous in character.

The uterus steadily increases in size.

Other concomitant symptoms are present.

Locomotion is not affected.

There is commonly a suppression of men-
struation.

Subinvolution.
There is very commonly pain in the back or
in the ovarian regions.
Pressure on the uterus elicits tenderness.
There is a profuse mucopurulent leukor-
rhea, often blood-streaked.
The uterus does not increase in size.
The other signs of pregnancy are absent.
There may be more or less inability to walk.
There is a history of irrcgular menstruation,
which is often profuse.

(3) Occasionally it becomes necessary to decide, for legal

purposes, whether a certain woman has ever given birth to
a child, and in other cases whether an existing pregnancy
is the first or a subsequent gestation: a vaginal examina-
tion will promptly decide the former, and a general physical
examination the latter. It is thcrefore essential that the
distinguishing features of a virginal uterus and one that has
been altered by childbearing be recognized, on the one
hand, and that, on the other hand, the characteristic marks
of a primiparous woman and those of a multiparous woman
be borne in mind. The following will aid in determining
these points:

1. Points of Difference between a Virginal Uterus and one
Altered by Childbearing.

Virginal Uterus. Uterus after Parturition.

The cavity is of normal length—about 63 cm.
(2% in.), and normal (triangular) in shape.

‘The cervix is small, hard, and cartilaginous,
and of the same length as the body.

The cavity is increased in length—75% cm.
(3 in.) or more, and is oval in shape,

The cervix is large and soft ; it is about 214
cm. (6.98425 in.) long, while the body of the
uterus measures 5cm. (1 9685 in.) or more.
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cies the influence of which under ordinary circumstances
would not be appreciated.

Diet.—This should be nutritious and at the same time
plain and easily digestible. Usually the appetite is good,
and care should be taken that digestive disorders do not
follow excesses or the over-ingestion of partially indigestible
materials. The natural tendency to constipation may be
counterbalanced by the moderate use of laxative foods. A
dietary may be selected from the appended list according
to the needs or inclination of the patient.

Suitable Dietary.—Vegetables : Potatoes (baked); green
peas; asparagus; green corn; macaroni; spinach; celery:
lettuce; greens and cresses. Mcats.: Beef; mutton; ham;
chicken; game; sweetbreads; eggs; butter; various meat-
soups (chicken, oyster, clam, mutton) ; fish and shellfish as
desired. Bread-stuffs: Oatmeal; rice; wheaten grits; corn
bread; wheat bread, one day old. Bererages. Plenty of
water; milk; tea or coffee; cocoa (in moderation). Des-
serts: Only those that are plain. 70 é¢ Avoided: Veal;
pork ; rich desserts; pastries; hashes; stews; rich gravies;
fancy and made dishes.

Clothing.—The garments should be loose ; corsets, stays,
and belts should be discarded, in order that respiration may
be unimpeded. In cold weather flannel drawers are ser-
viceable. When the abdominal walls are relaxed a closely-
fitting abdominal belt may be worn with much comfort to
the patient.

Exercise.—A portion of each day should be spent in the
open air, and moderate excrcise should be indulged in.
Horseback riding, the lifting of heavy weights, running up
stairs, driving over rough roads, and other violent forms of
exercise must be strictly avoided, lest miscarriage result.
Anything that tends to excite may result disastrously,
therefore mental disturbances are hazardous. There should
be a regular hour for retiring, and the paticnt should lic
down for a short period each day.
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tract of cascara sagrada, one tablet to be taken at bedtime,
will generally suffice to maintain a proper peristaltic action.
Regulation of the bowels will do much toward securing
continued normal action of the kidneys.

Mental Occupation.—The psychical alterations so com-
mon in pregnancy may be largely overcome by proper
attention to the foregoing precepts. In addition, it is well
to provide a certain amount of mental recreation in the form
of light entertainment, books, and moderate indulgence in
social duties. Too often women, especially in their first
pregnancies, seclude themselves too rigidly, with neces-
sarily an aggravation of the mental phenomena peculiar to
their condition. Proper attention to these hygienic precau-
tions should be enforced. Unpleasant and painful scenes or
impressions should be avoided, that the possibility of the
production of some of the so-called maternal impressions
may be prevented.

The Mammary Glands.— Proper development of the
nipples should be favored by judicious manipulation for a
minute or two each day in late pregnancy; it should be
remembered, however, that there is an intimate relationship
existing between the breasts and the genitalia, ard undue
irritation of the former may result in uterine contraction
and the induction of abortion. Perfect cleanliness of the’
nipples by means of a weak solution of sodium borate (half
an ounce of the salt to the pint of water) should be insisted
upon; if they are painful, they may be anointed at night
with a little cocoa-butter or lanolin.

VI. EUTOCIA, OR NORMAL LABOR.

AT the expiration of the full period of pregnancy the
woman falls into labor. This is said to be labor at term;
any termination of gestation prior to this date is designated
an abortion, miscarriage, or premature labor, according to
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forward must be reckoned as 275 days, unless February be
included, in which case it is to be reckoned as but 273 days;
to this date three days must be added in the former case or
five in the latter in order to make 278 days. This 278th
day should be considered as the middle of the fortnight
in which confinement is likely to occur.

3. Lowenhardt's Method—The number of days between
the last menstrual period and the one immediately pre-
ceding it must be ascertained; ten times this number will
give the space of ten menstrual periods, or about ten lunar
months. This is even more accurate than Naegele's rule.

4. The Date of Quickening—When the menstrual history
cannot accurately be obtained, it may be that the date upon
which quickening was felt may be remembered. As this
usually occurs at about four and a half months after con-
ception, by adding four and a half months to this date an
approximate idea may be obtained as to the time of confine-
ment. This method is largely used by the laity, especially
if pregnancy occur during lactation.

5. Mensuration of the Uterus.—(a) Estimation of the Height
of the Fundus—A physical examination of the woman's
abdomen will give an approximate idea as to the stage to
which pregnancy has advanced (see Uterine Signs of Preg-
nancy, page 79). (8) Spicgelberg's Method —Owing to the
variation in the position of the umbilicus, which rendered
inaccurate the observations based upon this factor, Spiegel-
berg took an average of measurements of the uterus above
the symphysis in the successive weeks of pregnancy. His
results, which are probably a little above the normal, are
embraced within the following table:

From 22d to 26th week the fundus of the utems is 213 cm. (8.5629 in.) above the symphys|s

At the 28th week “ “ 26% cm. (10. 4330 in.)
“  30oth week o “ “ 28 cm. (11.0236 in.) “ “
“  32dto 33d week “ “ 30 cm. (11.8110in.) “ “
“  34th week “ . “ 303 cm. (12.0078 in.) ‘o o
“  3sth to 36th week *¢ “ o 31} cm. (12.5in.) “ “

“

*“  37th to 38th week 33 cm. (12.9921 in.)
“  3gth to 4oth week ** “ “ 34 cm. (13.3858 in.)
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TABLE FOR CALCULATING THE DATE OF CONFINEMENT.

Jan. _.nuammumo_o:SGKG.m:&s»o»_u»nuﬁnm»m»qum»ewou._
Oct. |8 9 10 11 1213 14 15 16 17 18 19 20 21 22 23 24 252627 28293031 I 2 3 4 § 6 7! Nov.
Feb. [t 2 3 4 § 6 7 8 9 1011 1213 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28

Nov. (|8 9 10 IT 12 13 14 15 16 17 18 19 20 21 22 23 24 25 2627 282930 I 2 3 4 § Dec.
Snn._~»uﬁmoumo_o:_NquG.mS&G»o».»»»ugnmumnuum»ouou_

Dec. |6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 2930 31 I 2 3 4 §|Jan.
>u—.=._n 2 3 45 6 7 8 91011 121314151617 18 19 20 21 22 23 24 25 26 27 28 29 30

Jan. 16 7 8 o9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28293031 1 2 3 4 Feb.
Suw._n»uamovmouo:~n.u3—m_m:—m.onou.n»uu»»&nm»uumnowo%

Feb. |5 6 7 8 91011 1213 14 1516 17 18 19 20 21 22 23 24 25262728 1 2 3 4 § 6 7|Mar
.“un.nuuammqmo_o:Sar«G35:wGuo»nuununa»mnm»uum»owo

ar. |8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28293031 I 2 3 4 § 6 April.
July. _n 2 3 4 5 6 7 8 910111213 14151617 18 19 20 21 22 23 24 25 26 27 28 29 30 31
April. |7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 252627282930 1 2 3 4 § 6 7|May.
>=N._~uuAmouwono:—n-u;-m_mS_wno»oﬁn»»w»#umnmnv»mnouow.
May. |8 9 10 IT 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 2829 3031 I 2 3 4 5 6 7|June.
mnvn.__»uAmouwcno:.n.u;.mas-w.o»oﬁuunuk.»m»o»uum»cuo _
June. |8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 2526 27282930 1 2 3 4 §5 6 7 July.
Oct. _nnm»mauw032:_mEG.mSB—o»oﬁ»»»w»&»m»o»unm»ouou_
July. |18 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 2930 31 I 2 3 4 § 6 7|Aug.
204._.»mamouwo_o:S.mium.m.w.u_os»_»uuuxumuonu»muewo

Aug. |8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25§ 262728 29 3031 1 2 3 4 § 6 Sept.
Dec. |1 2 3 4 5 6 7 8 9 10 11 1213 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 3I
Sept. |7 8 910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 2§ 26272382930 1 2 3 4 5 6 7|Oct.

Supposing the upper figure in each pair of horizontal lines to represent the first day of the last menstrual period, the

figure beneath it, with the month designated in the margin, will show the probable date of confinement.
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teen days to the dates of termination of pregnancy as given
in the table—namely, December 31 and January 5. -

Schultze's Circle (Fig. 50).—In order to estimate the date
of confinement, count back according to Naegele's method,
and add to the date thus obtained the number of days indi-
cated within the section under the month designated, thus
making 280 days. In leap-years the figure within the
brackets is to be added.

LABOR.

Labor is that natural process by which a pregnant woman
expels the product of conception at the full expiration of
the period of pregnancy, 280 days after conception.

Causee of Normal Labor.—Although it is not exactly
known why normal labor should occur when it does,
there are certain predisposing factors that may have a
bearing upon it. None of them arc entirely satisfactory
in their explanation of the phenomenon, and it may be
that there is no one absolute determining cause, but
that the combined action of all of these factors exerted
at the proper time is necessary, in conjunction with some
slight exciting cause, to precipitate the onset of the labor-
pains. Some of the views that have been advanced are.
incapable of substantiation, although eminently rational in
their suggestion.

The determining or predisposing causes of labor may be
grouped as follows: (1) Heredity—1t is probable that the
habit of womankind, contracted through numbecrless gen-
erations, of falling into labor at the expiration of ten lunar
months is a very powerful determining factor in the produc-
tion of labor. With this strong tendency existing any trivial
exciting cause will suffice to initiate the process. (2) Period-
tcity—Smith's (Tyler) Theory.—This view of the causation
of labor claims that at the regular monthly periods an ova-
rian congestion is present, and that this becomes extremely
pronounced at the tenth menstrual epoch following concep-
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Phenomena of Normal Labor.—The onset of labor is
manifested by certain clinical phenomena that are unmis-
takable. When these are present the speedy expulsion of
the product of conception may be anticipated. These phe-
nomena of labor are as follows: (1) Lightening, Subsidence
of the Uterus, or the so-called “ Falling of the Womb."—At a
variable period before labor—ten days or two weeks in
multipare and three or four weeks in primipare—there is
a subjective premonitory sign of labor. The woman finds
that she is able to breathe with greater ease, and she has a
sense of lightness and decrease in the amount of abdominal
distention. This sensation is produced by a descent of the
uterus into the pelvic cavity, with accommodation of the
size and shape of the fetal head to the pelvic inlet—the first
step in the mechanism of labor; this occurs sooner in
primiparz on account of the greater irritability of the uterine
muscles and their consequent resentment of over-distention.
The relief of the dyspnea of pregnancy is, however, gener-
ally accompanied by an aggravation of the pressure-symp-
toms. The bladder immediately becomes more irritable
than before, and frequent micturition is the rule, together
with increased constipation, the formation of hemorrhoids,
excessive leukorrhea, and edema of the vulva and extremi-
ties. Failure of lightening to occur is frequently indicative
of some obstetric complication, such as a degree of con-
tracted pelvis, the presence of a neoplasm, or some fetal
malposition, and as such must be regarded with consider-
able apprehension.

(2) The “ Pains,” or Uterine Contractions—These are in-
voluntary and painful contractions of the uterine muscles
occurring intermittently and with increasing severity. They
are, in reality, an exaggeration of the rhythmic uterine con-
tractions that have occurred throughout the last months of
pregnancy (Braxton Hicks’ sign). Zime of the Commence-
ment of Labor.—In the vast majority of cases the initial pain
occurs during the first half of the night, generally between
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inevitable. In such cases it is only by stern commands to
the patient to cease her bearing-down efforts and to open
her mouth that the voluntary force can be abolished and
the perineum protected. Immediately succeeding the birth
of the head there is again a temporary cessation of the pains,
which, however, soon return, and the entire body is expelled
together with a gush of blood-stained liquor amnii, thus
terminating the second stage of labor.

The posture occupied by the woman during these succes-
sive changes varies. In every instance she should be con-
fined to the bed as soon as cervical dilatation is completed.
In the early portion of this second stage of labor, if left to
herself, she will toss from side to side, and finally, as
the head descends, will almost invariably turn upon her
back with the thighs drawn up and the legs flexed, and while
she is in this position the child will be born. It has
been found, however, that labor may be facilitated by super-
intending the movements of the patient. Thus, in the first
half of the expulsive stage the semi-recumbent position is
the best, with the feet well supported and the hands grasp-
ing a puller fastened to the foot of the bed. In this way
the pelvic obliquity is lessened and the voluntary forces may
be best employed. As the head descends the position must
be changed. The patient should then turn upon that side
toward which the fetal back presents—generally the left—
in order to secure perfect flexion of the head, and, still
maintaining the squatting position of the body, she should
continue her traction upon the puller during the uterine
contractions, ceasing her voluntary efforts, however, when
commanded to do so.

(3) 7he Placental Stage, or Stage of the After-birth—This
stage covers the period from the birth of the child until the
delivery of the secundines (placenta and membranes); its
average duration is, in primipara, fifteen or twenty minutes,
and in multipare from five to fifteen minutes. Immediately
following the delivery of the child there succeeds a short
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diately following this stage should be the flat dorsal, with
the limbs flexed and the head low.

Duration of Normal Labor.—This is dependent upon
various determining factors, most essential of which is the
number of the pregnancy. It has been found that in prim-
ipar® the average duration of labor is from twelve to fiftcen
hours, and in multipara from cight to ten hours. The age of
the patient also influences the duration, and an clderly prim-
ipara will usually have a protracted or tedious labor. The
change produced in the physical constitution of the woman
by her environment and mode of living will exert a very
powerful influence upon her case of procreating. Thus, as
a rule, labor is more tedious and difficult among civilized
people than among savages. Indeed, painless parturition is
said to be the rule among the barbarous and semi-barbarous
nations. The time at which the majority of births take
place is during the latter half of the night.

Mechanism of Normal Labor.—By the mechanism of
labor is meant the manner in which the fetus and secundines
pass through the parturient canal and are expelled. This
subject comprises the recognition of the part of the fetus ~
that is presenting, the position it holds, and the mechanical
forces by which it is expelled from the uterus and is caused
to pass through the vagina and vulva. These points may
be determined by palpation of the abdomen and by vaginal
examination.

By the presentation is meant that portion of the fetal body
which is detected by the examining finger introduced to the
center of the plane of the superior strait of the maternal
pelvis. The possible varieties of presentations are—rI.
Cephalic, or Head, including (@) Vertex, (4) Face, (c)
Bregma or Anterior Fontanel, (/) Brow, (¢) Ear, (/)
Parietal Eminence; 2. Pelvic, including (@) Breech or Coc-
cygeal, () Knee, () Foot or Footling; 3. Transversc or
Trunk, including presentation of the abdomen, arm, shoul-
der, back, breast, neck, and side. Of these varieties but
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expulsion of the fetus and to favor the proper mechanism of
the various positions. These forces include the resistance
offered (1) by the soft parts of the parturient canal (the lower
uterine segment, the cervix, the vagina, and the vulva), (2)
by the bony pelvis, and (3) by the fetal body. The most im-
portant of these factors are the actions of the pelvis and of
the fetal body. In the normal pelvis sufficient resistance
only is afforded by the rigid walls to secure proper moulding
and rotation of the advancing part, and to give to the softer
structures time enough to dilate sufficiently to prevent lace-
ration and excessive bruising. While the pelvis thus acts
mainly as a resistant force, certain changes occur in its artic-
ulations during labor that facilitate the progress of the ad-
vancing part.. Thus, the symphysis pubis separates slightly,
and the sacrococcygeal joint permits of backward displace-
ment of the coccyx to the extent of 214 cm. (0.98425 in.).
The sacrum varies in its position at the beginning and end-
ing of labor. In the first stage its base is rotated backward
slightly, and the entrance of the fetal head into the pelvic
inlet is in this way facilitated; toward the close of labor,
when the head strikes the pelvic floor, the lower portion of
the sacrum rotates backward to permit of an increase in the
diameters of the pelvic outlet, so that the advancing fetus
may find room for its proper egress.

Fetometry—Very essential as a resistant factor is the
fetus itself, and especially on account of its bony structure
does the fetal head play an important role in the mechanism
of labor. By fetometry is meant thec measurement of the
various fetal diameters and parts. The most important of
these measurements are given in the following pages.

The Fetal Skull at Term (Fig. 56).—A knowledge of the
diameters and salient points of the fetal cranium is essential
to a comprehension of the various cephalic prescntations.
The skull of the fetus at term is oval in shape, and is com-
posed of a lower firmly-ossified portion, comprising the
base of the skull and the face, and an upper yielding por-
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smaller fontanel is situated at the point of juncture of the
lambdoid and sagittal sutures, and is triangular in shape.
It ceases to be a space during labor, owing to the over-
lapping of the depressed occiput by the two parietal bones.
The diameters of the fetal skull (see Plate 1) may be
divided into three sets, the transverse, the longitudinal, and
the vertical. The transverse diameters are as follows: (1)
The bitemporal, joining the extremities of the coronal
suture, 8 cm. (3.1496 in.) in length; (2) The éiparictal,
joining the two parietal eminences, 9 cm. (3.6417 in.) in
length: this is the greatest possible transverse diameter
of the fetal skull; (3) The ébimastoid, joining the two
mastoid processes, 758 cm. (3.0018 in.) in length: this is
the smallest diameter of the fetal skull. The longitudinal
diameters are—(1) The occipitofrontal, extending from the
root of the nose to the external occipital protuberance, and
measuring 1134 cm. (4.6259 in.) in length; (2) The occipito-
mental, extending from the external occipital protuberance
to the point of the chin: it measures 1314 cm. (5.3150 in.),
and is the largest diameter of the fetal skull; (3) The sué-
occipitobregmatic, extending from the central point of the
bregma to a point midway between the occipital protuber-
ance and the foramen magnum : it measures 934 cm. (3.8386
in.) in length. The vertical diameters are—(1) The fronto-
mental, extending from the top of the forehead to the point
of the chin, and measuring 8 cm. (3.1496 in.) in length;
(2) The trackelobregmatic, extending from the central point
of the bregma to the anterior part of the foramen magnum:
it measures 94 cm. (3.7401 in.) in length; (3) The mento-
bregmatic or cervicobregmatic, extending from the central
point of the bregma to the junction of the chin with the
neck, and measuring 9 cm. (3.6417 in.) in length.
Other fetal measurements worthy of remembrance are the
circumference of the skull through the occipitofrontal diam-
eter, which measures 344 cm. (13.5827 in.); the bisacromial
diameter, that joining the two acromial processes, and
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Mechanism of the First Position.—Left occipitoanterior—
L. 0. A. (Fig. 57).—About 70 per cent. of all vertex cases
present in this position. Cawse.—The
reason for this great frequency may
be found, in the first place, in the
position of the rectum to the left side
of the pelvis; this, by cutting off
a portion of the left oblique diam-
eter of the pelvis, makes it smaller
than.the right, in which diameter the .
fetus accordingly finds more room
for growth and descent. In the sec-
ond place, the prominence afforded
by the anterior curvature of the ma-
ternal spinal column renders an ante-
rior position of the rigid fetal back
more conducive to the comfort of the
fetus. Diagnosis.—Vaginal cxamina-
tion shows that the depressed occiput ol
and smaller fontanel are anterior and &
pointing toward the left iliopectineal  Fie s7=Venes preseadon,
eminence. The sagittal suture runs physis pubis; F, left iliopecti-
from the small fontanel obliquely "' cmence: & st
backward and to the right in the line of the right oblique
diameter. The head holding a position in this diameter,
the shoulders must of necessity occupy the lcft oblique
diameter. Examination of the abdomen reveals the firm
fetal back to the left side, with the extremitics above and
inclined to the right side. The fetal heart-sounds may be
heard midway between the umbilicus and the left anterior
superior spinous process of the ilium. Fetal Diamcters [n-
volved.—Before flexion the occipitofrontal, 1134 cm.(4.6259
in.), and the biparietal, 91{ cm. (3.6417 in.), present; after
flexion, the &rackelobregmatic, 914 cm. (3.7401 in), is sub-
stituted for the occipitofrontal, making a diminution of 21{
cm. (0.8858 in.). Steps of the Mechanism —The mechanism
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entation .and the parturient canal demonstrates its occur-
rence in varying degrees according to the intensity of the
curvature of the pelvic axis. The object of this obliquity
is to accommodate the direction of the presenting part to
the curve of the parturient canal. 2. The fetus now being
prepared to descend, the next process consists in a prep-
aration of the canal for its descent, and this consists of
but a single step—namely, dilatation of the lower uterine
segment and cervix. This is accomplished mainly by the
hydraulic action of the liquor amnii, seconded by the action
of the longitudinal muscular fibers of the uterus and the
edematous condition of the tissues. 3. The way being
opened, the descent and delivery of the presentation are next
in order. This is accomplished by the following steps: (1)
Descent of the Head to the Floor of the Pelvis—This is
secured by means of an extension of the fetal spine, and is
accompanied by a partial extension of the head, pressure
being exerted by the pelvic floor upon the occipital or
smaller portion of the bar, and the chin leaving the chest-
wall to a moderate degree. The exact cause of the spinal
extension is not known. . (2) Now follows znternal anterior
rotation of the occiput from left to right, the brow at the
same time rotating posteriorly into the hollow of the sacrum
from right to left. There has been, and still is, considerable
controversy as to why the occiput rotates anteriorly in ver-
tex presentations. The old view, that of Baudelocque and
his followers, was, that it was due to the presence of the
ischial spines, which converted the pelvic cavity into two
inclined planes, an anterior and a posterior, and according as
to whether the head entered the onc or the other of these
planes was its anterior or posterior rotation determined.
This view, however, failed to account for the anterior rota-
tion of posterior positions of the occiput. Tarnier claimed
that it was the outcome of the inclination of the pelvis, but
the researches of Paul Dubois, and later of J. Clifton Edgar
of New York, have proved conclusively that anterior rota-
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child’s head; the inclination of the uterus, causing the
anterior portion of the presenting part to reach the pelvic
floor first,—all play their part in the causation of anterior
rotation.” By this movement of anterior rotation of the
occiput the face is directed posteriorly toward the sacrum.
The shoulders now assume a more transverse direction,
although they do not correspond exactly to the transverse
diameter of the pelvis. (3) Birth of the Head by a Process
of Extension.—This is the result of a combination of forces
that may be grouped as follows: (@) The expulsive action
of the uterus; (6) the contraction of the perineal muscles;
(c) the absence of resistance in front in the line of the
vulvar orifice. The occiput becoming lodged under the
symphysis pubis, the latter acts as a fulcrum, and the force
of the uterus is transmitted through the spinal column of
the child to the anterior portion of the fetal head. This,
being propelled from behind and finding diminished resist-
ance in front, commences to extend, the action being aided
by the upward pressure exerted by the distended perineum,
which slips backward over the advancing face. According
to Edgar, the occiput escapes from beneath the symphysis
just prior to the time that the chin leaves the sternum, and
in this way the smallest diameters of the fetal head, the
suboccipitobregmatic, the suboccipitofrontal, and the suboc-
cipitomental, pass in succession through the vulvar orifice,
which thus escapes over-distention and consequent lacera-
tion. The order of appearance of the parts of the face from
under the retracting perineum is—(1) The supraorbital
ridges; (2) the nose; (3) the upper jaw; (4) the mouth;
(5) the chin. Simultaneously with the birth of the head
there occurs a descent of the shoulders to the pelvic floor.
(4) Restitution—The head is born with the face dirccted
posteriorly. Immediately after the birth has been accom-
plished the head turns so as to occupy an oblique diameter,
the occiput holding a position corresponding to that held
by it prior to the internal anterior rotation, and the face
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smaller fontanel are posterior and pointing to the right sacro-
iliac synchondrosis. The sagittal suture runs from the small
fontanel obliquely forward and to the left in the line of the
right oblique diameter of the pelvis; the shoulders are at
right angles to this in the left oblique diameter. It is pos-
sible in this position to feel the anterior fontanel high up ante-
riorly. Examination of the abdomen reveals the fetal back to
the right side posteriorly, with the extremities above and to
the left anteriorly. The fetal heart-sounds may be heard in
the right flank just below the umbilicus. Fetal Diameters
Involved—These are the same as in the first position of the
vertex (Fig. 64). The steps of the mechanism are the same
as those of the second position, with one exception. In
order to rotate anteriorly the occiput must pass through
three-quarters of a half-circle, and this necessitates anterior
rotation of the shoulders through a quarter of a circle at
the superior strait, in order to prevent undue twisting or
even fracture of the neck; the shoulders thus come to
occupy the right oblique pelvic diameter with the left
shoulder anterior. This mechanism is accompanied by an
increase in the severity of the labor-pains, together with a
prolongation of the labor, and is attended with greater risk
to the child and more danger of laceration of the perineum.
Finally, the left shoulder rotates anteriorly from left to
right, while the right sweeps posteriorly from right to left
across the promontory of the sacrum. After restitution the
fetal head is directed to the left sacroiliac synchondrosis.
Mechanism of the Fourth Position, Left Occipitoposterior—
L. O. P. (Fig. 65)—This position is quite rare on account
of the diminution of the left oblique diameter consequent
upon the position of the rectum. It is claimed that not
more than 3 per cent. of all vertex presentations occupy this
position. Diagnosis— Vaginal examination shows that the
depressed occiput and smaller fontanel are posterior and
pointing to the left sacroiliac synchondrosis. The sagittal
suture runs from the small fontanel obliquely forward and
10
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and in from 3 to 4 per cent. of all cases of labor, and is most
common in premature births and in multipara. Varieties.—
Pelvic presentations include those of the breech, of one
or both feet, and of the knee. In the complete presenta-
tion of the breech the buttocks present with the thighs
flexed upon the pelvis, the legs upon the thighs, and the
feet crossed and flexed against the buttocks. [ncomplete
presentations of the breech depend upon alterations in the
amount of flexion of the limbs; consequently there are sev-
eral varieties met with, as follows: (¢) The thighs may be
flexed upon the pelvis, but the legs are extended so that
the feet are in close proximity to the face; () onc leg may
be flexed and the other fully extended: this is very rare;
(¢) the legs may be flexed upon the thighs, but the thighs
imperfectly flexed upon the pelvis: this is known as a Anee
presentation (Fig. 67), and is extremely rare, occurring but
once in over 3000 cases (La Chapclle); (4) there may be

FiG. 61,-—Knele presentation. F1G. 68.— oot presentation.

almost complete extension of the lower limbs, constituting
the so-called foot or jfootling presentation (Fig. 68): this
occurs in a little over 1 per cent. of all breech cases, and is
probably due to a sudden escape of liquor amnii in a normal
breech presentation, carrying down with it the prolapsed limb;
.or it may result from violent fetal movements. Cawses of
Breecch Presentation.—As regards the etiology of pelvic pres-
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fluid as in vertex presentations; this results from the non-
adaptation of the presenting part to the orifice of the uterus,
Later in labor, especially after rupture of the membranes,
the distinguishing features of the breech may be recog-
nized. These consist in the anus, the buttocks and inter-
vening sulcus, the two ischial tuberosities, the movable tip
of the coccyx, the sacrum with its rough spinous processes,
and the external genitalia. Quite recently Pinard has sug-
gested a new sign of breech presentation. He claims that
in about 70 per cent. of the cases after the sixth month of
gestation a sharp pain is produced by placing the hand
upon the fundus uteri. This pain, he says, is sometimes
spontaneous, and disappears after version is performed. Its
cause is not stated. This observation has not as yet been
verified by other obstetricians. Diagnosis of a Breech from
a Face—1t is quite possible, upon a superficial exploration,
especially if the examiner be inexpert, to confound a breech
presentation with that of a face. Attention to the following
points of difference, however, will overcome this difficulty :

Breech.

Abdominal palpation will reveal the mova-
ble head above, upon which cephalic bal-
may be p
The anus may be dlstmzmshcd by the ab-
sence of bony ridges, by its small size, and
by the sphincteric action.

There is a discharge of meconium.

The shurp spinous processes of the sacrum
may be felt.

There are no other prominent bony structures
to be distinguished.

Face.

Abdominal palpation will show the breech
and extremities above.

The mouth may be recognized by its large
size, by the presence of the hard bony
alveolar ridges, and by the absence of
sphincteric action.

No meconium is discharged.

There are no corresponding processes to be
detected.

There is to be noted the presence of the hard
orbital borders and the smooth, broad
forehead.

Some difficulty may be experienced in incomplete breech
presentations in distinguishing the foot from a hand. The
following points of difference must be borne in mind:

Foot.
This is at right angles to the leg.
The inner border is thicker than the outer.
The toes are short and are in a straight line,

Hand.

This is in a straight line with the arm.

Both borders are of equal thickness.

The fingers are longer, and the thumb is at
right angles to the other digits.
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Some authors have taken the trouble to classify the various
positions of foot and knee presentations. Thus, those of the
foot are named according to the direction of the os calcis, as
follows: (1) The calcaneum anterior and to the left—left
calcaneoanterior ; symbol, L. C. A.; (2) the calcaneum ante-
rior and to the right—right calcaneoanterior; symbol, R. C.
A.; (3) the calcaneum posterior and to the right—right cal-
caneoposterior ; symbol, R.C. P.; (4) the calcaneum posterior
and to the left—left calcaneoposterior; symbol, L.C.P. Knee
presentations are named according to the position of the
tibia, thus: (1) The tibia anterior and to the left—left tibio-
anterior ; symbol, L. T. A.; (2) the tibia anterior and to the
right—right tibioanterior; symbol, R. T. A; (3) the tibia
posterior and to the right—right tibioposterior; symbol,
R. T. P.; (4) the tibia posterior and to the left—left tibio-
posterior; symbol, L. T. P. This scems
to be an unnecessary multiplication
of terms and symbols, for in either
instance the presentation quickly re-
solves itself into one of the breech,
passing through the same mechanism.

Mechanism of the First Position, Left
Sacroanterior — L. S. A. (Fig. 69). —
Diagnosis— Vaginal examination
shows that the sacrum is anterior and
pointing toward the left iliopectineal
eminence; the natal cleft, or groove
between the buttocks, lies in the right
oblique diameter of the pelvis and the
transverse (bisiliac or intertrochan-
teric) diameter of the buttocks in the
left oblique diameter. The left hip is
situated anteriorly toward the right F'¢ ®-=Brecch presentation,
acetabulum, while the right hip is
directed toward the left sacroiliac synchondrosis. Fxami-
nation of the abdomen reveals the firm fetal back to the left
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rior rotation of the hips has produced a certain amount of
twisting of the vertebral column. The left hip shows a
slight tendency to turn toward the right maternal thigh.
(6) There is now an engagement and descent of the shoul-
ders in the left oblique diameter of the pelvis until the pelvic
floor is reached. (7) Awnterior rotation of the left shoulder
from right to left, the bisacromial diameter then corre-
sponding to the conjugate diameter of the pelvic outlet. (8)
Delivery of the arms (which in spontaneous breech delivery
remain flexed upon the thorax)and of the shoulders—first the .
posterior or right, and finally the anterior or left. This is
followed by a second slight effort at restitution. (9) Engage-
ment and descent of the head in the right oblique diameter,
the occiput looking toward the left iliopectineal eminence.
(10) Antcrior rotation of the occiput from left to right (with
posterior rotation of the brow from
right to left) until it becomes fixed
under the symphysis pubis. (11)
Delivery of the head by a process of
flexion, the parts appearing from
under the retracting perineum in the
following order: chin, face, forehead,
bregma; finally, the occiput emerges
from beneath the symphysis and the
head is born.

Meclhanism of the Second Position,
Right Sacroanterior— R. S. A. (Fig.
70).—Diagnosis—Vaginal e¢xamina-
tion shows that the sacrum is anterior
and pointing toward the right ilio-
pectineal eminence; the natal cleft

S

lies in the left oblique, and the 4 ‘
bisiliac diameter in the right ob- F'¢ 7>~ Brecch presentation,

lique pelvic diameter. The right
hip is situated anteriorly toward the left acetabulum, while
the left hip is directed toward the right sacroiliac synchon-
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believes, we judge incorrectly, that the placenta is slid down
the lower uterine segment and through the vagina edge-
wise, dragging with it the attached membranes.
Progmosis of Normal Labor.—The prognosis of normal
labor is good for the mother. In properly-managed cases
of either vertex or breech presentation the maternal mor-
tality is less than 1 per cent. The liability to laceration of
both cervix and perineum, however, is greater in presenta-
tions of the breech than in those of the vertex, and this
liability is increased in proportion to the manual efforts
required to facilitate the delivery of the child. It is dif-
ferent, however, for the fetus. During the intricacies of
the mechanism of the different positions and presentations
the fetal life is more or less endangered; it has been found
that in the easier anterior positions of the vertex at least
5 per cent. of the children will lose their lives, while in the
more difficult posterior positions over g per cent. will perish.
Still more grave is the prognosis for the child in cases of
breech presentation; here probably 30 per cent. of the chil-
dren will be still-born, while a number of the remaining 70
per cent. will suffer more or less injury during the process of
delivery. This mortality arises from various causes which
may be grouped as follows: (1) Compression of the Funis—
While the cord may be compressed at any period during
labor, the greatest danger exists during the delivery of the
head; hence arises the necessity for rapid termination of
labor at this stage of the mechanism. The pressure may
be exerted by either the trunk or the head of the fetus
against the pelvic or vaginal walls; if it be maintained for
over five minutes, fetal death from asphyxiation is immi-
nent. (2) Disturbance or Arrest of Placental Respiration.—
This may follow compression of the placental tissue between
the contracting uterus and the fetal skull, due to the com-
plete escape of the liquor amnii; or there may be amore or less
premature separation of the placenta with arrest of its respi-
ratory function. (3) Prolapse of the funis, a not uncommon
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determine when interference upon his part is indicated and
when contraindicated. Well-timed efforts will save many
a perineum or prevent a serious complication, while the
same efforts misapplied will result in either maternal or
fetal injury or death, or both. There are some set rules,
therefore, which it becomes necessary for every obstetrician
to bear in mind and to enforce during the progress of an
ordinary case of labor.

(1) The Obstetric Call—Immediate response to the sum-
mons to a confinement case is imperative ; by the rigid ob-
servance of such a rule a malpresentation may be corrected
in time, or the delivery of the child before the arrival of
the physician, with consequent perineal laceration, post-
partum hemorrhage, eclampsia, or infantile asphyxiation,
may be prevented.

(2) The Obstetric-case.—There are certain articles that
should be on hand in every case of labor: some of
these may be provided by the patient, and should be had
in readiness for the doctor’s call; other articles should
be carried in the properly-filled obstetric-case. When en-
gaged to attend upon a patient during her expected con-
finement the physician should give directions to the patient
or nurse to have the following articles secured beforehand
in case they should be required: Plenty of soft, clean
towels; a large-sized, unused, and prepared antiseptic
sponge; a roll of narrow tape or some strong thread for
the cord; an abundance of water, hot and cold; ether, 1
pound; vinegar, 14 pint; brandy or whisky, 2 ounces; a
bed-pan; a new soft-rubber catheter; a vaginal syringe
(fountain or Davidson); a roll of salicylated cotton; a roll
of absorbent cotton; the occlusive dressing (Hirst); two or
three dozen lochial pads; a pair of scissors. In the obstet-
ric-case should be found the following articles: Obstetric
forceps, a long and a short pair; a pocket-case of instru-
ments; a hypodermic syringe; a needle-holder; tablets
of mercuric chlorid; fluid extract of ergot, 2 ounces; a
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nontoxicity. Other antiseptic agents that may be em-
ployed, although some of them are of rather inferior value,
are boiling water, mercuric chlorid and biniodid (1 : 4000
to I :2000), and salicylic and carbolic acids. By the use
of such agents and the observance of other proper precau-
tions to secure thorough asepsis, the mortality of labor may
be reduced to its minimum and the greater comfort and
happiness of the patient be assured.

(@) The Room.—In choosing a room for the confinement,
one that is large, with plenty of air and light, sufficiently
heated, and not in close proximity to a bath-room or a
water-closet, should be preferred. An open fireplace is a
valuable means of ventilation, and, if possible, a room with
such a convenience should be selected. All unnecessary
furniture, hangings, and bric-a-brac should be temporarily
removed, and the room rendered as cleanly and aseptic as
possible.

(6) Disinfection of the Physician and the Nursc—One of
the commonest methods by which a puerperal patient may
become infected is through the improperly or imperfectly
disinfected hands of her medical attendants. It is unfor-
tunate that the introduction of the fingers into the genital
tract of a woman in labor is necessary, but, this being the
case, it is most essential to submit the examining hands to
such recognized precautionary antiseptic measures as will
best ensure the patient’s safety from germ-infection. Indeed,
some of the leading obstetricians, notably Leopold and
Sporlin' of Germany, have recently advocated limiting
examinations made in the course of ordinary labor to the
external parts, thereby avoiding the danger of infecting the
membranes: they claim that the position and presentation
of the fetus may be recognized by external manipulation
alone, and vaginal exploration need only be made to deter-
mine the presence of pathologic conditions of the birth-canal.

There are in vogue a number of special methods of ren-

VY Archiv f. Gynak., Band xlv. Heft 2.
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completely. After the pains have become well established
an enema of a pint of soapsuds with 1 dram of turpentine
may be administered, after which the parts should be again
disinfected by the mercuric-chlorid solution.

(d) Preparation and Disinfection of the Bed—The bed
should not be excessively low, and should be placed in the
center of the room, so as to be easy of access; it should
contain a hair- or spring-mattress, and over this should be
placed a rubber blanket for the protection of the latter. A
sheet is spread above this. The linen used should be abso-
lutely clean and well sterilized in mercuric chlorid. Over
the sheet should be placed the special coverings that are to
be removed at the termination of labor. These, as adopted
now almost universally, consist, from below upward, of a
rubber blanket, a sterilized sheet, and a large pad to receive
the discharges of labor; the latter is preferably made of
oakum, or, if this cannot be secured, of a sterilized piece of
blanket, and this covered with a layer of soft flannel.

(e) Disinfection of the Instruments—Occasionally it will
become necessary to employ other means of assistance than
the attendant’s hands: when this is the case all instruments
so employed must undergo a process of thorough steriliza-
tion; the danger of sepsis increases with the number of
instruments introduced into the vagina. If of steel, they
should be placed before using in a pitcher of boiling water
and left there until required ; if of hard rubber, a mercuric-
chlorid solution (1 : 1000) or a solution of carbolic acid (5
per cent.) must be used.

(4) The Examination—The object of the examination is
to determine the position and presentation of the child, its
condition, the progress of the labor, the size of the maternal
pelvis, and the condition of the soft structures of the par-
turient canal. The examination should be made after thor-
ough disinfection of the hands, and should consist first in
palpation and auscultation of the abdomen, and, secondly, in
a vaginal exploration. While palpating the abdomen the
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be stimulated by words of encouragement, and her mind
diverted from her condition as far as is possible. She
should be permitted to walk around the room or sit in an
easy-chair, and to occupy her time in reading or sewing,
or doing nothing, as she prefers. A vaginal examina-
tion should be made not oftener than once in an hour
or two, and while she is being prepared for this purpose
the physician should pass into an adjoining room. When
the dilatation of the os has progressed to 4 or 5 cm. (1.5745
to 1.9685 in.) the patient should be confined to her bed
to avoid any risk of a precipitate expulsion of the fetus.
The physician should see that the bowels are well emptied
and that the urine has been properly voided. If the pains
are rather severe and cause bitter complaining on the part
of the patient, Playfair’s treatment may be of service, espe-
cially in those cases in which there exists a considerable
rigidity of the cervical and vaginal tissues: this consists in
the administration of chloral hydrate in 15-grain doses
repeated once or twice at intervals of from fifteen to thirty
minutes. The chloral may also be given per rectum in 30-
grain doses, suspended in mucilage of acacia or in milk
and the white of an egg. It should not be used when
there is grave organic heart-disease. This drug quiets
the patient, induces drowsiness, regulates and strengthens
the pains, and relaxes the soft structures of the partu-
rient canal. Should this stage be protracted, the pa-
tient will require some nourishment; this may consist of
a small amount of beef-tea, a cup of sherry, or a glass of
milk, and a cracker or two. If the abdominal walls should
be found to be relaxed, as is often the case in multipara,
the effectiveness of the pains may be materially increased
by the application of an abdominal support.

Second Stage—(1) Delivery of the Head —Labor having
progressed until complete dilatation of the os has been
effected, vaginal examinations should then be made every
ten or fifteen minutes. If the membranes have not rup-
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relieving vulvar and perineal tension. During the height
of a pain the incisions are made upon the mucosa just
within the vulvar opening, about !4 an inch upon the vagi-
nal walls; they should be from 15 to 3{ of an inch long,
and not more than 1{ of an inch in depth, and should be
closed immediately after labor. This operation is not
recommended, as a simple laceration of the perineum
involves less destruction of tissue than a laceration on
either side of the vulva, and can be more readily repaired
than the latter. (3) Efforts at Elcvating the Head—(a)
Ritgen's Method—The tips of the fingers of the right hand
are placed upon the perineum back of the anus and close
to the point of the coccyx, and pressure upward and for-
ward is made between the pains upon the frontal bone of
the fetal head. (8) Olshausen’'s Mcthod. — Rectal Expres-
sion.—The index and middle fingers of the right hand are
passed into the rectum and pushed through the rectovaginal
septum into the mouth or beneath the chin of the child;
between the pains the head is pressed upward and forward.

(2) Delivery of the Shoulders.—The head of the child
having now passed through the vulvar orifice, and this oc-
curring preferably after the pain has passed away, for a few
moments there is a cessation of the uterine contractions.
During this time it is the duty of the physician to support
the head in the right hand, and at the same time to pass the
fingers of the left hand over the neck in order to ascertain
whether or not the cord is coiled around it: if it be
found, it should be loosened as far as is possible, or, if there
are two or three coils, it then becomes necessary to ligate
the funis in two places and divide it between the ligatures, at
the same time hastening the dclivery of the body of the
child by pressure upon the fundus of the uterus in order to
stimulate the latter to contract. This pressure may best be
made by an assistant, the physician devoting his cnergies
for the time being to the care of the child. The vaginal
secretions should be cleansed from the eyes and face, and
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in the process. To avoid this danger it is best to cut the cord
while it is held in the hollow of the hand, the dorsum of the
hand being directed toward the child’s abdomen. The
object of the double ligation is manifold: in the first place,
it prevents unnecessary soiling of the bed by arresting the
escape of blood from the placenta during the time that must
elapse between division of the cord and expulsion of the
secundines; secondly, in case of twin-pregnancy, death of
the second child from hemorrhage is prevented. The cord
being severed and the non-existence of a twin-pregnancy
being assured, the second ligature may be removed and the
free blood contained within the placental tissue be allowed
to drain into a vessel ; the bulk of the placenta is thereby
considerably lessened and its early and easy expulsion from
the uterus and vagina facilitated. Nguyen Khac Can!
makes the ingenious suggestion that the rapid diminution
in the size of the placenta, due to the free escape of the in-
traplacental blood, favors retroplacental hemorrhage and
consequent complete separation of the placenta. While this
suggestion has not been confirmed by further observation,
it is interesting to note that out of 68 cases of labor
in Can’s care, in which double ligature of the cord was
practised, there were 4 cases of adherence of the placenta,
while in 146 cases with single ligature there occurred but 2
cases of adherent placenta. The duration of the third stage
of labor is also considerably lessened when but a single
ligature is applied to the cord.

In case of unusual thickness of the cord, due to the
presence of an excessive amount of Wharton’s jelly, strip-
ping may be indicated. This consists in placing the first
or placental ligature, and then in severing the cord on
the umbilical side of the ligature, the cord being held
firmly at the umbilicus between the thumb and the index
finger. This grasp being maintained, the excess of jelly is
squeezed out of the end of the funis by pressurc with the

1 Boston Med. and Surg. Jour., March 1, 1894.
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Bedford Brown of Alexandria, Va., has employed chloro-
form in over fifteen hundred cases of labor without any ill
results. It is very evident that pregnant and parturient
women show a remarkable immunity to the toxic action of
chloroform, and Brown claims that its employment is justi-
fiable in every case in which, in the second stage of labor,
the woman shows any tendency to nerve-exhaustion.

Management of Pelvic Presentations—(a) Before Labor—
On account of the high fetal mortality—30 per cent.—at-
tendant upon presentation of the pelvic extremity it is ad-
visable in every case in which the diagnosis of breech pres-
entation is made prior to the onset of labor to attempt to
convert the presentation into that of the cephalic extremity
by means of external bimanual manipulation. The proper
performance of this maneuver requires experience on the
part of the operator, the presence of a sufficicnt amount of
liquor amnii, and the absence of excessive irritability of the
abdominal and uterine muscles. If it cannot be accom-
plished or if the case be seen after labor has begun, the
treatment then consists in a careful supervision of the
normal mechanism of the presentation. () First Stage of
Labor.—Absolute inaction on the part of the accoucheur,
other than a close watch over the progress of the case, is
all that is required during the process of uterine dilatation.
Particular care must be taken to preserve the membranes
as long as possible, even until their appearance at the vulvar
outlet, since they serve as a better dilator than docs the
soft breech, and by their presence the uterus is stimulated
to more powerful contraction. (c) Second Stage of Labor—
The inaction observed during the first stage of the mechan-
ism should continue until the breech has passed through
the vulvar orifice; care must be taken at that time to
guard the perineum as in ordinary vertex presentations.
The patient should be brought to the edge of the bed and
made to assume the dorsal decubitus as soon as the breech
has begun to distend the vulva, and every arrangement
























THE PUERPERIUM. 181

VII. THE PUERPERIUM.—LACTATION.

THE puerperium, also known as the puerperal period, state,
or season, or the lying-in period, is that interval commencing
at the time of the delivery of the secundines and continuing
until the uterus has regained its normal size of 75§ cm.
(3.0018 in.), external measurement; this period generally
covers about six weeks. It is characterized by a series of
phenomena that shall now come under consideration.

Physiology of the Puerperium.—The changes that take
place in the woman'’s body after the accomplishment of par-
turition are as complex and astounding in their immensity
as are those that are noted as taking place during the period
of gestation. They are even more rapid in their occurrence,
for in from six to eight weeks is destroyed that which
required ten lunar months to perfect, and this rapid trans-
formation without marked accompanying systemic man-
ifestations is one of the most marvellous phenomena of
nature. It is fitting that some knowledge of these changes
be entertained in order that the necessity for a strict con-
currence in the following rules for the proper management
of the puerperal woman be appreciated.

CHANGES IN THE GENITALIA.—/nvolution.—By involution,
as applied to the uterus, is meant the retrogressive change
undergone by that organ after parturition by which it returns
to its normal weight and condition. An idea of the immen-
sity of this process may be had when it is stated that at the
time of delivery the uterus weighs almost two pounds and
measures about 3014 cm. (12.0078 in.) in length, 23 cm.
(9.0531 in.) in breadth, and 2134 cm. (8.46455 in.) in thick-
ness; at the end of the puerperium it should be reduced to
its original weight of two ounces, and should measure but
7% cm. (3.0018 in.) in length. This great reduction in size
is brought about by a process of rapid fatty degeneration,
the immensely hypertrophied uterine tissue breaking down
under the diminished nutritive supply and undergoing an
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by this process the entire mucosa is shed piecemeal, while
between the more deeply situated decidual cells are devel-
oped vascular outshoots that unite to form new venous
channels through the raw tissue. Diapedesis occurs, and
the escaped leukocytes unite to form a delicate granula-
tion-tissue which within a short space of time develops
into a new endometrium. There is thus brought about
simultaneously a discharge of the hypertrophied decidual
tissue and the formation of a new uterine mucosa, the
entire change occupying the short space of from six to
eight weeks.

At the placental site other interesting and important
changes are taking place. Here it is that all the large
uterine sinuses have centered during the period of gesta-
tion, and here it is that rapid changes must take place
before, during, and after parturition, or the woman lose her
life from postpartum hemorrhage. It will be remembered
that during the last weeks of gestation a stagnation of the
pelvic circulation takes place, whereby is produced a
greater tendency to the formation of coagula in the widely-
dilated venous channels. As the placenta is torn loose by
the uterine contraction, there occurs an immediate retraction
of the thin vessel-walls, and at the same time their caliber
is entirely obliterated by the violent pressure exerted by
the contracting muscular fibers. Small coagula form in
and about the mouths, and, undergoing a process of
organization into connective tissue, the venous sinuses
gradually entirely disappear.

The cervix participates in the retrograde process: at first
it is soft and patulous, so that the finger may be introduced
within the internal os even until the end of the first week.
The canal gradually closes, however, and by the termination
of the puerperium it has regained its normal condition. The
external os is more or less distorted and lacerated, and
never acquires its original virginal condition.

Involution of the Vagina—A similar process takes place






THE PUERPERIUM. 185

peratures and to keep an accurate record of the same. The
slight elevation that is normally present is dependent upon
the exhaustion consequent upon labor, the constipation, the
insignificant traumatisms that may be present, and the com-
mencement of lactation.

(c) The Secretions and Excretions—The excessive pro-
duction in the body of effete material throws upon the
emunctory organs a vastly increased amount of work: as
an inevitable consequence all the excretions of the body
are notably augmented, and puerperal autoinfection is
thereby prevented.

The Urine—The total quantity of urine voided is much
in excess of the normal, but the change consists mainly in
an increase in its aqueous constituents, while the solid mate-
rials, with the one exception of the chlorids, are below the
normal. Various abnormal constituents may be temporarily
present, such as peptone, indicating the metamorphotic pro-
cesses going on in the body, and lactose in varying amounts,
due to absorption of the excess of sugar stored up within
the breast. An important condition requiring close atten-
tion during the first few days subscquent to labor is the
difficulty of micturition that is experienced by many
patients. This may result from several conditions: (1)
There may be a temporary closure of the urethra from
edema and distortion due to prolonged pressure by the
fetal presenting part; (2) there is an increased capacity of
the bladder following the removal of the pressure exerted
by the gravid uterus (Schroeder), and as a consequence
there is not so great stimulation to an evacuation of its
contents; (3) the relaxed abdominal walls cannot exert
the usual expulsive efforts and thus aid in the discharge
of the urine; (4) the bladder-walls may be temporarily
paralyzed, so that contraction is impossible; (5) there may
be a strong neurotic or hysteric element in the patient’s
constitution. In cases in which this complication exists a
safe rule to follow is inaction for at least twelve hours, other
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each thigh and pinning these to the bandage over the tro-
chanters. It becomes the duty of the nurse to tighten the
binder daily, so as to follow the uterus as it sinks into the
pelvis. The binder must be worn for at least six weeks, and
preferably three months. By its support dislocation of the
uterus is prevented, the relaxed pelvic articulations are sup-
ported and their complete union is promoted, and relaxation
of the pelvic circulation is prevented. The firm tonic con-
traction of the uterus induced by its presence favors involu-
tion and minimizes the danger of after-pains, postpartum
hemorrhage, and septic infection.

For at least one hour after the birth of the child the
physician should remain in the patient’s house, though not
necessarily in the lying-in room. At the expiration of this
time the patient should be resting quietly with a normal
pulse of from seventy to eighty beats per minute, a soft,
moist skin, and a firmly-contracted uterus. A valuable
suggestion to bear in mind is that known as McClintock's
rule—namely, that a pulse of onc hundred or more beats
per minute indicates an impending postpartum hemor-
rhage : such a condition being present, the physician should
under no circumstance leave his paticnt’s side until the nor-
mal pulse-rate has been attained. The room should be
kept dark and all disturbance forbidden; no visitors are
to be allowed.

(3) The Perineum.—The paticnt having been attended to,
it should be the last duty of the physician before leaving
her to make a carcful inspection of the vagina and perineum
in order that he may detect any cxtensive contusions or
lacerations that may be present. If a rupturc of the peri-
neum be found to exist to any extent beyond a mere tear
of the fourchet, it should gencrally be closed at once under
antiseptic precautions; an anecsthetic, other than cocain lo-
cally, will not be required for this operation. If it be but a
slight laceration or if there be merely slight contusions of
the soft structures, the parts should be well cleansed and a
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slipped under her, and in this way the water may be pre-
vented from soiling the bed and clothing.

The Occlusive Dressing (Hirst)—This is an outer protec-
tive dressing to be placed over the vulvar pad for the
purpose of preventing the entrance of germs from the at-
mosphere and at the same time to further disinfect the
vaginal discharges. It consists of a long narrow pad of
carbolized gauze with a cotton-batting padding. It should
be renewed whenever the vulvar pad is changed, and the
soiled one should be destroyed.

(5) Zhe Visits—The first visit after confinement is to
be made at about the expiration of twelve hours; after that
for one week one visit daily will be sufficient, and once
cvery second day during the rcmainder of the lying-in
period. The object of the visit is to ascertain the condition
of the patient and child and to give directions for the fur-
ther management of the case. Order of Examination—It
is well to follow a routine practice in making the examina-
tion of the patient at these visits. The following order
would suggest itself as the proper one to observe, that the
accoucheur may be assured that no point in the management
of his case has been neglected : In the first place, he should
note the condition of the pulse; he should then mark the
temperature and examine the temperature-chart that has
been kept during his absence ; the amount and condition of
the lochia are next to be ascertained, and the last vulvar
pad—which has been kept for this purpose—should be
examined ; the presence or absence of pain must be noted,
and gentle pressure should be made over the lower portion
of the abdomen to detect any tenderness that may be
present, and which when found is indicative of beginning
inflammatory processes; the urination should be inquired
after, and the condition of the bowels noted; finally the
breasts and nipples should be examined. The patient's
condition having been found satisfactory, attention must
next be directed to the child : inquiry should be made as to
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women should avoid all indigestible meats, cocoa, choco-
late, made dishes, gravies, rich desserts, pastries, coffee and
stimulants in excess, and acid fruits. The question of diet
should be largely governed by the patient’s appetite and
desires.

(7) The After-pains—These are irregular and painful
contractions of the uterus produced by efforts on the part
of that organ to expel clots or shreds of membrane or to
attain its normal proportions. They indicate a partial re-
laxation of the uterine tissue, and are most common in mul-
tipara ; in fact, they are rarely noted after the first labor, and
as a rule do not occur after the third or fourth day of the
puerperium. The view that they are pathologic in nature
is erroneous. They may be increased in intensity by any
irritation of the nipples, as when the infant is applied to the
breast. They may be distinguished from the pains of
beginning pelvic inflammation by attention to the following
points:

After-pains. Pain of Pelvic Inflammation.

Pains are intermittent and cramp-like. Pain is constant, acute, and localized to the

point of inflammation.

Are relieved by pressure. Is increased by pressure.

The pulse is normal. The pulse is accclerated.

There is no effect upon the temperature. Is attended by a rise of temperature.

Pains are usually followed by the discharge Is usually asscciated with ecither a dimi-
of clots or of an increased amount of lo- nution or a complete suppression of the
chia. lochial discharge.

The uterus may be felt to harden during  The uterus does not contract, but, on the
the pains. contrary, is soft and flabby.

Treatment.— The administration of small amounts of
opiates (for example, a Dover's powder; the acetate of
morphin, 1{ grain every three or four hours; or a mixture
of paregoric, 1 dram, and the fluid extract of ergot, ¥4 dram,
every two or three hours) will generally control the pains.
A sedative poultice containing laudanum may be applied
over the uterus, or the abdomen may be rubbed with chlo-
roform-and-belladonna liniment. Phenacetin, from § to 10
grains, or chloral hydrate, in from 15- to 20-grain doses,
may give relief; quinin, 10 grains, in combination with from

13



THE PUERPERIUM. 195

ing a record of the number soiled; normally, for the first
day there should be from six to eight changes; from the
second to the fifth day, inclusive, three per diem ; and after
the fifth day, two daily. ‘

(9) The Lying-in Period—The * Getting-up.”—For the
first week of the puerperium the patient should occupy
the dorsal position, and for the first six or eight hours,
according to the severity of the labor, she should not be
permitted a pillow; by observing these precautions sudden
syncope may be avoided. The bed-pan must be employed
as required, and for this purpose the patient must be
propped up by an extra pillow or two. During this pro-
longed dorsal decubitus one of the stringent duties of the
nurse must be to keep a close oversight of the patient’s
comfort, moving her slightly from side to side as required,
and gently rubbing her back with whisky and water to pre-
vent the formation of bed-sores. The lying-in period should
cover a full month, the first two weeks of which are to be
spent in bed. On the fourteenth day, by which time the
fundus of the uterus should have sunk well below the top
of the symphysis pubis, the patient may be allowed to
sit up, but she should not be permitted to leave her room
until the expiration of the four weeks. The observance
of such a rule as this will secure for the patient a good
“ getting-up,” without any of the unpleasant sequela that
are so frequently developed after a neglected lying-in.
During the convalescence it often becomes necessary to
resort to the use of tonics (quinin, iron, and phosphoric
acid), combined with a change of air, in order to restore
the patient to her original standard of strength and
health. Among the lower classes of socicty these rigid
laws cannot be enforced, and the accoucheur must exercise
his judgment in each individual case as to the duration of
the period of confinement. In every case before leaving the
bed a well-fitting abdominal bandage should be secured,
and this should be worn constantly for at lcast six months,
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may be increased in amount by the addition of a glassful-
of milk at or midway between each meal, or by a similar
quantity of malt-extract, ale, beer, stout, or porter; care
must be taken, however, that the proportion of fat in the
milk be not inordinately increased, with resulting disturb-
ances in the digestive functions of the child. Corditions that
Impair the Quality of Mother's Milk—The quality of the
milk is influenced by a number of conditions. These may
be stated as follows: 1. Znsufficient or improper diet. 2.
FProfound emotion.—Fear, anger, grief, and other mental
conditions, in some ‘way not clearly understood, may so
affect the quality of the milk as to render it actively poison-
ous to the child. It is probable that this results from the
production in the milk of noxious leukomains. 3. Certain
Pathologic Conditions—It is a curious fact that when the
maternal health is impaired from any reason whatever the
colostrum-corpuscles are very likely to reappear in the milk
and by their presence cause a disturbance of the diges-
tive functions of the child. Any acute infectious process in
the mother will, in this way, by profoundly altering the
composition of the milk, seriously affect the child. During
the continuance of such a condition the child must be
hand-fed or given the bottle, but on the return of the nor-
mal state of maternal health feeding from the breast
should be resumed. Certain chronic systemic affections,
such as tuberculosis and syphilis, so gravely alter the
composition of the milk as to render feeding from the
breast a procedure dangerous to the child. Thus in tuber-
culosis the disease may be directly transmitted to the child
or the milk may be so much impaired in quality by a dimi-
nution in the fatty and albuminous constituents as to be in-
sufficient for the nourishment of the infant. Syphilis also
may be transmitted from mother to child in nursing; hence
a syphilitic mother should not nurse her babe. 4. Profuse
Hemorrhage —After a severe hemorrhage the quality of the
milk quickly becomes impaired. The question frequently
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birth, and with this cry respiration is established. The
cord is to be severed as soon as pulsation has ceased, and
the infant enveloped in a soft blanket or shawl and placed
in some portion of the room where it will not be in the
way. The attention of both physician and nurse should
then be directed toward providing for the immediate com-
fort and safety of the mother: when she has been rendered
as comfortable as the circumstances will permit the child
may again be taken up and attended to. The first duty
now is to ascertain that respiration is progressing satisfac-
torily and that complete ligation of the cord has been
effected; neglect of the latter precaution has resulted
in loss of the child from hemorrhage: if the ligature
has become relaxed or has slipped, it should be tight-
ened or another applied. In difficult breech presentations
it is well also to examine the child for fracture of the bones
of the extremities—a frequent complication in these pres-
entations.

The Physiology of the New-born.—As would be ex-
pected, marked changes take place in the body of the
child at birth. Up to this time an absolute parasite, so to
speak, it now becomes largely an individual, being capable,
if need be, of an independent living. The subject of the
physiology of the infant is an interesting one, and it can
best be studied by considering separately the various
systems of the body.

(1) The Circulatory System.—Very interesting and im-
portant physiologic changes occur in the fetal circulation
at the time of birth. Ligation of the cord cuts off all com-
munication with the mother and initiates the new form of
circulation, the postnatal. The hypogastric arteries are no
longer of service; they therefore dwindle away and be-
come impervious fibrous cords. The foramen ovale closes,
and in a few days is hermetically scaled, so that communi-
cation between the two auricles is no longer possible. The
function of the Eustachian valve, which was to direct the
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temperature of the human body (98°-99° F.) to an at-
mosphere having a temperature of but 75°-78° F.

(3) The Gastrointestinal System—QOwing to the absence
or very small amount of saliva and salivary ferment, ptya-
lin, the ability of an infant to partially predigest starchy ma-
terial is absent. As a consequence, all starchy food is con-
traindicated for children until the digestive juices are freely
manufactured in the body. There is a similar failure of
activity on the part of the pancreas, and from these de-
ficiencies in the digestive functions of the infant arise all
of those serious digestive disturbances that are so com-
mon, and that often result so disastrously to bottle-fed and
improperly-cared-for infants, especially during the summer
season. The digestion proper is largely carried on through
the activity of the bacteria that normally exist in the ali-
mentary canal. The Jver is very much increased in size,
constituting probably one-thirtieth of the body-weight, and is
functionally active, although not to the extent that it is in
the adult. 7%e Bowels—For the first two days the intestines
are filled with meconium, which has already been described ;
under the laxative influence of the colostrum-corpuscles this
is soon expelled, and the stools then acquire their normal
appearance—light-yellow in color, acid in reaction, and sour
to the taste. The normal number of stools is four in the
twenty-four hours.

(4) The Genitourinary System—The kidneys functionate
regularly, and there is always a discharge of urine imme-
diately after or during birth. The urine contains a certain
amount of albumin for the first few wecks of life, and at
times, in babes at the breast, traces of sugar—lactosuria;
its specific gravity is about 1003-1005, and its reaction acid.
Owing to the small amount of biliary coloring-matters that
it contains its color is slight and it may even fail to impart
a stain to the diapers, so that inexpericnced mothers or
nurses may report a failure of the kidneys to act. The
number of micturitions in the twenty-four hours may vary
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children of either sex to become swollen and sensitive dur-
ing the first few days after birth, and even to contain a small
amount of milky fluid. Whenso congested the breasts should
be protected from injury of any kind; especially should all
manipulation be interdicted. Meddlesome nurses and mid-
wives have repeatedly initiated mammary abscesses through
ill-directed efforts to remove the secretion from the breasts
under the superstitious belief that it boded evil to the child.
According to Parvin, relief may be afforded by bathing the
breasts in hot water and then applying a warm mixture
composed of 3 parts of sweet-oil and 1 of camphor.
The Cleansing and Bath.—To a greater or less degree
the surface of the fetal body will be found to be covered
with the vernix caseosa already described. This may be
most satisfactorily removed by well smearing the entire
surface of the child with sweet oil or vaselin, especial
attention being paid to the scalp and the various cutaneous
folds. This inunction should be allowed to remain for a
few hours—five or six—the child again becing wrapped in
the warm blanket. At the expiration of this time a bath
should be given in warm water (95°-98° F.) with pure Cas-
tile soap, soft pieces of lint or a soft sponge being used for
the purpose. Excessive rubbing of the skin should not be
permitted, for by such handling of the delicate structure a
gummy eruption may be produced or more scvere eczema-
tous affections be initiated. The child should not be placed
in the bath, but only one portion of the body should be
bathed at a time, the rest being enveloped in the blanket.
Gentle mopping with lint will dry the surface, which should
then be well dusted, especially in the axille and in the
folds about the buttocks and neck, with violet powder,
talcum, lycopodium, fuller’s earth, or other bland baby-
powder. A bath should be given subscquently each day
about noon-time, the temperaturc of the water being
slightly above go° F.; the best Castile soap should be
used. In giving the bath the soap should first be well
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of tissue should be severed back of a ligature. Allen' em-
ploys the following moist antiseptic dressing for the umbili-
cal stump, thorough asepsis of the hands being observed:
After the child is bathed the cord and abdomen are cleansed
with a 1:1000 mercuric-chlorid solution, and the cut end
of the funis is touched with a mercuric-chlorid tablet. A
piece of sterile gauze 4 inches squarc is prepared by cutting
a hole in its center and saturating it with pure glycerin; in
this the stump of the cord is entirely enveloped. It is then
turned up on the abdomen, another pad of gauze soaked in
glycerin placed over it, and the whole held in place by a
sterilized flannel bandage. It is claimed that cords thus
treated fall off in three days. Until this occurs the bandage
is opened twice daily and the cord-wrapping is saturated
with glycerin, the upper pad being replaced with a fresh
piece of gauze. After the cord falls the depression left,
known as the umbilical fossa, must be filled with aristol, a
dry pad of gauze placed over it, and the bandage reapplied.

Dressing of the Infant.—It is important that the child
be warmly and yet lightly clothed. A proper dressing for
the summer is the following : Next to the abdomen should
be placed a soft flannel binder, popularly known as the
belly-band ; this extends from the nipples to a point mid-
way between the umbilicus and the symphysis. A popu-
lar error is to draw the band too tightly around the child;
it should be loosely applied, in order not to interfere with
respiration, should be of but two layers, and should be se-
cured by small safety-pins. It maintains the dressing for
the cord and prevents undue bulging of the abdominal walls
and umbilicus. The napkin, square, or diaper is next applied,
and this should be made of soft old cotton material secured
in front by a safety-pin. Next is worn a soft shirt, a linen
petticoat, and over all a long white dress secured at the
shoulders. In winter the shirt may be made of knitted mate-
rial, and the petticoat should be of flannel and an additional

Y American Fournal of Obstetrics, April, 1894.
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after the child is cleansed, to give it the breast and allow it
to suckle for five or six minutes from each nipple; in this
way it swallows the colostrum, which is nature’s purge, and
thus is freed from a large amount of the meconium ; it also
acquires the power of nursing, which may be lost if the
child be kept too long from the breast. During the first
two days before the milk-formation has begun the breast
should be given to the child every four hours. The sugar-
and-water mixtures of the old nurses are to be positively
prohibited. The child is not to receive any food during
this period other than the small amount of material it de-
rives from the mother’s breasts, unless it become impor-
tunate, when two or three drams of a mixture of condensed
milk and sterilized water, 1 part to 12, may be administered
after each nursing. 7The Time of Nursing.—Regularity in
the time of nursing must be observed for the preservation
of maternal and fetal health, and the importance of this
law cannot be too strongly impressed upon the mother
and nurse. Until the establishment of the milk the child
may be given the breast cvery three or four hours. Dur-
ing the first month it should be fed every two hours, and
after that time every two and a half to three hours, the
first nursing being at six o’clock in the morning and the
last at eight o’clock in the cvening. After the seventh
month five nursings per dicin will suffice. During the
night no more than two nursings should be allowed, and
one at about twelve or one o'clock will generally answer ; if
not, a second one at four o’clock may be given. That this
routine be not interrupted, it is proper to awake the child
when the hour for nursing arrives. If the feeding be at
more frequent intervals than as just stated, the usual effect
upon the mother is to raise the specific gravity of the milk
by causing a concentration of its elements; as a result, the
normally deficient digestive power of the infant’s stomach is
overtaxed by the concentrated food, and a moderate amount
of dyspepsia is produced, while at the same time the child
14
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weight and size and will give the appearance of health and
infantile contentment. The growth in weight is on an
average at the rate of about a pound and a half per month
up to the fourth month, and after that time at about the rate
of one pound per month. This increase in weight is often
very anxiously watched by the mother, and it is well to
have some standard of comparison by which the rate of
growth may be estimated. For this reason a tablc of the
standard weight of an infant for the various months of its
first year as determined by actual measurement is ap-
pended. At birth the average infant weighs 714 pounds;
during the first few days subsequent to labor there is a
slight loss of weight followed by a corresponding gain, so
that at the end of the first week the infant will probably
weigh about as much as it did at birth. The weight is in-
creased to about 734 pounds at the e¢nd of the first month.

Weight in Weight in
Month, Pofmh. Month. Pounds.
. 7% /2 16
E 9% 8 Lo 17
- T 1 9 e e 18
4 e e e e e e 123 10 L 19
L 14 I L e 20
6 ... 15 12 . 21

In size a healthy child should grow nearly threc-quarters
of an inch for each month during the first year of life, and
during the second year about half an inch per month.

‘Weaning, or Ablactation.—By this term is meant the
ending of the nursing-period and the transference of the
child from mother’s milk to other food. Usually a child
should be weaned not earlier than the ninth month and not
later than the twelfth month; occasionally weaning may
be accomplished as early as the sixth month. Wcaning
should not take place during excessively warm weather or
while the child is suffering from any attack of illness not
dependent upon dceficiency in its original food-supply. 7u-
dications for Weaning.—The indications for weaning are as
follows: 1. Any disagreement of the maternal milk with
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use of saline aperients will exert a powerful depletive effect,
and their action should be supplemented by the ingestion
of as little fluid as possible and the administration of certain
drugs, such as potassium iodid in large doses—from 25 to
30 grains three times daily. Locally, applications of warm
lead-water and laudanum or lint saturated with warm
cologne-water will relieve the distention, together with the
use of gentle massage and the careful and judicious em-
ployment of the breast-pump. Cocain, also, in weak solu-
tion, applied locally, has been claimed to promptly reduce
the production of milk. Belladonna-ointment or a glycerol
of belladonna (made by rubbing a dram of the extract of
belladonna with an ounce of glycerin) applied to the surface
of the breast may be a valuable adjuvant in arresting the
secretion of milk.

The Baby’s Outing.—Merely a word will suffice as to
this point in the proper management of an infant. There is
no fixed law upon the subject, but it is generally thought
best by well-regulated families not to permit the child to
leave the house in winter until it has attaincd the age of
three months, and then it is to be taken out only on a clear
day and just before the noon hour. In summer, if desired,
the child may be taken into the yard after the second week,
and after it is two months old it may spend most of its time
in the coach out of doors, avoiding, of course, an excess of
sunshine or prolonged exposure to strong winds.
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every stage of this eventful period it is no wonder that it is
exceptional for a woman to pass through it unscathed from
beginning to end.

In order to the clearer and more systematic presentation
of these manifold pathologic conditions, and in accordance
with the system adopted in the foregoing portion of this
book, a chronologic sequence has been selected as the most
satisfactory and rational method of dealing with the subject.

" Treated in this manner, the following natural subdivisions
present themselves for consideration :

I. Diseases of the Ovum and the Fetal Appendages.
I1. Pathologic Conditions of the Fetus.

ITI. The Pathology of Pregnancy.

IV. Dystocia, or Difficult Labor.

V. The Pathology of the Puerperium.

VI. The Pathology of the New-born.

I. DISEASES OF THE OVUM AND THE FETAL
APPENDAGES.

1. DISEASES OF THE MEMBRANES.

(@) Pathologic Conditions of the Deciduse.— Diseases of
the maternal membranes are the most frequent pathologic
processes of intrauterine life, and because of their great
frequency and their grave sequela®, the most common of
which is abortion, they well deserve early mention in the
pathology of obstetrics.

(1) Deciduitis, or inflammation of the decidual tissue, is in
reality an endometritis modified by the peculiar changes
wrought in the uterine mucosa by pregnancy. The discase
may be either acute or chronic. Acute deciduitis is very
rare. It may result from trauma, filth, or certain infectious
diseases, and occurs in three well-marked forms—namely,
the infectious or exanthematous, the hemorrhagic, and the
purulent. (a) /nfections or exanthematous deciduitis is that
form accompanying the development of the exanthema-
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ous or polypoid, the cystic, and the catarrhal. (@) Chronic
Diffuse Hyperplastic Deciduitis (Endometritis decidua chronica
diffusa vel Endometritis gravidarum hyperplastica) —As the
name indicates, the pathology of this disease consists
essentially in an inflammatory overgrowth of the deciduz,
especially of the decidua vera, with the production of a
firm sarcous mass. This disease is a common one, and
generally occurs secondarily to a preexisting endometritis.
If it develop early in pregnancy, as is usual, there can be but
one result—namely, decidual apoplexy with abortion and the
discharge of a piece of meat-like substance, a so-called flesky
mole. Occasionally these fleshy masses may be retained in
utero for months and undergo partial organization. In the
rarer cases in which the development of the disease occurs
late in pregnancy the fetal growth may not be interrupted
and gestation may proceed to term; there then follows the
formation of extensive adhesions resulting in that serious
complication of labor, adhcrent placenta with retention of
portions of the decidua vera. (6) Chronic Tuberous or Poly-
poid Deciduitis (Endometritis decidua tubcrosa et polyposa
vel Endometritis gravidarum polyposa)—This is a rare vari-
ety of the preceding condition, and consists in a localization
of the inflammatory process in scattered areas of the de-
cidua; at these foci of inflammation cxcessive overgrowth
of the decidual tissue occurs, with the formation of polyp-
like growths that are most frequently located upon the
anterior or posterior uterine walls as determined by the
position of the ovum, the growths directly facing the site
of the latter. The polyps may attain a considerable size
(from !4 to 3{ of an inch in length) and are cxceedingly
vascular. The incvitable result of this affection is carly
abortion (from the second to the fourth month) from fatty
degeneration and decidual apoplexy. (¢) Chronic Cystic
Deciduitis (Endometritis gravidarum cystica)—A varicty of
the hyperplastic deciduitis in which not only is there an over-
growth of the decidual connective tissue, but also an-occlu-
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results from a transudation of serum from the watery blood,
Zini regarding the fluid as an extravasation resulting from
the hyperemia of the uterine mucosa, and Chazan referring
it to the periodic congestion of the genital organs that occurs
during pregnancy. Sowurce of the Fluid—Just as an uncer-
tainty exists as to the etiology of the disease, so various
theories are advanced as to the source of the fluid. It
is probable that there is no one constant source, but that
the fluid may accumulate as a result of pathologic processes
located in various structures of the devcloping ovum. With-
out a doubt in some cases there exists a true edema or se-
rous infiltration of the uterine wall, resulting in an accumu-
lation of fluid between this and the membranes. In other
cases Kaltenbach and others claim that the fluid collects
between the opposed surfaces of the decidua vera and de-
cidua reflexa in the space that normally exists between these
membranes during the carly period of pregnancy (the first
three months). There are two facts that would seem to
demonstrate the probability of such an origin—namely, the
frequent development of the malady during thesec months
of gestation, and the fact that occasionally in this discase
the immensely thickened vera has been separately expelled
after the placenta, thus proving absence of union between
the decidu vera and reflexa. Itis the belief of Hennig and
Schroeder that the accumulation of the fluid occurs between
the chorion and the decidua, while Duges and Jorg assert
that a persistence of the allantoic sac may produce a hydror-
rhea. They claim that in many instances the amnion and
chorion, instead of being glued together by an amorphous
tissue, are separated by a collection of fluid, so that two sacs
are present in the after-birth ; it may be that these so-called
“ false waters” may escape during pregnancy in the form of
a hydrorrhea, although this is incapable of actual demon-
stration because of the inability to chemically distinguish the
fluid from the true liquor amnii (Doderlein). Intenscly inter-
esting as the subject is, the ctiology and pathology remain
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the size of an ovum of the third or fourth month of gestation,
consisting of an amnion and a chorion, upon the surface of
which there are numerous vesicles. The embryo is either
entirely absent or some of its fragments float in the liquor
amnii. The umbilical cord may be present or absent. 2.
Mola hydatidosa partialis—In these cases the fetal mem-
branes and the placenta are normally developed, but some
of the placental villi are surmounted by vesicles, or parts
of the placenta are changed into bands or plaques of vesi-
cles. The branches of the umbilical artery leading to these
degenerated villi are obliterated. The fetus is often living,
sometimes normally developed, sometimes stunted in its
growth. 3. Mola hydatidosa totalis—The ovum is a mass
of vesicles surrounded by a decidua perforated in numerous
places. Remnants of fetal membranes are sometimes found
in the midst of the vesicles. Of the fetus no trace is left.
4- Those cases in which a twin-pregnancy exists. One
ovum is normally developed, the other one is a shapeless
mass of myxomatous villi. Tweclve cases are reported in
medical literature, one by Kchrer! Clinical Manifesta-
tions—There are three very characteristic symptoms of
this curious disease—viz. sudden or rapid increase in the
size of the uterus much beyond that corresponding to the
period of pregnancy;. irregular uterine hemorrhages vary-
ing in duration from a few hours to several weeks, and in
amount from a moderatc to an excessive flow; these
hemorrhages become more frequent and severe with the
growth of the vesicles into the decidua; and the dis-
charge of a serosanguincous fluid containing the peculiar
vesicular growths. While the discasc may have existed
from the first month of gestation, the excessive increase in
size is usually not noted until the third or fourth month.
At this time palpation of the large and often irregular
uterine tumor will reveal a peculiar doughy sensation,
with inability to distinguish the outlines of the fetal tumor
1 Arehiv f. Gyndk., Band xlv. Heft 3.
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diseased ovum being favored by the excessive growth
and consequent over-distention of the uterus and by
the irritation produced by the penetration of the vesicles
into the uterine substance. Z7rcatiment—Immediate evacua-
tion of the uterine contents is the proper course to pursue.
The woman being anesthetized, after thorough disinfection
of the vulva and vagina the os may be stretched by Hegar's
dilators or Barnes's bags, and when sufficicnt dilatation
has been effected the diseased product of conception
should be removed by the finger or the placental forceps;
the curet should not be used for fear of the possible
involvement of the uterinc wall with resulting danger of
perforation. After the contents have bcen cvacuated an
intrauterine douche should be given and an iodoform-
tampon introduced into the uterus; the woman may then
be treated as a puerperal paticnt. Full doses of ergot
may be exhibited for some days after the removal of the
mole. If the only symptom presented be hemorrhage,
it should be controlled by the usc of tampons, rest, and
opiates. If the lochia become fetid intrauterine antiseptic
douches will be required.

(3) Fibromyzxomatous Degenceration of the Chorion, or
Myzxoma fibrosum—This is a still rarer affection of the
chorion than the preceding, limited usually to the placental
portion, and occurring in the later stages of gestation. It
consists in a fibroid degeneration of the connective-tissue
portion of the chorion situated over the placental site, with
the formation’ of small-sized tumors that ultimately take on
a myxomatous change. Those portions that undergo the
mucous change have a soft, gclatinous feel.  Owing to the
late development of this discase, fetal life may not be de-
stroyed. The symptoms are obscure, and the diagnosis
may not be made until after labor. The #treatment is
symptomatic.

() Pathologic Conditions of the Amnion.—(1) m-
niotitis (Ammniotis)—This is a plastic inflammation of the
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amnion, for unknown reasons, will become excessively
attenuated, so that it will resemble tissue-paper. Any
additional stretching will inevitably result in a rupture
of the delicate structure, and the over-distended mem-
brane will then retract in bands or strings that may en-
circle some fetal portion and give rise to intrauterine con-
strictions or amputations. In other cases, without this pre-
existing tenuity rupture of the amnion may take place, with
escape of the contained liquor amnii. If the solution of
continuity occur low down, in the usual situation, the
uterine contents will generally be evacuated; occasionally,
however, the rupture takes place at some point near the
attachment of the amnion to the placenta, and then, instead
of one quick gush of fluid, the liquor amnii will drain away
in small quantities from time to time for a pcriod of weeks
or months. This constitutes the condition known as am-
niotic hydrorriwa, which must be diagnosed from the
ordinary hydrorrhea of pregnancy. Generally, the trear-
ment of this condition is inaction, unless abortion be threat-
ened, when measures must be taken to preserve the
product of conception; if this be impossible, the usual
treatment of abortion must be instituted.

(3) Oligohydramnios is an abnormal deficiency in the
amount of liquor amnii secreted. This condition is ex-
tremely rare, probably not occurring more frequently
than once in 3500 cases, and is of pathologic import-
ance only when it is marked in the carly months of intra-
uterine life ; it may then result in fetal deformities, such as
talipes or bowing of the limbs (due to interference with the
growth of the fetus from compression by the uterine walls),
or in intrauterine amputations from the formation of feto-
amniotic bands with ultimate constriction of one or more
parts. If present late in pregnancy, the fetal movements
will be more or less painful to the mother, and the labor
will be prolonged and difficult on account of the absence of
the amniotic fluid.
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From ovarian cystoma (very difficult):

Hydramnios.

‘The uterine tumor is drawn up, and is felt
with difficulty by vaginal examination.

Other signs of pregnancy coexist.

‘There is a history of pregnancy, with the
rapid development of the uterine disten-
tion during its progress.

The ch istic blotch
are seen upon the face.

Usually the patient is not much emaciated.

of preg y

Ovarian Cystoma.

The uterus is low down in the pelvis, even
though pregnancy coexist (Kidd).

In uncomplicated cases these are absent.

There is a history of gradual and slow de-
vclopment of the growth covering a period
of months.

The characteristic ovarian facies is present
in advanced cases.

The patient ultimately emaciates.

From multiple pregnancy (often difficult) :

Hydramnios.

The uterine tumor is more distinctly tense.

R ion may be elicited

There is inability to palpate the fetal limbs.

The lower uterine segment is unusually dis-
tended, tense, and elastic ; the presenting
fetal part is recognized with difficulty.

The fetal heart-sounds are faint or altogether
absent.

Multiple Pregnancy.

The uterine walls are not so uniformly dis-
tended and tense.

Fluctuation is absent.

A number of fetal limbs may be palpated.

There is no undue distention of the lower
uterine segment ; the presenting part of
a fetus may be readily detected.

The fetal heart-sounds are distinct; heart-
sounds of different rates, corresponding
to the two fctuses, may be heard.

Prognosis—The maternal prognosis, while not grave, is

not good ; there is manifested a great tendency for the ges-
tation to suffer an early termination from excessive uterine
distention, from fetal death, or from prematurc detachment
of the placenta, thus exposing the patient to all the risks
of an abortion ; the extreme distention to which the uterine
walls have been subjected is apt to result in weak and
ineffectual labor-pains, thereby causing a prolongation of
labor, with subsequent decided inclination to postpartum
hemorrhage ; the uterus is slow to recover from the effects
of the disease, and involution consequently is retarded or
perhaps is not fully completed. Decath may even supervene
from exhaustion, especially in the more acute variety of
the disease. The coexistent pathologic condition of the
fetus and its appendages predisposes to the development
of puerperal sepsis. The fetal prognosis is bad, fully 25
per cent. of the children losing their lives. Many of the
fetuses are diseased, and present after labor various path-
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sive odor resembling that of putrefaction. This is generally
an accompaniment of fetal death with decomposition, and
in such cases there is also present to a limited degree the
formation of gaseous products of putrefaction, constituting
a true physometra. It is possible, however, in exceptional
cases for this condition to be present and the child still be
viable. The cause under these circumstances is unknown,
and the condition is only found upon rupture of the mem-
branes during labor.

2. DISEASES AND ANOMALIES OF THE PLACENTA.

(1) Placentitis, or inflammation of the placeftal tissue,
may occur in two forms, the acute and the chronic, the
latter including the simple, the syphilitic, and the tubercu-
lous varieties. Acute placentitis is an exceedingly rare affec-
tion, and is usually a result of septic infection secondary to
attempts at criminal abortion, or follows the escape into
the uterine cavity of pus from an old pyosalpinx. It is at-
tended with pain, fever, chilly sensations, and more or less
prostration, and is, as a rule, soon followed by discharge of
the embryo and its appendages, the result of abscess-forma-
tion and apoplexies. Of more frequent occurrence is the
chronic form of the disease. Simple chronic placentitis is
most commonly the result of chronic inflammation of the
decidual cells, and is then termed placentitis decidualis; in
other cases it appears as a form of arteritis beginning in the
larger arteries of the fetal portion of the organ and gradu-
ally involving the entire placental structure. As it pro-
gresses the inflamed tissues become indurated and undergo
fibrous changes, dense adhesions forming between the pla-
centa and uterine walls (adhercnt placenta). The organ is
undersized and atrophic in appearance. Abscess-formation
is exceedingly rare in simple chronic inflammation of the
placenta. Spphilitic placentitis, or syphilis of the placenta,
is, perhaps, the most prolific cause of fetal death. That
it is a true inflammatory condition partaking of the gen-
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centric lamell® surrounding a central zone of soft, yellow-
ish or reddish cheesy degeneration, or an actual abscess-
cavity with fatty, pus-secreting walls. They are frequently
the seat of fatty and calcareous changes. According to
Frankel, infection of a woman with the syphilitic virus after
conception has occurred has generally no effect upon the
placenta, which, to all appearances, is normal: this, how-
ever, is not an invariable rule. Prognrosis.—Syphilis of the
placenta offers a fatal prognosis for the fetus and a bad one
for the mother. The fetus, as a rule, quickly dies of mal-
nutrition from obliteration of the blood-channels. The risk
to the mother is greatest at the time of labor; she is then
exposed to the dangers of adherent placenta—viz. post-
partum hemorrhage and inversion of the uterus from exces-
sive traction on the fundus, together with subsequent septic
processes originating in decomposition of retained placental
débris. Treatment—If syphilitic infection be suspected
during pregnancy, the woman should immediately be placed
upon antisyphilitic treatment; especially is the so-called
mixed treatment of service in controlling the tertiary man-
ifestations that may be present. If the patient abort not-
withstanding these conservative efforts, thorough evacuation
of the uterine contents should be effected and attention
directed to the avoidance of hemorrhage and other un-
toward sequele. The specific trcatment should be con-
tinued throughout the puerpcrium and for some time
subsequently. Clironic tubcrculous placentitis, or phthisical
placenta, is a form of chronic inflammation of the placenta
characterized by the presence of a cellular exudate (miliary
tubercles) in the placental lacuna, the cxudate probably
coming from the chorionic villi. This material undergoes
a peculiar cheesy change closely resembling that which
takes place in tuberculous glands or organs, and tubercle
bacilli have been detected in it. The vessels of the tuber-
culous villi are filled with hyaline thrombi, and there occurs
a hyperplasia of the endothelium.
























DISEASES OF THE UMBILICAL CORD. 245

sions in the course of the vessels. It sometimes happens
that one of these varicose veins will rupture, usually close
to the placenta, and a large-sized hematoma will form; in
some cases the bleeding will be so excessive as to destroy
the fetus. (¢) Hypertrophy of the valves is a rare condition,
probably syphilitic in origin, resulting in obstruction to the
lumen of the vessels. When well marked, nodules of con-
siderable size may indicate the site of the valves.

(2) Cysts of the Cord.—Cystic degeneration of the cord
may result from interference with its circulation, with a
resultant effusion of serum into the spaces beneath the
amniotic sheath and in the allantoic tissue; it may be due
to a liquefaction of Wharton’s jelly, with an accumulation
of the fluid in more or less circumscribed sacs; or it may
be a sequel of apoplexies in the cord. It is of no clinical
importance.

(3) Hernia of the Cord.—This consists in a protrusion
of a loop of bowel, or in more aggravated cases of one or
more of the abdominal viscera, at the point of insertion of
the umbilical cord in the abdominal wall. The extruded
viscera are included in a dilatation of the sheath of the cord.
The condition may result from one of two causes: (@) There
may be a failure of the fetal intestine to retract into the ab-
dominal cavity during the process of fetal development; (&)
the abdominal walls (lateral plates) fail to unite after visceral
retraction has been accomplished. In the latter case, as
the cord increases in length the intestines are progressively
drawn farther out of the abdominal cavity until quite exten-
sive herni® may be produced. In the majority of cases
there is associated with this condition other manifestations
of imperfect fetal development, especially of the limbs or
lower abdominal regions, and in many instances the fetus
is stillborn. The treatiment, should fetal life be preserved,
consists in protection of the protruding viscera by properly-
fitted shields or bandages until appropriate operative pro-
cedures may be instituted.
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or behind the uterus, or more rarely anterior to that
organ—which will be displaced accordingly—a very sen-
sitive rounded tumor, it may be about the size of a small
orange, fixed in its position and giving a peculiar elastic or
semi-fluctuating sensation as well as a distinct and often
well-marked pulsation; in many cases ballottement may be
detected at an early date. The only distinguishing point
of interstitial pregnancy is an increased size of the uterus—
that is, to a greater extent than in simple tubal pregnancy—
with a less marked line of demarcation between the uterus
and the gestation-sac. There are no distinctions to be
drawn between the physical signs elicited in an ovarian
and a tubal pregnancy: abdominal section alone will reveal
the true state of affairs. In case of abdominal pregnancy
the uterus will be but slightly enlarged above the normal;
the cervix will show the peculiar softness of pregnancy; a-
large tumor will be found at some point in immediate prox-
imity to the uterus, varying in shape, often having its
long axis in a transverse direction, and not corresponding
to the rounded or oval tumor of a normal pregnancy; in ad-
vanced cases the fetal parts may be very readily palpated
through the abdominal walls, or through Douglas’s cul-de-
sac should the ovum be behind the uterus, while the heart-
sounds will be heard with unusual distinctness.

Diagnosis of Extrautcrine Pregnancy.—lIt is patent that
the making of a positive diagnosis prior to the occurrence
of rupture of the gestation-sac, although quite possible in
view of the advanced knowledge of the disease, must always
be a matter of considerable difficulty. That some patho-
logic condition exists is a self-evident fact, but in many in-
stances the correct state of affairs can be recognized only
after the exploratory incision has been made. There are
several factors which when taken in conjunction render it
possible to make a fairly strong presumptive diagnosis of
the obstetric condition, and these are the history of the signs
of an early pregnancy accompanied by a rapid development
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Extrauterine Pregnancy.

Examination of the removed specimen
shows an absence of true decidual tissue.

In interstitial pregnancy the gestation-sac
communicates with the uterine cavity by
the orifice of the Fallopian tube.

From pyosalpinx :

Extrauterine Pregnancy.

The uterus is cnlarged, with a soft cervix
and the peculiar softening of the body that
is present in pregnancy.

There is a history of sterility, with the signs
of endometritis or salpingitis,

The tumor is small, excecdingly sensitive,
but, as a rule, not firmly bound down in
the pelvic cavity.

Rupture is likely to occur at some time dur-
ing the first three months.

The usual clinical manifestations of preg-
nancy will be present.

287

Cornual Pregmancy.
True decidual tissue will be found surround-
ing the fetal membranes.
The two halves of the uterus are united by a
muscular band.

Pyosalpinx with Indistinct History of
Pregnancy.

The uterus is probably not enlarged, the
cervix is not soft, and there is not the elas-
tic feel that is present in pregnancy.

There is a history of acute attacks of peri-
tonitis occurring at intervals after an at-
tack of gonorrhea.

The tumor is large, moderately sensitive,
firmly bound down in the pelvis, and sur-
rounded by a mass of exuded lymph.

‘The history may have covered a period of
months without the symptoms of rupture.

The clinical manifestations of pregi y are
absent or very indistinct.

From intrauterine pregnancy with fibroid tumor :

Extrauterine Pregnancy ( Tubal
Variety).

There is discovered to one side of the uterus
a mass, rounded, exceedingly sensitive,
and elastic or semi-fluctuating.

The uterus is enlarged, but not to a size pro-
portionate to the period of gestation.

The menstrual history 1s irregular, and there
may be an early return of the show.

Rupture occurs at the usual time.

Pain 1s an carly and prominent symptom.

Intrauterine Pregnancy complicated
with Fibroid Tumor.

The mass may be rounded; more often it is
nodulated, very hard, non-clastic, and non-
flucthating, and not sensitive to the touch.

The size of the uterus corresponds to, or is
even in excess of, the time of gestation.

Menstruation is likely to be suppressed.

No signs of rupture follow.

Pain develops only after the tumor has
reached sufficient size to press upon the
surrounding structures.

From lateral flexion of a pregnant uterus :

Extrauterine Pregnancy.

The body and cervix of the enlarged uterus
are generally in a straight vertical line.
The extrauterine gestation-sac is in close

proximity to the body of the uterus.
Anesthetization reveals the mass closely at-
tached to the fundus and readily outlined.
The size of the uterus is much below that in-
dicated by the duration of the pregnancy.
The menstrual history is irregular.
There is a history of severe abdominal pain
and rectal tenesmus.

Intrauterine Pregnancy with Lateral
Flexion of the Uterus.

The fundus lies to one side of the pelvis,
with the cervix carricd to the opposite side.

A decp sulcus may be felt between the fun-
dus and the cervix.

Anesthetization reveals a normal condition
of the appendage.

The size of the uterus corresponds to the
period of the gestation.

Menstruation is suppressed.

Usually there is no pain other than a back-
ache; there is no rectal tenesmus.
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even injurious substances being devoured with avidity.
Moral suasion, with mental diversion and regulation of the
diet and the alimentary tract, is all that can be attempted in
the line of treatment. The condition disappears with the
termination of the pregnancy.

(6) Indigestion, Gastric and Intestinal.—Very gener-
ally, and particularly in primipare, there will be manifested
during the childbearing period more or less gastric and in-
testinal derangement. Pyrosis or heartburn, with acid
eructations, most marked late in pregnancy, is the main
characteristic of gastric, while enteralgia in varying de-
grees characterizes . intestinal, indigestion. The treatment
consists in the administration of pepsin, magnesia, sodium
bicarbonate, aromatic spirits of ammonia, powdered ca-
lumba, and alkaline waters such as Vichy, an occasional
laxative, and regulation of the bowels.

(7) Pernicious Vomiting of Pregnancy (Hyperemesis
gravidarum).—Of extreme importance and gravity is the
condition recognized as an exaggeration of the physiologic
nausea and vomiting of pregnancy: so long as it consti-
tutes merely an exaggeration of the symptom of gestation,
assuming unusual prominence without materially affecting
the health of the patient, it need not excite apprehension.
Unfortunately, however, it occasionally exceeds this limit,
and then assumcs such a degree of gravity as even to
menace life. The physiologic symptom, which, as a rule,
begins shortly after conception, has generally subsided by
the time quickening has occurred; in the exceptional cases
now under consideration it may be protracted long beyond
this period, with continued duration assuming incrcasing
severity. Ftiology.— There are many factors that may
contribute to the development of this condition, although
just what is the cause in any given casc cannot always be
definitely stated. Taken in about the order of frequency,
these causes may be grouped as follows: (@) A reflex neur-
osis resulting from excessive distention of the uterine walls
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to remove the material from the upper portion of the
colon.

(9) Diarrhea is much rarer than the preceding, and is
usually due to dietetic errors, although irritability of the
bowel from mechanical pressure of the pregnant uterus
may result in hyperperistalsis, with the discharge of the
watery constituents of the canal. If unchecked, it may
excite uterine contraction and result in premature discharge
of the ovum. The #reatment consists in the administration
of astringents, as chlorodyne, chalk-mixture, and aromatic
sulphuric acid, and in cases in which there is a strong
nervous element the nerve-sedatives and the bromids.

(10) Hemorrhoids constitute a not-infrequent complica-
tion of pregnancy and a source of untold suffering to
the patient. The condition is in part due to the consti-
pation and in part to mechanical obstruction to the pelvic
circulation from pressure of the gravid uterus upon the hy-
pogastric and hemorrhoidal veins. The treatment consists
in the employment of mild laxatives to relieve pelvic con-
gestion, prefcrably a sulphur pill or a pill containing aloin
and extract of belladonna, and local astringent remedies in
the form of suppositories ; one that has been of much service
contains tannic acid from 5 to 10 grains, extract of bella-
donna ¥ of a grain, and aqueous extract of opium !4 grain.

(11) Jaundice (Icterus gravidarum).—Jaundice, though
rarely complicating pregnancy, may occur in one of two
forms. It may manifest itself as a simple discoloration
of no significance other than indicating a catarrhal con-
dition of the biliary passages or a slight obstruction to the
hepatic circulation and flow of bile from mechanical inter-
ference with the vessels and ducts; or it may assume malig-
nant qualitics dependent upon an acute yellow atrophy of
the hepatic cells, and in this case rapidly terminate fatally.
The former condition is prone to develop into the latter
when occurring during pregnancy, for scveral reasons,
which, according to Davidson, may be stated as follows:
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tendency. It is very intractable to treatment, and may only
disappear at the termination of gestation. The symptoms
are those of severe spasmodic asthma. The treatment con-
sists in the administration of nerve-sedatives (chloral and
the bromids) in full doses. Mechanical dyspnea, resulting
from impeded action of the lungs and heart due to upward
displacement of the diaphragm, is a late symptom of preg-
nancy, and continues until *lightening” occurs. Light
regimen, the wearing of loose clothing, and the avoidance
of constipation will ameliorate the symptom.

(3) Nervous or spasmodic cough is a term applied
to a reflex nervous manifestation, without associated lar-
yngeal or bronchial disease, very frequently developed in
neurotic women, and often the source of considerable dis-
comfort to them and of anxiety to the family. There are no
attendant symptoms. The paroxysms of coughing may, if
severe, induce an abortion. Like the other nervous mani-
festations of pregnancy, this condition is intractable to treat-
ment. The only remedies of service are the antispasmodics
and nerve-sedatives—the bromids, chloral hydrate, hydro-
cyanic acid, valerian, and asafetida.

(4) Emphysema is very commonly encountered in preg-
nancy, and, in consequence of the hydremia and mechanical
interference with respiration, is prone to assume an aggra-
vated form. The associated cardiac dilatation adds to the
gravity of the case, and the condition may become so threat-
ening that the induction of abortion alone will relieve the
patient. It is not uncommon for spontaneous abortion to
follow the cxaggerated efforts at respiration. Cardiac and
respiratory stimulants and the inhalation of oxygen may
alleviate the suffering to a certain extent.

(5) Croupous pneumonia when developed during the
course of a pregnancy constitutes a grave complication.
Not only are its symptoms aggravated by the physiologic
condition, but in rcturn it reacts unfavorably upon the ges-
tation, and not infrequently terminates it prematurely. It
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4. DisEases OF THE CIRCULATORY SYSTEM.

(1) Cardiac palpitation is a functional disorder of the
heart of slight significance, dependent generally upon a
neurotic habit, exaggerated, it may be, by some gastric or
gastrointestinal disturbance, but occasionally due to me-
chanical interference with the heart’s action from the over-
distended abdomen. It is not serious in its consequences,
but may give rise to much discomfort to the patient.
Nerve-sedatives and antispasmodics will largely control it.

(2) Syncope is an hysteric manifestation in eminently
neurotic women, and is most marked in those patients who
do not present other and more common reflex phenomena,
Such women are apt to develop fainting-fits at any time
throughout the course of pregnancy, but especially so at or
near the time of quickening; these spells are pseudofainting
fits—that is, there is generally not a complete loss of con-
sciousness. Owing to their evident neurotic origin, the
administration of such remedies as valerian, asafetida, sum-
bul, chloral, and the bromids will most promptly control
the attacks; these measures may be supplemented by the
use of tonics and a nutritious regimen.

(3) Hydremia (serous cachexia, serous plethora) is a
watery condition of the blood characterized by a consid-
erable increase in the fluid constituents without decided
decrease in the solid components. A certain amount of
hydremia in pregnancy is physiologic, but in many instances
this becomes exaggerated to such an extent as to constitute
a true pathologic condition. Owing to the large amount
of fluid circulating in the vessels, hydremia was formerly
looked upon as a variety of plethora, and this view was
sustained by the great similarity of some of the clinical
manifestations of the two affections; as, for instance, the
full, bounding, and frequent pulse, the ringing in the ears,
vertigo, and local flushings, which are as pronounced in
hydremia as in true plethora. An examination of the blood,








































































































































































































































































































































































































































































































































































































































































































































































RUPTURE OF THE UTERUS. 589

uteri, and the application of a firm abdominal binder. The
gauze may be removed at the expiration of twenty-four or
thirty-six hours. Upon the first indication of peritonitis
an abdominal section must be performed and the peri-
toneal cavity flushed with hot sterilized water. A high
situation of the rent will contraindicate the adoption of
this plan of treatment, as will also a tear in the anterior ute-
rine wall (Lusk remarks that all such tears invariably
terminate fatally). 2. When the rent is large and a
portion of the fetal body has escaped into the abdominal
cavity, the head, however, remaining fixed or resting just
above the pelvic brim, forceps should be applied and the
child rapidly extracted. This failing, abdominal section
must be performed, the child removed, and, if possible,
the rent closed according to the Sanger method. The
abdominal cavity must then be irrigated and the patient
treated as a case of simple Cesarean section. 3. If the
entire fetus have escaped into the abdominal cavity, or the
lower portion alone remain in the uterine cavity, abdominal
section must be performed at once, the child removed, and
the uterine rent sutured. 4. If the rent be extensive and
ragged, involving adjacent structures, or if there exist a
septic condition of the parts, a Porro-Cesarean section, or,
better still, a total extirpation of the uterus with complete
closure of the peritoneal cavity, is the only plan to pursue.
Laceration of the bowel or bladder must be repaired in the
usual manner by the Lembert suture.

The after-treatment is essentially that of an ordinary ab-
dominal section. The patient should immediately receive a
hypodermic injection of } or } grain of morphin, with 35
grain of atropin. A close watch must be kept over the
gauze drainage if the uterus be left /% situ, or over the glass
tube if this be employed. Stimulants in suitable amounts
are indicated, and the usual dietctic precautions must be
adopted. Should the patient recover and subsequently
become impregnated, the induction of premature labor at








































































































































































































































































INTESTINAL ABNORMALITIES. 68s

7. SupERINVOLUTION (HYPERINVOLUTION) OF THE UTERUS.

Very rarely the reverse of the foregoing process has been
noted, and the involution, instead of being arrested when
the uterus has attained its normal dimensions, .is continued
beyond that period; in other words, there occurs a fatty
degeneration not only of the excess, but of the true uterine
tissue also. The uterus in these cases of over-involution
practically undergoes a process of atrophy, and may become
quite small or even almost entirely disappear. Just what
is the true etiology of this remarkable occurrence it is
difficult to say. It is probably not the result of a special
trophoneurotic action, the effect of suckling on the pelvic
organs, as has been claimed by some observers. It is far
more reasonable to consider it a direct result of the
profound general anemia noted in some women, and that
may or may not be associated with protracted lactation.
The deficient blood-supply of the body consequent upon
the drain through the functionating mamma is quite suf-
ficient to account for the process. The symptoms of the
condition are generally obscure. There may be some
vague pelvic manifestations; menstruation may fail to
return at the usual period after childbirth, and this may
excite apprehension; or the condition may accidentally
be discovered during a bimanual examination, which will
reveal an unusual smallness of the uterus with or without
concomitant pelvic abnormalities. The ¢reatment must
consist in the weaning of the child, the administration of
full doses of tonics, notably strychnin, iron, arsenic, and a
full and nutritious diet. Good hygiene and change of air
and occupation are of service.

8. INTESTINAL ABNORMALITIES,

(1) Constipation.—In the majority of cases, after the
bowels have been opened on the evening of the sccond .
or the morning of the third day of the puerperium, the
daily routine action is reestablished and the woman
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troduction of a suppository containing opium, belladonna,
and tannic acid may give much relief. Lotions of hot lead-
water and laudanum are beneficial, and Barker and Lusk
emphasize the curative value of a pill of aloin, 4 grain,
night and morning. Should strangulation occur, ligation
and excision of the hemorrhoids become imperative.

9. INCONTINENCE OF URINE.

The involuntary escape of urine, either immediately after
the birth of the child or within a few days, should excite the
apprehension of the accoucheur, and an immediate exami-
nation should be instituted as to its cause. If the symptom
be accompanied by intense cramp-like pains in the lower
abdominal region, and the urine escape a few drops at a
time or with an occasional slight spurt, the so-called éncon-
tinence of retention should be suspected. In this case ex-
ploration will reveal a tumor in the median line of the
abdomen extending up as a dome from the symphysis
pubis. Percussion over the distention elicits absolute dul-
ness, and the introduction of an aseptic catheter will be fol-
lowed by the escape of a large amount (a quart or more) of
urine. If the escape of urine be unattended with pain
and occur subsequently to a tedious or instrumental labor,
a vesicovaginal fistula from pressure-necrosis or direct trau-
matism should be looked for. If this be discovered and
it be of but minute size, the natural reparative powers of
nature may effect a cure: if not, the application of a caus-
tic, as chromic or nitric acid, the acid nitrate of mer-
cury, or a strong solution of silver nitrate, may produce
sufficient granulation to close the orifice. In more exten-
sive destruction of tissue some plastic operation will be
necessitated. Rarely (about once in 2000 cases) thorough
physical exploration fails to detect any adequate cause for
the escape of the urine, and in these cases the only plausible
explanation is a pressure-paralysis of the urethra and the
vesical sphincter. The sphincteric action may gradually
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than the food supplied by the mother. As a necessary
consequence, an infant placed upon an unmodified cows’
milk would very quickly manifest evidences of malnutrition,
or speedily perish from gastrointestinal complications en-
gendered thereby. Bearing these truths in mind, it becomes
evident that in order to convert a given sample of cows’
milk into one more closely similating the milk from the
human breast it will be necessary to dilute it in order to
diminish the relative amount of casein, and to add a cer-
tain amount of fat and sugar to bring these substances to
_ the proportion normally existing before the dilution was
made. At the same time, the germs contained in the cows’
milk must be destroyed by sonfe process of sterilization,
preferably by Pasteurization, which has been proved effi-
cient for the purpose without exerting any deleterious effect
upon the nutritive value of the milk. From such a work-
ing-basis various formule have been suggested, notable
among which may be mentioned those of Meigs, Hirst,
Rotch, and Biedert, which are suitable for the various
periods of an infant’s existence. up to the normal time of
weaning. The substances employed in the production of
these pabula have been cows' milk—either condcnsed or
fresh—lime-water, cream, and maltin. These are to be
combined in quantities proportionate to the age and diges-
tive powers of the infant in question, and any formula giv-
ing absolute satisfaction at first must be increased in nutri-
tive power every two to four weeks. The famous Mezgs’
mixture consisted of cream (14-16 per cent. fat), 2 ounces;
milk, 1 ounce; lime-water, 2 ounces; and sugar-water
(milk-sugar, 173 drams; water, 1 pint), 3 ounces. This is
strongly alkaline in reaction, containing no starch, 34 per
cent. of fat, and 614 per cent. of sugar. Bicdert's cream-
muxture, which is most suitablc for an infant of threc
months, consists of cream, 1 ounce; milk, 1 ounce; water,
3 ounces; and milk-sugar, 1 dram. This is acid in reaction,
contains no starch, not quite 3 per cent. of fat, and almost 4
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tation—known as kyperlactation—may not be deleterious to
mother or child, the reverse is more likely to be true.
Very generally under these circumstances the child will
wean itself, refusing to take the breast, or weaning will
become imperative on account of the manifest disagree-
ment of the milk with the child. Should this not occur,
the mother herself may develop marked constitutional symp-
toms, including a condition of more or less profound anemia,
associated with severe neuralgic attacks in the arms and
chest, especially marked while the child is at the breast.
The treatment of this condition is self-evident. Immediate
weaning must be insisted upon, and the mother placed upon
full doses of tonics, including strychnin, iron, arsenic, and
the fats. Her diet must consist of the most nutritious and
readily assimilated articles, and, if possible, a change of air
and scene must be urged.

VI. PATHOLOGY OF THE NEW-BORN.

1. PREMATURITY.

In the foregoing pages frequent mention has been made
of the untimely termination of a gestation. This may occur
at any period from conception up to the full expiration of
the normal term of pregnancy, and the time at which the
accident occurs will determine the possibility of infantile
existence. It is self-evident that a termination of pregnancy
prior to the period of fetal viability can have no bearing
upon the question in hand: the term premature can be ap-
plied only to an infant born before its time, but capable of an
independent existence for any period, no matter how brief.
It has been very conclusively demonstrated that a fetus
expelled during the first six months after conception will
inevitably perish at the time of delivery. From the sixth
month the probability of living stcadily increases to term.
A fetus, therefore, is said to be wviadlc when it has attained
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seem that the fundamental process in its development is a
lack of vitality. This would explain the great prevalence
of the disease in immature infants, and this theory is further
supported by the fact that when the affection develops in
children born at term, it selects those that are constitu-
tionally debilitated and undersized and exposed to unfavor-
able hygienic surroundings. The disease is also most com-
mon in the cold and moist months of the year, when there
would naturally be a greater demand upon the heat-pro-
ducing centers of the body. The actual cause of the cuta-
neous induration has been very plausibly explained by Hirst
as a congelation of the fatty acids of the body, especially
the palmitic, a direct consequence of the abnormally low
body-temperature. This is especially suggestive when it
is remembered that these acids become solid at a compara-
tively high temperature. The prognosis will depend largely
upon the ability of the physician and parents to place the
child under the most favorable hygienic and dietetic con-
ditions. Sclerema neonatorum is a very grave disease,
fully 50 per cent. of the children perishing. The best re-
sults are obtained by the employment of the incubator,
daily applications of warm oily inunctions (olive oil, cam-
phorated oil, mercurial ointment), the internal administra-
tion of alcoholic stimulants or ether in appropriate form
and quantity (from one to two drops of either being exhib-
ited in the food), and the feeding of the infant, if it cannot
nurse, by the process of gavage. This is a term employed
to indicate the nourishing of a child by small quantities
of the maternal milk introduced into its stomach at regular
intervals through a soft-rubber tube. It is a very valuable
method of feeding in premature infants who either cannot
take the nipple or for whom the mother is unable to furnish
food. The infant can very rcadily be taught to swallow
the tube, when the introduction of the milk through a
small graduated glass funnel is but a simple matter. The
tube must be quickly withdrawn to avoid reflex vomiting.
15
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in some interference with the respiratory organs themselves
or with the respiratory center at the base of the brain.
The possible causes of the circulatory obstruction are
many. Among those of fetal origin may be quoted syph-
ilitic stenosis of the vessels of the placenta and cord; some
abnormality of the heart or great vessels; an early separa-
tion of the placenta, or an accidental hemorrhage, as in
placenta praevia; also undue pressure-upon the vessels of
the cord, as in prolapse of that structure or when either
extensive coiling, knotting, or torsion exists. Maternal
causes are sudden death of the mother during parturition;
grave organic disease resulting in weakness of the circula-
tion, and thereby an imperfect exchange of fetal and mater-
nal blood; and copious hemorrhage from any cause.

Respiration itself may be impeded by some anomaly of
the respiratory tract whereby the entrance of air to the
lungs is prevented. The asphyxia may follow a paralysis
of the cerebral respiratory center from extreme compression
of the fetal skull during an instrumental delivery or a
tedious passage through a contracted parturient canal; or,
finally, it may result from some mechanical obstruction to
respiration, as when, a caul is present, or when, during pre-
mature attempts at respiration, some of the discharges of
the parturient canal are sucked into the bronchial tubes.
The latter cause is not infrequent during certain cases of
dystocia, and these spasmodic respiratory efforts are often
accompanied by a fetal cry, which, according as to whether
it is heard while the fetus is still within the uterus or when
it has descended to the vagina, has been termed the vagitus
uterinus vel vaginalis.

The signs of impending death from asphyxiation during
labor are a progressive weakening and slowing of the fetal
heart-beats, as detected by auscultation ; efforts at respira-
tion while the fetus is still traversing the birth-canal; and
the discharge of meconium, as evidenced by a staining of
the amniotic fluid. The latter sign is considered by many
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(6) Paralyses.—Paralysis of some one of the peripheral
nerves may be noted after birth. Probably the most com-
mon form of paralysis in the infant is that of the facial nerve,
resulting from pressure by an improperly applied forceps.
Fortunately, this form gives a favorable prognosis, as the con-
dition is very amenable to treatment in the form of faradism
or the application of small blisters along the course of the
nerve. Paralysis of the nerves of the brachial plexus may
follow extraction of the shoulder or arms in head and breech |
presentations. The injury in this case may be slight, or
permanent disability may result. The usual treatment is
required.

4. AFFECTIONS OF THE RESPIRATORY SYSTEM.

(1) Atelectasis (congenital apneumatosis) is a condi-
tion of non-inflation of the air-vesicles of one or both lungs,
or only of a lobe or a portion of a lobe of one lung. The
cause may be soine mechanical obstruction to the entrance
of the air into the affected portions, or the condition may
result from some unknown cause. Complete atelectasis is
necessarily fatal. In the partial variety therc is more or less
disturbance of respiration, which is shallow and rapid and
associated with a certain degree of cyanosis ; the cry is feeble,
and the child does not appear to be well; there is no eleva-
tion of temperature. Physical examination will reveal dul-
ness on percussion over the affected area. The treatment
is that required for the moderate degree of asphyxia. If
an entire lung be involved, it may be necessary to catheter-
ize the larynx and gently inflate the collapsed tissue.

(2) Catarrhal Pneumonia.—It is within a compara-
tively recent period that pneumonia of the new-born child
has been recognized as a distinct pathologic entity. It
is now very generally admitted that many of the deaths
formerly attributed to inanition, injurics during birth, and
septic infection may be directly traced to an irritative pneu-
monia resultiffg from an imbibition of some of the maternal
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powders, given every hour, may correct the trouble, or ben-
zonaphthol (in 1- or 2-grain doses in powder form) may
prove efficacious. Daily washing out of the stomach with
boiled water may result beneficially in aggravated cases.

(3) Colic is always the result of indigestion, and atten-
tion to the laws laid down in the foregoing paragraph will
often promptly result in a cure. It may be necessary to
resort to the use of one or two drops of gin or brandy, a
weak peppermint-water, or five or six drops of paregoric.
The latter should never be used unless absolutely indicated.

(4) Icterus Neonatorum (Pedicterus).—On the first or
second day after birth almost every infant will show a cer-
tain amount of jaundice, most marked on the face and the
anterior aspect of the thorax. As a rule, this discoloration is
very slight and will disappear in a day or two without any
treatment. Occasionally the jaundice will become so intense
as to excite apprehension. Usually it is hematogenic in
origin, due to a rapid disintegration of the red blood-cor-
puscles after birth, with deposit of the coloring-matter in
the tissues. In the graver forms the urine is heavily loaded
with the bile-pigments. These cases are generally septic in
origin and almost invariably prove fatal. For the milder
cases all the treatment necessary will be the hourly adminis-
tration of {5 grain of calomel in 1 or 2 grains of sugar of
milk. Nothing can be done for the septic cases.

(5) Marasmus is a term formerly much more employed
than at present to indicate a progressive wasting of infants
without any appreciable cause, and most commonly encoun-
tered in bottle-fed and immature children. Marasmic chil-
dren are small, undersized, and wizened in appearance,
with wrinkled, flabby, and yellowish skin: the emaciation
becomes extreme and is associated with profound loss of
strength. The condition is symptomatic rather than a dis-
ease in and of itself. It is associated with some grave sys-
temic dyscrasia, as congenital syphilis, rachitis, or tuber-
culosis, or it results from poor hygienic surroundings or

46
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internal administration of paregoric and aromatic sulphuric
acid in doses of 4 to § minims each, in a little water.

6. AFFECTIONS OF THE CIRCULATORY SYSTEM.

(1) The Hemorrhages of Infancy.—(a) In a certain,
though small, proportion of new-born children there will
be encountered a puzzling and very annoying condition
known commonly as /Zemophilia or bleeder's disease, or the
hemorrhagic diathesis—an inherited tendency to bleed.
This condition may not be suspected until some slight trau-
matism, as a scratch or a pin-prick, may occasion such an
unwonted amount of bleeding as to attract attention or even
excite alarm. As a rule, hemophilia rarely manifests itself
before the end of the first year, although this is by no
means a constant rule. The condition persists through life,
such individuals being known as “bleeders.” On inquiry
there may often be found a strong family history of the
same malady running through several generations. Hither-
to the generally accepted belief has been that the hemor-
rhagic diathesis was transmitted through the females only,
who never exhibited any of its clinical manifestations, to
the males, who alone were subject to the hemorrhages, but
who never transmitted the disease. To a certain extent this
statement must now be modified. While the rule generally
holds true, there have been recported a number of cases
that prove conclusively that females may occasionally mani-
fest the clinical peculiarities of the diathesis, and cven
perish in one of the profuse hemorrhages. As to the
etiology of the affection absolutely nothing is known. In
a number of the cases reported a strong specific taint ex-
isted, and in such cases a possible clue as to the proper
course of treatment to be instituted is suggested. Gener-
ally all therapeutic efforts are useless.

(6) Melena nconatorum is a hemorrhagic discharge from
the stomach and bowecls of the new-born infant, occurring
usually during the first or second day of its lifc. It may
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must be kept warm, and, should collapse develop, alcoholic
stimulation will be beneficial.

(¢) Omphalorrkagia.—Hemorrhage from the umbilicus or
the umbilical cord may be either primary or secondary. Pri-
mary hemorrhage results from loose ligature or laceration
of the cord, and occurs immediately after birth. It is of
trivial import, all that is required being a re-ligation of the
stump in a proper manner. Secondary hemorrhage is much
more serious, but, fortunately, is quite rare. It occurs either
at the time of separation of the cord, on the third or fourth
day, or shortly afterward, between the fifth and fifteenth
days. An explanation of its occurrence at this time may be
found in the manner in which coagulation takes place in
the arteries of the cord. As soon as the ligature is applied
a coagulum is formed in these vessels, and this clot pro-
gresses inwardly along the course of the hypogastric ar-
teries. Should a portion of the coagulum be dragged out
with the separating funis, or should the coagulability of the
blood be deficient, the vessels may be left patulous, when
of necessity a more or less profuse hemorrhage will result.
Of all the cases of secondary umbilical hemorrhage thus
far reported, two-thirds have occurred in male children.
The hemorrhage is generally abrupt, without premonition,
and may be quite profuse. In some cases a marked jaun-
dice may precede the attack. The prognosis is always
grave, from 75 to go per cent. of the infants perishing from
exhaustion. Treatment consists in re-ligation of the stump
if this be possible. In the slighter hemorrhages the appli-
cation of a firm compress saturated with an astringent
solution, as vinegar, tannic acid, or Monsel's solution, may
suffice. In other cases it may become necessary to apply a
permanent dressing of plaster of Paris, or even to transfix
the abdominal wall with hare-lip pins above and below the
umbilicus, and around these secure a figure-of-eight ligature.
These pins may be removed in four or five days, and a
simple iodoform or acetanilid dressing applied.
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turbing factor. The #reatment consists in an eradication of
the cause, if this be possible.

7. AFFECTIONS OF THE CUTANEOUS SYSTEM.

(1) Strophulus (red gum) is a form of miliaria occurring
in infants, and resulting from overheating of the skin from
too much clothing, or from irritation and rubbing during
the cleansing of the child. It occurs as a dense eruption
of small pin-head or pin-point papules, giving a charac-
teristic blysh to the affected parts. While causing much
anxiety to the mother, it is a harmless condition and
shortly fades away. Z7reatment consists in the avoidance
of irritation in cleansing, the wearing of soft clothing, and
the application of a bland ointment, as cold cream or vaselin.

(2) Ritter'’s disease (dermatitis exfoliativa infantum
vel neonatorum ; keratolysis neonatorum) is a rare acute
disease of the skin of the riew-born child, characterized by
hyperemia with excessive exfoliation of the epidermis, ac-
companied at times by a vesicular or bullous formation, and
by a high mortality. It is more common in male than in
female children. The disease generally appears in the sec-
ond week, and is very rare after the fourth or fifth weck.
At first apparently healthy, the infant suddenly develops an
erythematous blush upon the face or buttocks, which soon
becomes general ; there is no fever, nor is there gastric dis-
turbance. Exfoliation of the cpidermis quickly follows, the
cuticle falling off in large flakes. In a very short time a
new epidermis is formed, and the entire process, occupy-
ing a week or two, may be unaccompanicd by systemic
manifestations. In many cases, however, there will develop
complications, as diarrhea, pneumonia, or marasmus, and
the child ultimately perishes of exhaustion or from loss of
body-heat due to the removal of so much of the epidermis.
Eczema and subcutaneous boils arc occasionally noted as
sequele. The diagnosis is not difficult; the prognosis is
grave. 7Zreatment consists in the application of emollient
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neglected cases a hazy condition, and finally ulceration and
perforation of the cornea, with escape of a portion or the
whole of the aqueous, and at times of the vitreous, humor,
with collapse of the eyeball. In cases in which this does
not occur, iritic adhesions, corneal opacities, and staphyloma
are very common sequel®. The child may or may not
suffer pain: in many cases it seems to be absolutely free
from suffering. As a rule, there are no systemic manifesta-
tions. The diagnosis of purulent ophthalmia is plain; the
proghosis is grave. Treatment should be mainly prophy-
lactic, and includes careful disinfection of the vagina, in sus-
pected gonorrheal cases, before and during labor by frequent
vaginal douches of mercuric chlorid (1:2000). As soon
as the child is born Credé's method of prophylaxis should
be practised. This consists in cleansing thc eyes with warm
sterilized water, followed by the instillation of a few drops
of a 2 per cent. solution of silver nitrate. The eyes should
be cleansed twice or thrice daily in this manner as long as
any danger of the development of the disease exists. After
the disease has appeared the cleansing must be done hourly
with warm water, followed in alternate hours by mercuric
chlorid (1 : 5000 or 8000) and a saturated solution of boric
acid or potassium permanganate (1:1000). Twice daily an
application of a 4 per cent. solution of silver nitrate should
be made. If corneal ulceration result, some good may fol-
low the use of a solution of quinin sulphate, 4 grains to the
ounce, twice or thrice daily. The cloths used for cleansing
the eyes should be of gauze or thin muslin well sterilized,
and should be destroyed when once used. A small glass
syringe may be used for douching the eyes. If but one
eye be affected, the healthy eye should be protected from
infection by a properly applied collodion dressing.

9. MASTITIS.

Inflammation of the breasts of the infant occasionally
follows efforts at evacuation of the fluid that exists in vary-
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may very readily result in a localized sepsis followed by
prompt systemic involvement. The symptoms of infection
are an abrupt and high elevation of-temperature, fretful-
ness and irritability of the child, and a refusal on its part
to nurse. An examination of the umbilicus will reveal an
angry appearance of that structure, which may be covered
with a dirty greenish-white mass of diphtheric exudate.
Should the deeper tissues of the umbilicus be involved in
the process, a true omphalitis exists, and this will be charac-
terized by an edema and induration of a large portion of
the surrounding tissue of the abdominal wall, the entire in-
flamed area protruding in a conical manner, the apex of the
cone being the angry umbilical ulcer.
(6) Occasionally the septic process will manifest itself as
the rare condition known as tetanus (trismus) neonatorum
(¢rismmus nascentium), which is characterized by all the
symptoms of tetanus in the adult. The child manifests an
extreme degree of restlessness, refuses the nipple, cries con-
stantly, and develops a progressively increasing rigidity of
the jaws, and finally of all the voluntary muscles. There
is but slight elevation of temperature. The nervous system
of the infant is so strained that the slightest noise, as in
speaking or walking, or the softest touch, will suffice to de-
velop a spasm. As to the origin of this discase nothing
very definite is known. It is most common among the off-
spring of the indigent and untidy, and especially in the
colored race. It occurs irrespective of climatic influence.
(¢) In very rare cases the sepsis manifests itself in the
interesting forms known as Buhl's and Winckel’s dis-
eases. Bull’s discase is a grave variety of infantile sepsis
characterized by profound jaundice, cyanosis, vomiting,
diarrhea, and an acute fatty degeneration of all the viscera.
It always terminates fatally. Winckel's discase is practically
the same as the foregoing, with the addition of hemoglo-
binuria. A fatal termination is usual, but not invariable.
The dlhgnoszk of infantile sepsis is not difficult. The prog-
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with enlargement of the liver, spleen, and other organs.
Hemorrhages from the mucous surfaces are not rare, and
the tendency in neglected cases is sooner or later to the
development of bone-disease. The dzagnosis of congenital
syphilis is easy. The prognosis in nursing infants is excel-
lent, but is very grave in bottle-fed infants and in those not
placed under the best hygienic surroundings. The #eat-
ment must be energetic. It consists in the administration
of meercurials, preferably in the form of the mild chlorid in
doses of {5 of a grain twice or thrice daily. If the stomach
prove rebellious to this, the mercury may be given exter-
nally in the form of the blue ointment rubbed in on the
binder. As required, cod-liver oil internally or by inunc-
tion should be exhibited, together with iron in the form of
the syrup of the iodid. Under this course of treatment the
improvement is generally prompt and permanent.

13. CONGENITAL DEFECTs.

(1) Tongue-tie (ankyloglossia) is a congenital shorten-
ing of the frenum of the tongue, causing more or less inter-
ference with nursing. 7Treatment consists in snipping the
edge of the frenum with sharp-pointed scissors, avoiding
too deep an incision for fear of wounding the artery of the
frenum.

(2) Hare-lip is a congenital fissure of the lip due to
arrested facial development. It may be single or double,
slight or pronounced. If decided, it causes inability to
nurse, and must be corrected a few days after birth by one
of the recognized plastic operations.

(3) Cleft palate is a congenital splitting of the palate,
hard or soft, usually associated with a similar defect of the
upper lip. Because of the inability to nurse, some relief
must be afforded to the child until it reaches an age suit-
able for operative interference. This is best secured by
means of an artificial rubber palate attached to the nipple
of the bottle from which the child is fed: this, fitting into
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ABDOMEN, pigmentation of, 84
Abdominal ballottement, 85
binder, 188
enlargement in pregnancy, 83
hematocele, 291
inertia, 5§11
palpation in pregnancy, 100
percussion-note in pregnancy, 85
plates, 50
pregnancy, 275
signs of pregnancy, 83
souffle, 82
walls in pregnancy, 75
Ablactation, 211 .
Abortion, 109, 251
after-treatment, 265
causes, 251
complete, 256
contagious, 252
diagnosis, 258
duration, 257
embryonic, 255
habitual, 250
incomplete, 256
induction of, 265
inevitable, 255
‘  instantaneous, 257
interstitial, 279
intramural, 279, 292
methods of inducing, 268
missed, 272
ovular, 254
prognosis, 259
symptoms, 254
threatened, 255
treatment, 260
tubal, 292
Abscess, mammary, 691
pelvic, 665
Ppostmammary (submammary), 692
“Absorption of the fetus, 318
“Acanthopelvis, §76

47

Acanthopelys, 5§76
¢ Accessory head,” 208
Accidental hemorrhage, 356
Accouchement forcé, 351
Acute anemia, 355
tympanites, 686
Adherent placenta, 235, 499
Adipoceration, 319
After-birth, g5
stage of, 125
After-coming head, mcthods of de-
livery, 174
perforation of, 442
After-pains, 193
Agalactia, 695
Ahlfeld’s method, 112
Air-embolism, 607
Air-hunger, 290
Albinism, 300
Albuminuria of pregnancy, 364
Albumin-water, 720
Allantoic nutrition, 60
stalk, 54
Allantois, §4
« Alligator boy,” 314
Alterations in the genitaha in preg-
nancy, 72
Amaurosis in pregnancy, 407
Amnion, 51
diseases of, 227
dropsy of, 230
rupture of, 228
Amniotic hydrorrhea, 229
sac or cavity, 52
Amniotitis (amniotis), 227
Amputation of fetal extremities, 477
intrauterine (spontaneous), 228
Anasarca of the fetus, 310
serosa, 651
Anemia, acute, 355
pucrperal, 623
Auncencephalus, 493
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Blastodermic membrane, 48
vesicle, 49
Blastosphere, 47
Bleeder's disease, 723
Blennorrhcea neonatorum, 728
Blighted ovum, 221
Blood in the puerperium, 184
Blood mole, 221
Blunt hook, 424
Bony pelvis,
Botal (Botallo), duct of, 64
Bowels, fetal, 66
in the puerperium, 186
Braun's blunt hook, 476
Breast, 196
caking of, 691
drying of, 212
gathered, 691
of the new-born, 204
Breech, decomposition of, 423
impacted, 422
presentation, 147
backward rotation of occiput in,
427
cause of, 147
diagnosis, 148
extension of the arms in, 425
management, 173
mechanism of, 150
Bregma, 134
presentation of, 428
Broad ligament, hematoma of, 291
Brow presentation, 430
mechanism, 434
treatment, 436
Brown’s (Bedford) method, 709
Bruit de choc fital, 97
Bruit, placental, 82
uterine, 82
Buhl’s disease, 731
Bulging of perineum in labor, 124
Buttonhole stitch, 566

CACHEXIA, serous, 335

Caduca, 50

Caillant’s sign, 126

Caking of the breast, 691

Calcareous mole, 221

Calcification of the fetus, 319

Canal, parturient, 22

Capacity of the infant’s stomach,’
210 )

Capuron, cardinal points of, 31

739

Caput obstipum, 158, 715
succedaneum, 208, 713
¢« Cardiac nerve-storms,” 344
palpitation in pregnancy, 335
symptoms of pregnancy, 93
Cardinal points of Capuron, 31
Care of the umbilical cord, 206
Carneous mole, 221
Carus, curve (circle) of, 26
Catarrhal pncumoma in the new-born,
1
Catheterization of the larynx, 713
Caul, 122, 497
Cause of labor-pains, 119
Cavity, amniotic, §2
of the pelvis, 26
Cazeaux's theory of placenta previa,
348
Cells, decidual, 50
Cellulitic phlegmasia, 652
Cellulitis, pelvic, 663
Central perforation of the perineum,
4
Cephalnlgsi:? in pregnancy, 406
Cephalic application of the forceps,
527
ballottement, 85
curve of forceps, 517
version, 466
Baudelocque’s, 429, 437, 455
bipolar method, 468
Hicks' (B.) method, 468
Hohl’s method, 468
Schatz's methaod, 455
Wicgand’s method, 467
Cephalohematoma, 714
Cephalotomy, 443
Cephalotribe, 439
Cephalotripsy, 441
Cerebral meningocele, 312
Cervical discase in pregnancy, 400
pregnancy, 221
Cervicobregmatic diameter, 135
Cervix uteri, 19
laceration of, §90
in pregnancy, 75
rigidity of, 578
softening of, 88
Cesarean section, 561
Cessation of menstruation, 79
Champetier's bags, 271
Change of life, 42

. Chanticwl’s method, 36
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Cuvier, right duct of, 64
Cyanosis neonatorum, 726
Cystic degeneration of the placenta,
241
disease of the chorion, 222
mole, 222
Cystitis in pregnancy, 382
puerperal (septic), 676
Cystoma, ovarian, 104
Cysts of the umbilical cord, 245

DATE of confinement, estimation of,
110
of quickening, 111
¢ Dead limbs,” 87
Deafness in pregnancy, 407
Death of the fetus, 316
Decapitation of the fetus, 476, 505
Decerebration, 441
Decidua, 50
atrophy of, 221
diseases of, 21§
hemorrhage from, 220
reflexa, 51
serotina, §I
tumors of, 221
vera, §I
Decidual apoplexy, 220
cells, 50
moles, 274
iduitis, 21§
iduoma, 221
malignant, 222
Deciduosarcoma, 222
IDecollation, 476
IPecomposition of the breech, 423
Defeneration of the placenta, 240
[Delabout’s rule, 71
D<Hivery of the after-coming head, 174
2><ernman’s method of inducing labor,
272
'«=Xnta] caries in pregnancy, 323
X mnatitis exfoliativa infantum vel
neonatorum, 727
S=<guaamation, congenital, 315
==& xctive placental polyp, 242
.‘;_'?lopment, fetal, 68
- Pelvic deformities, §33
“=> water method, 177
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Diagnosis of pregnancy, 100
Diameter, anterior interspinous, 35
Baudelocque's, 32
bisacromial, 135
bisiliac, 136
bisischiac, 27
cervicobregmatic, 135
coccypubic, 27
external conjugate, 32
of the fetal skull, 135
frontomental, 135
indirect conjugate, 33
intercristal, 35
intertrochanteric, 35, 136
Lahlein’s, 35
mentobregmatic, 135
occipitofrontal, 135
occipitomental, 135
posterior interspinous, 3§
sacrocotyloid, 33, 541
sacropubic, 25
trachelobregmatic, 135
Diaper, 207
Diarrhea of infants, 722
of pregnancy, 331
Diastasis of the pelvic joints, 603
Diet in pregnancy, 107
in the puerperium, 192
Differential diagnosis of pregnancy,
103
Digestive system in pregnancy, 78
Digital pelvimetry, 31
Digits, supernumerary, 734
Dilatation of the os in labor, 120
Discus proligerus, 39
Diseases of the amnion, 227
of the chorion, 222
of the decidua, 21§
of the fetus, 298
of the membranes, 21§
of the new-born, 701
of the ovum, 215
of the placenta, 235
of pregnancy, 320
of the puerperium, 608
of the umbilical cord, 244
Disinfection, Ftirbringer's method, 162
Kelly's method, 162
of the patient, 162

== method of artificial respiration, ; Dissecting metritis, 662

711
&= wnosis between multipare and
primiparx, 106

" Daderlein’s bacilli, 194
Dolichocephalic skull, 431

Dolores presagientes, 120
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Flonding, 609
Flow, 42
Fluctuation, uterine, 91
Feetus papyraceus, 484
sanguinclentus, 318
Folds, medullary, 49
Follicular stomatitis, 719
Fontanels, 134
For (fcaling) presentation, 147, 151
Foramen ovale, 63
Forceps, application of, 525
olstetric, 516
operation, high, 522
low, 517
median, 522
Forces of labor, 132
Fossa naviculanis, 24
umbilical, 207
Fourchet, 23
Fracture of the pelvic bones, 604
Fractures in the new-born, 716
Freckles in pregnancy, 410
Frerich’s theory of eclamysia, 370
Frontal suture, 134
Frontomental diameter, 135
Frontoparietal suture, 134
Fulgurant puerperal peritonitis, 668
Fundus uteri, 20
in pregnancy, 111
Funic presentation, 500
pulse, 58
souffle, 99
Funicle, §8
Funis, 58
rupture of, §04
Funnel-shaped pelvis, 547
Firbringer's method, 162

GALACTOCELE, 700
Galactophoritis, 6go
Galactophorous ducts, 197
Galactorrhea, 699
‘Galbiati knife, 557
Gangrenous metritis, 662
Gathercd breast, 691
Gavage, 705
Gelatin, Wharton’s, §8
Gemellary pregnancy, 479
Generative organs, 18
Genitalia in pregnancy, 72
in the puerperium, 181

INDEX.

Germinal ares, 49

.« Getting-up,” 19§
Giant pelvis, 506
Gingivitis of pregnancy, 323
Glands, mammary, 196
of Montgomery, 95
Glandular activity in pregnancy, 93
Glans clitoridis, 24
Glycosuria of pregnancy, 283
Goiter, congenital, 308
, Gonorrheal stomatitis, 720
| _ warts, 402
I Goodell’s method in breech presenta-
tion, 423
of perineal relaxation, 168
*  sign, 88
Graafian follicles, 38
Gravidin test, 77
Great suture, 134
“ Green waters,” 194
Greenstick fracture, 716
 Groove, medullary, 49
I primitive, 49
Growth of the child, 210
of the uterus in pregnancy, 81
Gubler's theory, 364, 369
Gum, 204
Gum-rash, 204

HaBITUAL abortion, 250
I Halbertsma’s theory of eclampsia, 369
treatment of eclampsia, 380
 Hardie's measurement, 32
" Hare-lip, 733
Harris's method, 352
Hauder's pelvis, §76
i Hayem's serum, 642
, Head-crusher, 439
Head-fold of the fetus, 49
' Head-seizer, 439
, Head transverse at inferior strait, 419
! Hearing in the new-born, 204
I Heart, fetal, 63
i Heart-shaped pelvis, 410
Heart-sounds, fetal, 98
Hegar's sign, 88

metbod of symphysiotomy, | Hematemesis in pregnancy, 345

557

i Hematocele, abdominal, 291
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Hematocele, anteuterine, 291
pelvic, 291
retrouterine, 291
Hematoma of the broad ligament, 291
of the sac, 292
of the tube, 292
of the vulva, 597
Hematuria of pregnancy, 383, 384
Hemiplegia in pregnancy, 4
Hemiterata, 299
Hemophilia, 723
Hemoptysis in labor, 606
in pregnancy, 344
Hemorrhage, nccudental 356
antepartum, 344
from the cord, 725
from the decidua, 220
from the genitalia in pregnancy, 361
intrapartum, §82
postpartum, 609
, 619
uteroplacental, 238
Hemorrhages, hydremic, 344
of infancy, 723
of pregnancy, 344
of the puerperium, 609
Hemorrhagic diathesis, 723
Hemorrhoids of the bladder, 383
in ancy, 331
in r}:g;uer;};num, 686
Henle's theory, 40
Herman’s method of manual com-
ion, 617
Hernia of the gravid uterus, 397
umbilical, 736
of the umbilical cord, 24§
Herpes gestationis, 411
Heterotaxis, 3o1
Hicks’ (B.) method of cephalic ver-
sion, 468
method of podalic version, 471
sign, 82
Hide-bound disease, 704
High forceps operation, §22
Hilum of the ovary, 18
Hirst’s pelvimeter, 34
Hodge forceps, 518
Hoening’s method of expression, 264
Hohl's method of cephalic version,
468
“method in labor, 167
Holl’s signs, 256
Horseshoe placenta, 243
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Hour-glass contraction of uterus, 498
relaxation of uterus, 498
Huguier's glands, 23
Hyaloplasm, 39
Hydatidiform mole, 222
Hydatiform mole, 222
I{ydatids, uterine, 222
Hydatoid mole, 222
Hydramnios, 230
Hydremia of pregnancy, 335
Hydremic hemorrhages, 344
Hydrocephalus, 312
congenital, 493
Hydroencephalocele, 493
Hydroperione, 51, §2
. Hydrorrachitis, 734
: Hydrorrhea, amniotic, 229
decidualis, 218
gravidarum, 218
Hygiene of pregnancy, 106
Hymen, 23
Hyperemesis gravidarum, 32§
Hyperinvolution of the uterus, 685
Hyperlactation, 701
Hyperosmia in pregnancy, 332
Hypoblast, 49
Hysteralgia, 398
Hysteria in pregnancy, 407

ICHTHYOSIS congenita, 314

fetal, 314

intrauterine, 314
Icterus gravidarum, 331

neonatorum, 721
Impacted breech, 422
Impaction of the shoulder, 462
Imperforate rectum, 734
Impetigo herpetiformis, 411
Impregnation, 43

method of, 46

time of, 46
| Impressions, maternal, 310
Incarceration of womb, 389, 394, 395
Incomplete abortion, 256
Incontinence of retention, 186, 382,

687

of urine, 687
Incubator, 703
Indigestion in pregnancy, 32§
Indirect conjugate diameter, 33
Induction of abortion, 265

of premature labor, 266
Inertia, abdominal, 11
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Labor, placental stage, 125
. posture in first stage, 122
precipitate, 50§
premature, 109, 2§1
prognosis of, 157
protracted, 509
retarded, 509
rotation of occiput in, 139
stages of, 120
tardy, 509
at term, 109
time of commencement of, 117
tumors in, §73
uterine contractions of, 117
vesical calculi in, §77
Laborde’s method of artificial respira-
tion, 712
Laceration of the cervix, 590
of the perineum, 166, 593
of the vagina, 591
of the vulva, 592
Lactation, 196
Lactational insanity, 680
Lactiferous ducts, 197
Lambdoid suture, 134
Lamination, 443
Larynx, catheterization of, 713
Lateral obliquity of the uterus, 74
Lateral plates, 5o
Lateroflexion of the uterus, 396
Lateroposition of the uterus, 396
Left-lateral recumbent position, 164
Leopold’s and Spdrlin’s method, 161
Leugz’s pancreatic-meat emulsion, 329
Leukorrhea in pregnancy, 88
Lever's theory of eclampsia, 369
Ligation of the cord, 170
Lightening, 117, 138
Line, embryonic, 49
Linea fusca, 84
nigra, 84
Lineze albicantes, 75, 94
Lipuria in pregnancy, 384
Liquor amnii, 52
putrefaction of, 234
folliculi, 39
seminis, 44
Lithopedion, 319
Little's solution, 355
Liver-blotches, 91
fetal, 66
patches, 91
Local puerperal sepsis, 661
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Lochia, 194
Lochial guards, 190
Locking of twins, 489
Lahlein’s diameter, 35
Ldwenhardt’s method, 111
Long forceps, 517
Longings, 78, 93
Loops of Pfliiger, 38
Low-forceps operation, §17
Lower uterine segment, 22
Lumbago in pregnancy, 405
Lungs in the puerperium, 187
Luxation of the hips, congenital, §44
Lying-down pelvis, §47
Lying-in period, 181
room, 161

Lymphangitis, mammary, 6go

puerperal, 661

McCLINTOCK's rule, 189
Maceration, 318
Macromazia, 300
Macula germinativa, 39
Malacia, 324
Malacosteon pelvis, 542
Male and female pelvis, 37
pronucleus, 47
Malformations of the fetus, 299
of the uterus, 384
Malignant deciduoma, 222
Mamme, 196
Mammary abscess, 691
bandage, 693
binder, 198
changes in pregnancy, 94
glands, 196
in pregnancy, 109
lymphangitis, 690
Mammitis, 691

' Management of pregnancy, 106

third stage of labor, 178
Marasmus, 721
Maret’s formula, 329
Marginal placenta, 249
Masculine pelvis, 547
Mask of pregnancy, 410
Mastitis, 600

in the infant, 729
Maternal death in labor, 606

dystocia, 505

impressions, 310

physiology, 72
Mauriceau method, 175
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Murmur, placental, 83

Muscles of the pelvis, 29

Myositis purulenta puerperarum, 647

Myxoma fibrosum, 227

Myxomatous degeneration of the cho-
rion, 222

NAEGELE's obliquity, 138

pelvis, 543

rule, 110
Napkin, 207
Nausea and vomiting in pregnancy, 93
Navel ring, 58

sac, 53

string, §8
Nephritis in pregnancy, 363
Nerve-symptoms in pregnancy, 86
Nervous cough, 333

symptoms in pregnancy, 93

system in pregnancy, 78
Nerves, pressure-degeneration of, 659

Neuralgias of pregnancy, 405
Neuritis, puerperal, 659
septic, 659
traumatic, 659
Neuroses of pregnancy, 407
New-born, bathing of, 205
bowels of, 203
breasts of, 204

circulatory system of, 201
cleansing of, 20§
dressing of, 207
eyes of, 204
growth of, 210
hearing of, 204
management of, 200
micturition in, 203
moulding of the head of, 208
physiology of, 200
respiration of, 202
ic infection of, 730
skin of, 204
stomach of, 210
taste in, 204
temperature of, 204
torticollis of, 158
weight of, 211
Nipple, 197 )
uring of, 689
inversion of, 688
in pregnancy, 95
Noeggerath’s maneuver, 603
Normal labor, 109

Notochord, 50
Nuchal position of the arm, 426
Nullipara, 43
Nulliparity, 43
Nursing, 208
and menstruation, 200
time of, 209
Nutrition, allantoic, 60
fetal, 59
placental, 60
tubal, 59
vitelline, 60
Nutritive enemata, 328
Nymphe, 23

OBLIQUE diameters of pelvis, 26
pelvis of traumatism, 543
Obliquely ovate pelvis, 543
Obliquity, lateral, of the uterus, 74
Naegele's, 138
of the pelvis, 25
Roederer's, 138
Solayre's, 136
Obstetric call, 159
case, 159
forceps, 516
position, 164
Obstetrics, 17
pathologic, 214
Obstructed labor, 530
Occipitofrontal diameter, 135
Occipitomental diameter, 135
Occipitoparietal suture, 134
Occiput, excessive rotation of, 422
posterior in breech presentation,
transverse, at superior strait, 418
Occlusive dressing, 191
Odontalgia in pregnancy, 405
(Edema lacteum, 651
neonatorum, 726
Oligogalactia, 695
Oligohydramnios, 229
Oligospermism, 45
Olshausen's method, 169
Omphalic duct, 53
Omphalitis, 731
Omphalo-mesenteric artery, 60
Omphalorrhagia, 725
Onychogryphosis, 314
Qdphoron, 18
Odsperm, 47
Ophthalmia neonatorum, 728
Orgasm, 4§



750 INDEX.

Osiander’s sign, 88
Osseous system in pregnancy, 78
Osteomalacia in pregnancy, 409
Osteomalacic pelvis, 542
Osteophytes in pregnancy, 78
Ostium abdominale of the tube, 19
Ova moles, 273
Ovarian cystoma, 104
cysts in labor, §75
pregnancy, 275, 280
Ovaries, 1
Ovaritis, puerperal, 664
Over-size of the fetus, 491
Oviducts, 18
Opvisacs, 38
Ovular abortion, 254
Ovulation, 38, 39
and menstruation, 40
Ovum, 39
blighted, 221
cystic disease of, 222
diseases of, 215
migration of, 40
premature discharge of, 250

PAD, uterine, 187
Pains, bearing-down, 122
false, 120
of labor, 117
Pajot’s law of accommodation, 129
method of decapitation, 477
Palate, cleft, 733
Palpation of the ureters, 677
Paralysis, gestational, 406
of the new-born, 717
puerperal, 406
Parametritis, puerperal, 663
Paraplegia in pregnancy, 406
Parasitic stomatitis, 720
Parity, 43
Parogphoron, 18
Parturient canal, 22
Pasteurization, 698
Pathologic obstetrics, 214
Patulous cervix, 5§90
Peaslee’s furmula, 329
Pedicterus, 721
Pelvic abscess, 665
application of the blades, 526
articulations in pregnancy, 76
relaxation of, 408
cellulitis, 663
contents in pregnancy, 76

Pelvic contraction, §32
curve of forceps, §17
deformities, development of, 5§33
hematocele, 291
inlet, 25
joints, inflammation of, 409
ligaments, 28
outlet, 27
perimetritis, 664
peritonitis, 667
presentation, 146
version, 469

Pelvimeter, 31

Pelvimetry, 30

Pelvis zquabiliter justomajor, 506

justominor, §46
axis of, 26
beak-shaped, 542
bisiliac diameter, 26
bisischiac diameter, 27
bony, 24
cavity of, 26
coccypubic diameter, 27
conjugate diameter, 2§
contracted, §32
coxalgic, 540
dwarf, 546
false, 24
fetal, 547
figme-of-8, §39
funnel-shaped, 547
generally contracted and flat, 548
giant, 506
Hauder's, 576
infantile, 547
inferior strait of, 27
inverted, 507
justomajor, 506
Justominor, 546
juvenile, 547
kidney-shaped, 539
Kilian’s, 536
kyphoscoliotic, 546
kyphotic, 544
in life, 28
lying-down, §47
malacosteon, §42
male and female, 37
masculine, §47
muscles of, 29
Naegele's, 543
oblique diumeters of, 26
oblijquely ovate, 543
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Pelvis obliquity of, 25

obhtecta, §38

osteomalacic, §42

position of, 2§

Prague, 536

rachitic, 538

Robert’s, 544

Rokitansky’s, 536

rostrate, §42

scoliotic, 541

simple flat, §35

sitz, §44

small round, §46

spinosa, §76

spinous (spiny), 576

split, 507

spondylolisthetic, 536

superior strait of, 2§

symmetrically contracted, 546

thorny, 576

traumatic, 543

true, 2§ '

undeveloped, 547

Y-shaped, 542
Pelzer’s method of inducing labor, 271
Pemphigus neonatorum, 728

puerperal, 657

septic, 657
Pendulum-movement of forceps, 523
Penrose's method, 456
Peptonuria in pregnancy, 384
Perforating metritis, 662
Perforation of the after-coming head,

442

Perforations of the infant, 716
Perforator 439
Perimetritis, puerperal (pelvic), 663
Perineal laceration 166

spasm, §79
Perineum, 189

bulging of, in labor, 124

central perforation, §94

laceration of, 593

rigidity of, 579
Periodoscopes, 112
Peripheral venous thrombosis, 651
Peritonitis, general, 668

pelvic, 667

puerperalis, 667

lymphatica, 668

Permanganate method, 162
Pernicious anemia of pregnancy, 338

vomiting of pregnancy, 325

751

Persistent mentoposterior positions,
451
Peters’ theory of eclampsia, 370
Pfliiger, cords (loops) of, 38
Phimosis, 734
Phlebitis, crural (femoral), 651
infectious, 643
puerperal, 643
uterina, 643
Phlegmasia alba dolens, 651
Phlegmonous metritis, 662
Phthisical placenta, 237
Physiologic cry of labor, 124
obstetrics, 17
Physiology, fetal, 59
maternal, 72
of pregnancy, §9
Physometra, 319
Pica, 78, 93, 324
Pigeon-breast, 304
Pigmentation of the placenta, 242
in pregnancy, 84, 410
Pinard’s method, 424
sign, 149
Pining, 78, 93
Placenta, 55
adherent, 235, 499
annular, 243
anomalies of, 243
battledore, 58
bipartita (duplex), 243 -
cystic degeneration of, 241
degeneration of, 240
diseases of, 235
duplex, 243
edema of, 240
fenestrata, 243
fibrous myxoma of, 241
horseshoe, 243
marginal, 249
marginata, 243
membranacea, 243
obsoleta, 481
phthisical, 237
pigmentation of, 242
prxevia, 244, 345
after-treatment, 354
treatment, 349
premature detachment of, 356
retention of, 498
stone, 241
syphilis of, 235
at term, 56
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Pregnancy, diarrhea of, 331
diet in, 107
differential diagnosis of, 103
digestive system in, 78
douching in, 108
duration of, 110
dyspnea of, 332
emphysema in, 333
endocarditis in, 339
epilepsy in, 407
epistaxis in, 344
exercise in, 107
exophthalmic goiter in, 362
external ovarian, 281
extrauterine, 274
facial paralysis in, 407
false, 221
fetal mensuration in, 112

symptoms of, 96
freckles in, 410
fundus uteri in, 111
gemellary, 479
gingivitis of, 323
glandular activity in, 93
glycosuria in, 383
growth of uterus in, 81
hematemesis in, 345
hematuria of, 383, 384
hemiplegia in, 406
hemoptysis in, 344
hemorrhage from the genitalia in,
361
hemorrhages of, 344
hemorrhoids in, 331
hydremia of, 335
hygiene of, 106
hyperosmia in, 332
hysteria in, 407
indigestion in, 325
influenza in, 322
insomnia in, 404
intermittent fever in, 322
internal ovarian, 280
interstitial, 275, 279
intraligamentous, 278
intramural, 279
irritable bladder in, 85, 381
ischuria in, 384
jaundice in, 331
kidney of, 364
kidneys in, 108
leukorrhea in, 88
lipuria in, 384
48

753

Pregnancy, lumbago in, 405
mammary glands in, 94, 109
management of, 106
measles in, 321
menstruation in, 361
mensuration of uterus in, 111
mental occupation in, 109
metritis in, 397
molar, 221
multiple, 478
mural, 275
nausea and vomiting of, 92
nephritis in, 363
nerve-symptoms in, 86, 93
nervous system in, 78
neuralgias in, 405§
neuroses of, 407
nipples in, 9§
odontalgia in, 405
osseous system in, 78
osteomalacia in, 409
osteophytes in, 78
ovarian, 275, 280
paraplegia in, 406
pathology of, 320
pelvic articulations in, 76

contents in, 76
peptonuria in, 384
pernicious anemia of, 338

vomiting of, 325
physiology of, 59
pigmentation in, 84, 410
plural, 478
polyuria of, 384
position of uterus in, 74
positive signs of, 102
pressure-symptoms in, 85
pruritus of, 410

vulve in, 403
ptyalism of, 323
and pulmonary tuberculosis, 334
recurrent vomiting of, 326
reflex manifestations of, 92
relapsing fever in, 322
respiratory system in, 77
salivation of, 323
scarlatina 1n, 321
sexual intercourse in, 108
signs of, 79
soft cervix in, 88
“soft,” «igns of, 102
soft uterus in, 89
strice in, 84
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Puerperal eclampsia, treatment, 376
elytritis, 671
embolism, 621
endokolpitis, 671
endometritis, 672
endosalpingitis, 675
erythema, 656
hemorrhage, 619
infectious 6gmphigus, 657
insanity,
lymphangitis, 661
metritis, 661
metrophlebitis, 643
nephritis, 364
neuritis, 659
ovaritis, 664
paralysis, 406
parametritis, 663
pelvic cellulitis, 663
perimetritis, 663
period, 181
peritonitis, 667
phlebitis, 643
pneumonia, 648
proctitis, 678
pyelitis, 676
pyemia, 646
pyosalpingitis, 675
rheumatism, 649
sepsis, 624

autogenetic, 679
varieties, 628
septicemia, 624, 629
tetanus, 657
thrombosis, 621
ulcerative endocarditis, 648
ureteritis, 676
urethritis, 676
vulvitis, 670

Puerperium, 181
blood in, 184
bowels in, 186
circulation in, 184
diagnosis of, 196
diet in, 192
genitalia in the, 181
hemorrhages of, 609
lungs in, 187
management, 187
pathology of, 608
physiology of, 181
regimen in, 192
retention of urine in, 185
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Puerperium, secretions and excretions
in, 185
skin in, 186
temperature in, 184
urine in, 185
visits in, 191,
Pugh’s method, 176
Pulmonary tuberculosis and pregnancy,

334
Pulse, funic, §8
vaginal, 88
Pulvermacher's method, 178
Purpura hemorrhagica, 411
Purulent ophthalmia, 728
Putrefaction of the fetus, 319
of the liquor amnii, 234
Putrid infection, 629
intoxication, 629
Pyzmia metastatica, 646
multiplex, 646
Pyelitis, puerperal (septic), 675
Pyemia, puerperal, 646
Pyosalpingitis, puerperal (septic), 675

QUADRUPLETS, 480

Quickening, 96
date of, 111

Quintuplets, 480

RAcCHIOTOMY, 476
Rachitic pelvis, §38

rosary, 304

rose-garland, 304
Rachitis, congenital, 304
Ramsbotham’s sharp hook, 476
Rasch’s sign, 91
“ Ratchet movement,” 430
Rayer’s disease, 364
Ready reckoner, Smith's, 112
Rectum, imperforate, 734’
Recurrent vomiting of pregnancy, 326
Red gum, 727
Reflex manifestations of pregnancy,

92

Regurgitation of infants, 210
Relapsing fever in pregnancy, 322
Relaxation of the pelvic articulations,

4
Renal dislocation, 380
insufficiency in pregnancy, 364
Rennie’s formula, 329
Resistant forces of labor, 132
Resonance, coronal, 85
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Shoulder presentation, mechanism,
461
treatment, 465
« Show,” 120
Sigault’s operation, 556
Signs of fetal death, 317
of pregnancy, 79
. Simple flat pelvis, 535
Simpson forceps, 518
Simpson’s method, 354
method of inducing labor, 269
theory of labor, 116
Sinciput, 134
Sitz pelvis, 544
Skin, fetal, 66
of the new-born, 204
in the puerperium, 186
Skin-bound disease, 704
Skull, fetal, at term, 133
Small round pelvis, 546
Smith’s (R.) ready reckoner, 112
(Tyler), theory of eclampsia, 369
theory of labor, 115
¢ Snuffles,” 732
Soft cervix of pregnancy, 88
“ Soft " signs of pregnancy, 102
Solayre’s obliquity, 136
Souffle, abdominal, 82
funic, 99
placental, 82
umbilical, g9
uterine, 82
Space of Retzius, 558
Spasm of the perineum, 579
Spasmodic cough, 333
Spermatin, 44
Spermatozoa, 44
Spiegelberg’s laws of contracted pel-
vis, 548
method, 111
theory of eclampsia, 370
Spina bifida, 734 :
Spinal meningocele, 734
Spine, cleft, 734
Spiny (spinous) pelvis, §76
Split pelvis, 507
Spondylolisthesis, §46
Spondylolizema, §38
Spondylotomy, 476
Spondylysis articularis, §37
Spongioplasm, 39
Spongy layer of decidua, 51
Spontaneous amputations, 228
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Spontaneous evolution, 463
fracture of fetal bones, 304
rupture of the uterus, 399
version, 461

Sprue, 720

Squamous sutures, 134

Square, 207

Stage of the after-birth, 125
of dilatation and effacement, 120
of expulsion, 122

Stages of normal labor, 120

Stalk, allantoic, §4

Stephen’s method, 172

Stillbirth, 706

Stoltz’s sign of fetal death, 317

‘| Stomach of the new-born, 210

Stomatitis, follicular, 719

gonorrheal, 720

parasitic, 720
¢ Stone child,” 319
Stone mole, 221

placenta, 241
Striz, 75, 84, 94
String, navel, §8
Stripping of the cord, 171
Strophulus, 204, 727
Strychnin in pregnancy, 513
Subcutaneous emphysema of the head

and neck, 605
Subinvolution of the uterus, 105, 682
Submammary abscess, 692
Subperitoneoabdominal pregnancy, 279
Subperitoneopelvic pregnancy, 278
Subsidence of the uterus in pregnancy,
17

Subsidiary placentas, 243
Sugar-water, 697
Suicidium feetus in utero, 247
Superalbuminosis, 364, 369
Superfecundation, 479
Superfetation, 478
Superimpregnation, 478
Superinvolution of the uterus, 685
Superior strait of pelvis, 25
Supernumerary digits, 734
Sutures of the fetal skull, 134
Symmetrically contracted pelvis, 546
Symphysiotomy, 556
Syncope in pregnancy, 335
Syphilis, congenital, 304, 732

fetal, 304

of the placenta, 235

in pregnancy, 322
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SAUNDERS’ QUESTION COMPENDS.

Arranged in Question and Answer Form.

THE LATEST, CHEAPEST, and BEST ILLUSTRATED
SERIES OF COMPENDS EVER ISSUED.

Now the Standard Authorities in Medical Literatare

WITH

Students and Practitioners in every Oity of the United
States and Canada.

THE REASON WHY.

They are the advance guard of “ Student’s Helps ’—that DO HELP; they are
the leaders in their special line, well and authoritatively written by able men,
who, as teackers in the large colleges, know exactly what is wanted by a student
preparing for his examinations. The judgment exercised in the selection of
authors is fully demonstrated by their professional elevation. Chosen from the
ranks of Demonstrators, Quiz-masters, and Assistants, most of them have be-
come Professors and Lecturers in their respective colleges.

Each book is of convenient size (5x 7 inches), containing on an average 250
pages, profusely illustrated, and elegantly printed in clear, readable type, on
fine paper.

The entire series, numbering twenty-four subjects, has been kept thoroughly
revised and enlarged when necessary, many of them being in their fourth and
fifth editions.

TO SUM UP.

Although there are numerous other Quizzes, Manuals, Aids, etc. in the mar-
ket, none of them approach the  Blue Series of Question Compends;"” and
the claim is made for the following points of excellence:

1. Professional distinction and reputation of authors.
2. Conciseness, clearness, and soundness of treatment.
3. Size of type and quality of paper and binding.
*.* Any ot these Compends will be mailed on receipt of price (see over
for List).
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JUST PUBLISHED.

OBSTETRIC ACCIDENTS, EMERGENCIES, AND OPERA-
TIONS. By L. CH. BOISLINIERE, M. D., Emeritus Professor of Obstet-
rics in the St. Louis Medical College, etc. 12mo. Handsomely illustrated.
Price, $2.00 net.

“ For the use of the practitioner who, when away from home, has not the
opportunity of consulting a library or of calling a friend in consultation. He
then, being thrown upon his own resources, will find -this book of benefit in
guiding and assisting him in emergencies.”

FORTHCOMING PUBLICATIONS.

AN AMERICAN TEXT-BOOK OF APPLIED THERAPEUTICS.
Edited by J. C. WiLsoN, M. D., Professor of the Practice of Medicine and
of Clinical Medicine, Jefferson College, Philadelphia.

AN AMERICAN TEXT-BOOK OF PHYSIOLOGY. Edited by
WiLriam H. Howerr, Ph. D, M. D,, Professor of Physiology in the
Johns Hopkins University, Baltimore, Md.

SURGICAL DIAGNOSIS AND TREATMENT. By J. W. Mac-
DoNALD, M. D., Graduate of Medicine of the University of Edinburgh;
Licentiate of the Royal College of Surgeons of Edinburgh; Professor of
the Practice of Surgery and of Clinical Surgery in Minneapolis College of
Physicians and Surgeons; Surgeon to Wisconsin Central Railway, etc.

TEXT-BOOK OF MATERIA MEDICA, THERAPEUTICS, AND
PHARMACOLOGY. By GeorGe F. BurLkgr, Ph. G., M. D., Pro-
fessor of Materia Medica and of Clinical Medicine, College of Physicians
and Surgeons, Chicago, Ill.

TEXT-BOOK OF EMBRYOLOGY. By Joun C. HEisLrr, M. D,
Prosector to the Professor of Anatomy, Medical Department of the Uni-
versity of Pennsylvania.

ESSENTIALS OF EMBRYOLOGY. By J. P. Tunis, M. D,, Assistant
Demonstrator of Anatomy, University of Pennsylvania.

MANUAL OF DISEASES OF CHILDREN. By W. S. CHris-
TOPHER, M. D., Professor of Diseases of Children, Chicago Polyclinic,
etc.

LANGUAGE OF DISEASE. By S. Soris-Conen, M. D.
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Edited by GEORGE M. GOULD, A.M_ M.D.
Assisted by Eminent American Specialists and Teachears
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LANE MEDICAL LIBRARY

To avoid fine, this book should be returned on
or before the date last stamped below.










